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Mr. Bussey. The committee will come to order. 
This morning we start hearings on the 1955 budget for the Public 
Health Service of the Department of Health, Education, and Welfare. 
We have before us again the Surgeon General, Dr. Leonard A. 
Scheele, and we will be very happy to hear from Dr. Scheele at this 
time. 
GENERAL STATEMENT 


I might state, Dr. Scheele, that we have had an opportunity to re- 
view your prepared statement. In order to save your time and the 
time of the committee, if you will summarize the statement, we will 
have your full statement inserted into the record, and then we shall go 
into the questioning. 

(The prepared statement referred to is as follows :) 


GENERAL STATEMENT OF THE SURGEON GENERAL 


There have been no statutory changes in the programs operated by the Public 
Health Service since we last appeared before your committee. The overall budget 
which we are presenting for currently authorized programs for the fiscal year 
1955, has been significantly decreased below appropriations for 1954. 

The Public Health Service appreciates the thoughtful and considerate manner 
in which you, Mr. Chairman, and the members of this committee always approach 
the task of reviewing our proposals. I hope we will be able to justify in your 
minds the same high regard for these important health programs which led the 
President to include these funds in his budget for 1955. 

The functions and facilities of the Public Health Service comprise a strategi- 
cally important element in the Nation’s total health resources. Curtailment of 
some of our programs over the past 3 years, therefore, has meant a certain amount 
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of weakening of the Nation's total public health effort. It is hoped that the 
committee will consider our current budget requests reasonable, since reductions 
below the proposed level may result in some further diminution ‘of nationwide 
effort. 

1953 HEALTH RECORD 


It would appear from 1958 reports on a sample of the population that the Na- 
tion’s general death rate will remain at 9.6 per 1,000 population. There has been 
no marked change in the crude rate since 1950. To a certain extent, this leveling 
off of the general death rate is to be expected, since a larger proportion of our 
population is living to old age. It may be that the United States will not experi- 
ence any significant reduction in the general death rate in the future—unless we 
find ways to reduce further the deaths due to chronic diseases in the older age 
groups and the deaths due to diseases of infancy. 

Partial figures for 1953 indicate rises in the death rates from the major cardio- 
vascular-renal diseases and cancer. Although the tuberculosis death rate for 1953 
will be substantially lower than in 1952, this reduction will result in part from the 
momentum of case-finding programs carried out in former years. The number 
of tuberculosis cases occurring each year remains high. Up through 1952, new 
cases of tuberculosis were being reported in the States and Territories at the rate 
of 100,000 or more annually. Each case—plus all those undetected—is a potential 
source of increased spread of tuberculosis. 

Death and invalidism due to other infectious diseases also continue to decline. 
This favorable trend, however, must not be permitted to hide the size of our 
uncompleted task. For example, at least 90,000 cases of syphilis and 1 million 
eases of gonorrhea are occurring annually. 

In short, Mr. Chairman, the organisms that cause tuberculosis and venereal 
diseases are still with us; still very much alive in sizable groups of the popula- 
tion. The same can be said of the acute infections. The diseases carried by mos- 
quitoes and other insects are an ever-present threat. Intestinal infections. 
spread by polluted water and contaminated milk and foods, are suppressed—but 
not eliminated. Influenza, poliomyelitis, and other vital infections that cause so 
much suffering and disability continue unabated. 

With respect to the major chronic diseases and mental illnesses that disable 
for long periods: there is nothing to indicate the slightest reduction in the 
millions of people seriously affected by them. ‘The American population is 
increasing at a rate of about 2.5 million a year. The chronic diseases affect 
all age groups. Their most serious effects strike with particular intensity in 
the productive years—from age 25 onward—and with increasing frequency in 
later life. At present, 8 in every 100 Americans are 65 years of age or older— 
and that figure is increasing. As deaths from acute diseases continue to decline, 
and as more of our citizens attain advanced age, the chances of acquiring a 
chronic disease or mental illness increase. In fact, unless some means are 
found to improve and apply more widely the methods for early diagnosis and 
treatment of the chronic diseases, congenital impairments, and mental illness, 
we can anticipate continued increases each year in the numbers of people afflicted. 

Looming on the horizon also is the growing problem of accidents. In 1952 
motor-vehicle accidents killed 38,000 people on our streets and highways, and 
injured 1,350,000 others. The medical profession and the public-health agencies 
generally have not been very active in this field, adding their knowledge and skills 
to those of the hard-working voluntary organizations, State and local authorities 
who are striving valiantly to stem this terriffic tide of slaughter and maiming. 
The White House Conference on Highway Safety, held in Washington, February 
17-19, highlighted this growing and unsolved problem. 

Two other closely related problems of continuing importance are healthful 
housing and the prevention or home accidents. In 1952, 29,000 people were 
killed and 4,300,000 injured in home accidents. In both these fields of housing 
hygiene and home accident prevention, the Public Health Service and some of the 
State and local health departments are working for improvement, as partners 
with voluntary agencies, foundations, and other official agencies. 


THE COSTS OF SICKNESS 


Illness, injury, and premature death impose a heavy burden on the national 
economy. It is felt in many ways, the most prominent of which are: loss of 
productive labor and income; creation of dependency in many cases; and a 
mounting demand for more goods and personnel to provide facilities and services 
for the sick and injured. 
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Loss of man-days of productive labor from disease is a hidden cost of incal- 
culable but tremendous magnitude. Estimates presented recently to the House 
Committee on Interstate and l’oreign Commerce indicated an annual loss of 175 
million man-Cays due to heart disease alone, and 150 million due to arthritis 
and rheumatism. On the average, there are close to 700,000 patients (697,52 
in 1951) in our mental hospitals every day in the year. 

The costs to the Nation in Federal and local expenditures for public assistance 
and in loss of taxes runs into the billions of dollars. It has been estimated that 
more than $1.5 billion in public funds per year go for cash payments to the 
disabled. In 1951 the estimated aggregate loss of earnings due to temporary 
and extended disability ranged between $25 and $32 billion. At the present 
higher average wage, those figures would have to be raised for 1953. That esti- 
mated loss does not include expenditures by families for care of the disabled, 
or the costs of labor turnover to the employer; nor does it include the loss of 
potential income due to premature death. 

The direct costs of sickness to the taxpayer are startling. The major health 
expenditure by Federal, State, and local governments is for medical and hospital 
eare. The total Federal expenditure for civilian health and medical services 
in the fiscal year 1952 amounted to $1.1 billion, and nearly two-thirds of this 
expenditure was for hospital and medical care of Federal beneficiaries, chiefly 
veterans. State and local governments spend more than $1.7 billion annually 
in their own tax funds for hospitals and medical care. For the care of the 
mentally ill alone, Federal and State expenditures combined amount to $1.1 
billion annually; and for care of tuberculosis patients, more than $300 million 
a year. 

Many of the diseases and physical handicaps which cost the Nation such 
staggering sums in lost income and expenditures for patient care could have 
been prevented or their disabling results alleviated. At present rates, one of 
the few firmly predictable economic indices is a steadily rising cost of disease 
to the taxpayer—unless increased emphasis all along the line is placed on pre- 
vention and the reduction of disabling illness. 


THE ROLE OF THE PUBLIC HEALTH SERVICE 


As you know, the Public Health Service is charged by Congress to conduct 
important research programs; to operate hospital and medical-care programs 
for certain Federal beneficiaries, as well as such national services as foreign 
quarantine, vital statistics, control of biologic products, water-pollution control, 
and others; and to provide financial and technical assistance to the States in 
public health and in hospital and health center construction. 

Our programs of research, medical care, and assistance to the States are 
conducted in three operating bureaus—the National Institutes of Health, the 
Bureau of Medical Services, the Bureau of State Services. I wish to empha- 
size, however, that each bureau has some share in all of our major fune- 
tions. The organizational structure is one of emphasis rather than of exclusive 
jurisdiction. The bureau chiefs are not only responsible for the administration 
of specific programs, but also serve in a staff capacity to advise on the coordina- 
tion of programs in their areas. 

The Public Health Service also plays an important role in the health activities 
conducted by other parts of the Federal Government. Many departments and 
independent agencies require the services of highly qualified personnel to carry 
out the health phases of programs designed to accomplish other primary pur- 
poses. For more than 40 years, the Service has had the legal authority to 
provide professional staffs and consultative services to such parts of the execu- 
tive branch as request them. The assignment of such personnel is on a reim- 
bursable basis, except in cases where the Service has a statutory responsibility. 

In describing the multiplicity of health activities in the executive branch, 
the first Hoover Commission report lauds the coordinative value of this function 
of the Public Health Service. The device of assigning Public Health Service 
officers and providing expert consultation not only prevents overlapping of 
health functions, but also assures uniform professional standards of recruit- 
ment, and promotes coordinated planning and efficiency in health activities of 
the Government. The Service is proud of the role it has played in this respect. 
During the past year, we have rendered such services to the Departments of 
State, Treasury, Defense, Interior, Justice, and Commerce, and to the Atomic 
Energy Commission, the Foreign Operations Administration, and several other 
Federal agencies. 
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In all its functions, then, the role of the Public Health Service is central 
in the implementation of the Nation’s health policy. I should like to discuss 
briefly the three major aspects of our mission in the light of current condi- 
tions and in relation to our budget requests for 1955. 


RESEARCH. FUNCTIONS OF THE PHS 


The basis of all progress in outflanking disease is research. The first Hoover 
Commission recognized this in the following statement: “Medical research has 
conquered plagues and numbers of mortal diseases. It is today a resourceful, 
potent force of incalculable humanitarian, national, and world value. * * * 
Such research must be stimulated and supported to the extent which may 
prove necessary to the maximum potential of the skilled manpower.” 

Progress has been made toward that objective. Support of medical research 
from both private and public sources has expanded. Increases in Federal 
support of research have been paralleled by increases in voluntary support. 
But the Nation has not yet made available the full support necessary for 
complete exploitation of its research potential. The net consequence of the 
current failure to invest sufficiently in medical research is to extend the period 
during which the economic burdens of disease will continue to increase. 

The 1955 budget request of the Public Health Service for medical research 
in the National Institutes of Health and for support outside is at about the 
same level as the appropriation for this purpose in 1954. Although this level 
will not permit support of all the new work which we believe worthy of invest- 
ment, it will heln to maintain stability and continuity of medical research in 
the Nation’s medical schools, universities and other laboratories. The Service 
and the institutions concerned feel that stability and continuity are the essen- 
tials for fully preductive research and a maixmum return on the taxpayer’s 
investment. The Congress has endorsed this nrinciple each year since the pas- 
sage of the National Cancer Institute Act in 19387. 

Our budget request will provide also for modest expansion of the research 
programs at the new clinical center of the Public Health Service. Much prom- 
ising work is underway in our laboratories and in other institutions with 
Public Health Service grants. We confidently expect that discoveries in the 
medical sciences will enable the Nation to reduce sharply the burden of chronic 
disease in the next 10 to 25 years, as a result of governmental and voluntary 
support of research. 

The Public Health Service is also conducting vital research programs at the 
Communicable Disease Center, the Robert A. Taft Sanitary Engineering Center, 
and in various other programs. T refer to the programs of the two centers at 
this time because occasionally there is a tendency to overlook the essentially 
investigative nature of the work in these facilities of the Service, as well as the 
significant contributions they are making to public health science. 

Medical research—in the narrow sense—is only one segment of the broad 
field of scientific study which must be pursued continuously if man is to live 
safelv and healthfully in his environment. Statistical and administrative re- 
search, psychological studies, research on animal and insect vectors of disease, 
and environmental research all are essential to provide scientific bases for 
public health progress. 

In the United States today, it is vitally important that we acquire new 
scientific findings about the man-made environment to which all of us are 
exnosed. We have acquired the knowledge and skill to control the natural 
environment to a far greater extent than our man-made environment. <A vast 
number of physical and chemical forces have been loosed upon the world we 
live in. These must be understood and modified in relation to human health. 
We need to know the extent to which people are exposed to these forces, the 
effects of them, and the limits to which the human organism can tolerate such 
exposures. Support of research in this field of environmental research lags 
far behind that in other health fields. 

A move toward closing that gap has been made by the Congress in providing 
for the eonstruction of the Public Health Service’s new facility for sanitary 
engineering research at Cincinnati, the only national institution of its kind. 
Our research there will foeus on the engineering asnects of community and 
regional health problems. as distinguished from the general medical anproach 
emvhasized at the National Institutes of Health. 

‘The new Robert A. Taft Sanitary Engineering Center has been designed to 
permit our scientists to study a wider range of potential hazards characteristic of 
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the modern environment. The facilities, of themselves, will not accomplish the 
purposes for which Congress authorized construction funds. As in other research 
efforts, the Public Health Service cannot carry out the intent of Congress without 
sufficient resources to staff and conduct well-planned studies. The funds re- 
quested for the Robert A. Taft Sanitary Engineering Center in 1955 wiil permit 
us to conduct limited studies on some of the major problems which, if unsolved, 
will be important factors limiting the full application of America’s ever-increas- 
ing technology. 

To be specific, we face these problems: the increasing use of chemicals and 
their effects on our $10 billion investment in waste and sewage facilities; the 
lack of knowledge as to the efficiency of water treatment facilities to remove 
viruses and injurious chemicals from drinking water; the growing pollution of 
our drinking water sources; water shortages, associated with our greater use 
of water ; increased use of nuclear energy with its harmful radiations; and the 
growing problem of air pollution, a target area as yet almost untouched. 

The Public Health Service recognizes that our research in these fields cannot 
cope with the total problem. We hope that the new center and its staff will 
serve as a sparkplug to ignite the considerable research potential in the Nation's 
universities and technological institutions where scant attention is being paid 
to the health aspects of technological changes. 

In the control of communicable diseases, too, there is urgent need for more 
effective and more economical methods than those most commonly employed 
today. The Communicable Disease Center of the Public Health Service is focus- 
ing attention on this broad problem, with particular reference to the prevention 
of such viral diseases as infectious hepatitis, encephalitis, and poliomyelitis. 
The center also conducts many important investigations of practical public 
health problems as they exist in the field. 

In this connection, I believe that the Public Health Service should concentrate 
on helping to get the answers to mary questions about infectious diseases which 
have puzzled health workers for years. Armed with the answers, the Nation's 
health departments could pinpoint their control programs in such a way as to 
prevent a great deal of illness and at the same time release scarce health per- 
sonnel for other, more urgent duties than routine procedures in communicable 
disease control as we know it today. 

For example, we know that some infections are almost universally present 
in the population—yet only a small proportion of the people become ill with 
these diseases. Some viruses remain alive in individuals for a long time, yet the 
viruses manifest themselves in symptoms only infrequently. Probably every 
individual has harbored the poliomyelitis virus at some time in his life. Why 
hasn't everyone had polio? The same question could be asked for the same rea- 
son about tuberculosis. Anyone who gets a “fever blister’ probably has been 
carrying the herpes virus—the causative agent—for months. The blister will 
heal but the virus will stay—and not show up again as herpes for another long 
stretch. If our research scientists can find out what factors—other than the 
presence of the virus or germ—produce the “disease,” then the health agencies 
may be able to deal with these other factors so as to prevent the appearance of 
symptoms or to abate the severity of the illness. 

Problems of this sort-—in both chronic and acute diseases and in environmental 
research—constitute a never-ending challenge to a research organization like the 
Public Health Service. Had investigations on insecticides been terminated in 
the thirties, we would not have had DDT during World War II, nor its related 
vector-killing compounds. Had we not pressed on in our search for better 
vaccines, we would not have had the superior antityphus vaccine, developed by 
the Public Health Service, for our troops overseas during the past 13 years. Had 
scientists been satisfied with the sulfa drugs for the treatment of infections, we 
might not now have the superior antibiotics. 

Research to find new principles of disease control and inventive efforts to 
develop these into useful public health practices, must go on. Without it, the 
Nation’s private physicians, its State and local public health staffs will not be 
equipped to deal with the present and future threats to human life. I am con- 
fident that the research programs of the Public Health Service in the National 
Institutes of Health, the Robert A. Taft Sanitary Engineering Center, the Com- 
municable Disease Center, and other units will pay back a hundredfold the 
Nation’s investment in lifesaving and healthbuilding for the American people. 
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ASSISTANCE TO THE STATES AND TERRITORIES 


The Public Health Service performs a distinctive activity in its programs of 
assistance to the States. Our development and demonstration of new, practical 
methods of disease control, our technical assistance and financial aid to the 
States are the functions which actually put the research findings to work in the 
reduction of deaths and disability. These are the skills and activities which 
make us a public health service. 

The struggle of many States and localities to maintain their current programs 
emphasizes anew the importance of the Public Health Service’s direct operations 
in the entire area of public health practice and administration. It is a major 
responsibility of the Service not only to conduct investigations on disease control 
and environmental hazards, but also to develop and demonstrate improved con- 
trol methods; to assist in the training of public health personnel in the new 
methods; and to provide the States with expert consultation on a wide variety 
of practical health problems. 

These activities have a common aim: To assist the Nation’s health agencies in 
improving and strengthening the services they provide directly to reduce the toll 
of deaths and disabling illness among the American people. Assistance may 
take the form of a demonstration, conducted in cooperation with a local dental 
society and health department, on community dental health services for children. 
Or, it may be a cooperative research program, conducted with a number of State 
tuberculosis hospitals, to determine the effectiveness of a new drug for the 
treatment of tuberculosis. Again, the Service may be asked to provide a team 
of experts in an emergency to help bring under control a serious outbreak of 
encephalitis as was the case in one State last year. Or, the help needed by a 
State may be nothing more than the temporary assignment of a public health 
nursing or health education consultant to assist in a State survey and planning 
for a program in one of these fields. 

These technical assistance activities of the Service have been conducted with 
striking success in the control of venereal disease, tuberculosis, and malaria, in 
the improvement of rural sanitation, water pollution control, and in many other 
nationwide public health problems. Our technical assistance has made possible 
coperative programs with the States which have raised public health work in 
the United States to a status second to none throughout the world. It has 
helped the Nation focus attention on prevention as the most effective and 
economic way to combat disease, in contrast with efforts to deal with illness after 
it has struck. 

During the fiscal year, 1953, for example, a team composed of Public Health 
Service and New Jersey State Department of Health personnel completed a 
survey of the sources and locations of excessive radiation exposure in New 
Jersey. <A pilot demonstration of control of radiation exposure, especially in 
industry, has been developed and control methods are being put into effect. 

Twenty-two hospitals are cooperating with the Service in the evaluation of 
new drugs, called the isoniazids, in the treatment of tuberculosis. The Service 
is also helping the Georgia State Department of Health to appraise the effective- 
ness of tuberculin testing of first-grade schoolchildren, as a case-finding tech- 
nique in rural areas. Since it is difficult to reach rural areas efficiently with 
mass chest X-ray surveys, it is believed that follow-up and chest X-ray of 
the families of children who produce a strong positive reaction to tuberculin 
will lead to the discovery of active cases of tuberculosis. 

During the year, the Epidemic Intelligence Service of our Communicable 
Disease Center responded to 27 requests for help in controlling serious epi- 
demics. Other personnel of the center participated in the investigation and 
control of 125 other outbreaks. j 

The Communicable Disease Center and the Enrivonmental Health Center 
provided some type of training for more than 3,000 public-health workers during 
the fiscal year 1953. Some 2,500 of the trainees were employees of State and 
local health agencies who requested special training for their workers in labora- 
tory procedures, the application of new insecticides, the use of the new membrane 
filter for the detection of bacteria in water supplies, and other new public-health 
techniques. Other trainees were from foreign health agencies or from private 
industrial establishments concerned with specific environmental health problems. 

It is through such varied direct operations that the Public Health Service helps 
to bring to bear the findings of research on the Nation's health problems. There 
is, however, a vast armament of practical methods and effective agents which 
aré not being applied intensively throughout the country. If the effective weap- 


| 
| 
| 
| 


7 


ons we now have against venereal disease and tuberculosis alone were applied 
vigorously in all parts of the country, the Nation would be relieved of a large 
share of the burden of disability and of hospital and medical costs. 

Research has also given us effective weapons for the control of rheumatic 
fever, many types of heart disease, mental illness, and some forms of cancer. 
If the findings of. past and future research on chronic disease and long-term 
illness are to bear fruit comparable with the yield in communicable-disease 
control, our States and communities must have help in the development and 
application of new and improved control methods, based on new research findings. 
A major contribution of the Public Health Service—in both general health sery- 
ices and categorical programs—has been its work with the States and com- 
munities to the end that they may have the most effective tools for the promo- 
tion of preventive programs. We hope to intensify our efforts in this direction 
during the coming year, at the same time pressing forward in our research 
programs and demonstrations. 


HOSPITALS AND MEDICAL CARE 


As the committee is undoubtedly aware, the hospital and medical-care program 
of the Public Health Service is under study by the Secretary of the Department 
of Health, Education, and Welfare. Mrs. Hobby has stated that no decisions 
with respect to future legislative proposals by the administration can be reached 
until the entire program has been evaluated in consultation with the other depart- 
ments which have special interests in the hospitals an medical-care programs of 
the Publie Health Service. 

The Public Health Service has carried out these programs with increasing 
difficulty since the close of World War II. Immediately following the war there 
was a precipitous drop in shipping, with a concomitant decline in the number 
of American seamen seeking care. The effect of this decline was cushioned some- 
what by the demands of the Veterans’ Administration for the care of its bene- 
ficiaries in our hospitals until the buildup of veterans’ facilities was achieved. 
At the peak of this period the Public Health Service hospitals had an average of 
nearly 1,500 veteran patients every day. 

During the past 3 or 4 years the number of veterans treated in Public Health 
Service hospitals has been rapidly and drastically reluced. The resulting reduc- 
tions both in our average patient load, and in the amount of earned reimburse- 
ments have required some major readjustments of our hospital operations. 

In order to live within its means, the Service had the choice of reducing hos- 
pital staffs to a point below safety for the patients or of closing some hospitals. 
The latter course was chosen, and six hospitals were closed during the fiscal 
year 1953. The hospitals selected were those which served the smallest number 
of direct beneficiaries of the Service. 

Although these changes have meant a real reduction of service, we have made 
strenuous efforts to maintain a high quality of care for our patients. In some 
instances, we have developed out-patient facilities to replace the hospitals. These 
clinics provide a wide range of diagnostic and therapeutic services ordinarily 
available only for hospitalized patients. This means that patients whose illnesses 
do not require hospitalization according to the best modern medical practice can 
obtain complete care without occupying a hospital bed. This emphasis on care 
of the ambulatory patient has made it possible for us to shorten the period of 
disability and return sick and injured people to their jobs promptly. 

Fifty million dollars is being requested for allocation to the States to con uct 
the hospital survey and construction program in the fiscal year 1955. In the 
provision of hospital services it is extremely difficult for the Nation to keep 
abreast of the continuing increase in population and the progressive deteriora- 
tion of hospital plants. <A great need for hospital beds confronts the Nation. 
and the hospital survey and construction program has demonstrated the value 
and effectiveness of a cooperative approach at local, State, and Federai levels to 
help supply a part of the need. 

It is estimated that the $50 million requested in Federal funds will be matched 
by approximately $100 million in State and local, including voluntary funds. 
The combined amount will produce about 9,000 hospital beds and a limited number 
of public health centers and related health facilities. 

The reduced budget requested for the administration of this program will 
provide for the performance of statutory duties in the review and approval 
of State plans and annual revisions. and in the technical appraisal of project 
plans, specifications, contracts, and so on, to insure compliance with the law. 


| 
| 
| 
| 
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The regional and headquarters staff of the service, who are responsible for these 
technical procedures, have developed a high degree of competence, as well as 
effective working relationships with State and local agencies. 


SUMMARY AND CONCLUSION 


The Public Health Service budget for existing programs in 1955 totals $191,- 
463,000—a reduction of more than $41 million below the appropriations for 
1954. About $22 million of this reduction represents the elimination of funds 
for the liquidation of contract authorization. In only one major area of oper- 
ations do we show an increase; the total amount requested for direct research 
and investigations is $2.6 million in excess of the 1954 figure. 

I hope that this general review of Public Health Service activities and the 
state of the Nation’s health has not left the impression that the reductions 
in our budget request for 1955 can be attributed to any diminuion of the problems 
with which the country is faced in these vital areas of health research, medical 
care, hospital construction, and public health practice. On the contrary, the 
problems remain substantially undiminished. We have, however, made a sincere 
effort to reduce our expenditures, and thus to help decrease the total Federal 
outlay. 


Dr. Scurere. Thank you, Mr. Chairman and members of the com- 
mittee. 

We are happy to be here with you again, and I have brought with me 
today Mr. Roy Harlow, who is the head of our budget and fiscal 
eperation; Dr. W. Palmer Dearing, the Deputy Surgeon General; 
Dr. Otis L. Anderson, the Chief of our Bureau of State Services; 
Dr. William H. Sebrell, the Director of the National Institutes of 
Health, and Dr. Masur, who is out of the room at the moment, but 
who is Chief of our Bureau of Medical Services. 

There have been no changes in basic legislation for the Public 
Health Service since the last meeting of the committee. 


As you know, there has been some general curtailment in our pro- 
gram this year over the level of our operations last year. 


HEALTH OF THE NATION 


Iam happy to report that the Nation’s health remains good; in fact, 
it continues to improve. 

Our early samples of the data for 1953 show that our death rate will 
remain at about 9.6 per thousand population. 

This means that for the last 3 years we will have been holding 
steady at this lowest death rate that we have ever attained in the 
United States. 

However, we are seeing some of the upturn in deaths from chronic 
diseases, such as cardiovascular diseases, kidney diseases, and cancer, 
as we would expect with the increasing age of our population, 

Invalidism and death continue to occur as a result of infectious 
diseases, however. Sometimes we are prone to emphasize only the 
increasing importance of aging, long-term illnesses, and chronic 
diseases, when in fact, our communicable diseases are still with us, 
and in many instances stay suppressed only because of the work that 
is done to control them. 

On the other hand, we have made remarkable progress in reducing 
tuberculosis and other infectious diseases over the years. 

Mental illness, of course, is another one of the major problems that 
we face, and large amounts of time are lost in disabilities from mental 
illness, and all of the chronic diseases. 
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Another problem of major importance is the problem of accidents, 
both home and motor vehicle accidents. 

We all noted, with interest, that the White House held a conference 
on highway safety last February, and this conference helped to high- 
light the fact that motor vehicle accidents killed over 38,000 people 
last year, and injured well over 1.25 million others, 

I need not remind this committee that the cost of illness and cost of 
invalidism, and even the economic cost of premature death, is a stag- 
gering one, in our country, as it is in other countries. 

Our programs are designed to produce research to better find causes 
and methods of early diagnosis—hopefully, methods of prevention of 
diseases—and then to find more efficient methods of treatment for these 
diseases after they have occurred. 

In addition, a major part of our program in the States relations area 
is devoted to a provision of grant assistance to States to help them 
carry on direct operating programs in the health field. 

In addition, however, we provide them technical assistance; we do 
field research and take demonstrations to them to aid them in keeping 
their programs dynamic and in moving into new fields of interest. 


PROGRAM AT THE CLINICAL CENTER 


The new program at the Clinical Center, one that this committee 
has had a great interest in, is moving ahead rapidly. While we have 
not been able to take on all of the staff that we would like to have 
taken on, we have been exceedingly pleased with the quality of 
scientists, both fundamental scientists and clinical scientists, who have 
joined our staff, and I believe that the record, as the years progress, 
of accomplishment at the Clinical Center will be one that everyone, 
including this committee, will be proud of. 

Our budget request for 1955 contains a request for funds for a 
modest expansion in the programs of the Clinical Center. 


ENVIRONMENTAL HEALTH PROGRAM 


We are, of course, continuing our work in environmental health. 
Just next week, on the 8th of April, we will be dedicating the new 
laboratory at Cincinnati. This Center has had its name changed since 
we last met with the committee, by a joint resolution of Congress 
and by action within the Department. The Center will be known as 
the Robert A. Taft Sanitary Engineering Center and, as I say, will 
be dedicated next week. 

We find ourselves facing increased problems as time passes as a 
result of the increasing use of chemicals in foods and in other ways. 
The problem of radioactive materials as possible contaminants of 
water, water supplies and of our streams, as we move more rapidly 
now into the use of atomic power for peacetime civilian use, may 
become an increasing problem, and it is at our laboratory in Cin- 
cinnati that we concern ourselves with such problems. 

Our program of assistance to States, while showing a slight decrease 
over last year’s program, comes by and large very close to holding 
the line with this year’s program. 

_ Our work in the study of new drugs for treatment of tuberculosis 
is going on, and we believe that we are attaining the point where the 
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combination of surgery, rest and hospitalization and chemotherapy 
are putting us in the position to do the best job of tuberculosis control 
that we have ever done. 


COMMUNICABLE DISEASE CENTER AT ATLANTA 


Our Communicable Disease Center at Atlanta continues to help the 
States and communities in controlling serious epidemics. During the 
past year the staff of the center responded to 27 requests for help in 
controlling serious epidemics and other staff members participated in 
investigations and control of 125 epidemics, not all of which were of as 
serious nature as the 27 but were, nevertheless, of extreme medical 
importance. It seems likely that as we study some of these unusual 
outbreaks, we will be discovering the occurrence of diseases not hither- 
to described. 


HOSPITAL CARE 


As the committee knows, the program of our hospitals providing 
medical care to merchant seamen and other beneficiaries is currently 
under study and, as our Secretary said, no decision has been reached 
as yet with respect to future legislative proposals by the administra- 
tion with reference to merchant seamen care. This problem is under 
serious study in the Department. Our hospitals are operating at the 
minimal level in terms of providing what we consider good care. 

As the committee knows, we are determined to keep our care good, 
and we have closed hospitals as a means of making economies, rather 
than reduce the staffing of all of the hospitals in order to make up for 
the problems we have had in financing. 


HOSPITAL SURVEY AND CONSTRUCTION PROGRAM 


The hospital survey and construction program has been moving 
along. As the committee knows, the amount we are requesting for 
fiscal year 1955 is $50 million, compared with an appropriation of 
$65 million for the current year. In total, the budget request for fiscal 
year 1955 totals $191,463.000. This represents a reduction of $41 
million below our appropriation for fiscal year 1954. 

Twenty-two million dollars of this represents the elimination of 
funds for the liquidation of contract authorization. We show an in- 
crease in only one major area of operation, and that is in the amount 
requested for direct research and investigation. In this instance, the 
figure is $2.6 million. Those funds will be used primarily for National 
Institutes of Health direct research operations. 

T hope, Mr. Chairman, that T have not given an impression that all 
health problems are solved, and that the fact that our budget request 
for fiscal 1955 is substantially below the level of fiscal year 1954, is, in 
itself, a reflection of the solution of all health problems. We still 
have many problems in the period ahead. However, we feel that the 
request we have placed before the committee represents reasonable 
and appropriate Federal participation in the solution of these 
problems. 

Mr. Bussey. Thank you, Dr. Scheele. 
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OUTLOOK FOR FUTURE FUND REQUESTS BY PROGRAM 


Dr. Scheele, would you be in a position to tell the committee which 
»yrograms will need continuing Federal support at about the current 
evel and which programs we may look forward to as being those 
for which we might have diminishing requests for funds? 

Dr. Scure.e. Well, Mr. Chairman, that is a very difficult question 
which you pose. The problems I face in trying to answer you is that 
there are so many things that we are not doing anything about that 
it does not come out to be a simple matter of problems disappearing. 
We still have problems in tuberculosis and venereal diseases. How- 
ever, these are two examples of problems in which the Public Health 
Service has determined that, in terms of priority for Federal funds, are 
far enough along in control to warrant substantial reductions in our 
support. ‘ 

In the field of hospital construction work, the actual backlog of 
need is still great—far greater, of course, than anyone has believed 
should be supported by Federal grants. We believe the backlog 
should be met sebard by funds from any and all sources other than 
Federal that might be available for hospital construction. 

The hospital survey and construction program which we bring 
before this committee does not propose to come anywhere near placing 
Federal participation at the maximum construction that could occur. 
It represents instead assistance by the Federal Government in the hos- 
pital construction area at the level we believe appropriate. As things 
stand, unless the Congress extends the life of the Hospital Survey and 
Construction Act, in 3 more years, this program will terminate. So, 
that there is a time period on that program. As I say, unless the 
program were extended, one could anticipate that there would not 
be requests in that field after 3 years. 

One of the difficulties that we face in health that makes it difficult 
to visualize a final solution of all of our problems is that, as we solve 
some problems, new ones appear. First of all, we have given the 
mothers who were bearing children better maternity care. We have 
given better obstetrical care at the time of delivery. We have given 
better care to the newborn infant and have often saved him from 
premature death. A large number who would have been expected to 
die from diarrheal diseases in earlier times are now saved. We thus 
have been making it possible for life expectancy to increase. 

We see this reflected in the fact that in 1900 when our population— 
national population—was approximately 76 million people, our popu- 
lation, age 65 and over, was approximately 3 million; 50 years later, 
in 1950, our population had increased to about 151 million, but our 
population, 65 and over had quadrupled to 12 million. Even if we 
just stand still in terms of health accomplishments, this process of 
aging and more people getting into the higher age bracket, is going 
to continue. 

So, we will be creating additional problems, that is additional prob- 
lems will appear—I do not like to say that we create them—but addi- 
tional problems appear as a result of the success of the health program 
at the front end of life. 

Of course, there are other things that contribute to this as well, 
including better economic status of our people, better food and nutri- 
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tion. These are all factors to which we would not ascribe improved 
health. 

So, I think we can look forward to a need for continuing, if not in 
some instances increasing, emphasis on the problems of chronic illness 
and long-term care as one area of continued interest in the future. 


DEATH RATE FROM TUBERCULOSIS 


Mr. Bussey. What has been the change in the death rate from 
tuberculosis during the past 10 years? 

Dr. Scueete. I am sorry to say that I do not have those figures. 
Do you have those figures, Dr. Anderson ? 

T can get them for you, Mr. Chairman. 

Mr. Bussey. Of course, that rightfully should be a question to be 

ropounded to the proper division when it comes before the committee, 
mut I was just curious to know what that rate has been. 
, Dr. Scuretz. There has been a very substantial reduction; it is 
own. 

Dr. Anpverson. Dr. Scheele, I think the death rate from tuberculosis 
in 1940 was about 46 per 100,000 population, and then moving to 1946, 
it dropped to about 40 per 100,000 and along about 1953 the death 
rate is anticipated to be about 12 per 100,000 population, this is in con- 
trast with the number of cases of tuberculosis reported which has 
stayed rather consistent over this period of time at about 120,000 cases 
reported annually. 

So, the drop in mortality has been rather remarkable, but the drop 
in the number of cases reported of individuals who are ill with the 
disease has not been reduced appreciably and is related to the efforts 
of tuberculosis casefinding through X-ray and other diagnostic and 
control procedures. 

Dr. Scuerete. I think there is a very important point there. One’s 
chances of dying from tuberculosis today are vastly less than the 
used to be. On the other hand, the problem of incidence is still wit 
us. We are still having tuberculosis, although we have learned how 
to save lives. We have not as yet been able to eliminate the disease. 


MOTOR-VEHICLE ACCIDENTS 


Mr. Bussey. On pages 3 and 4 of your statement, you refer to 
motor-vehicle accidents. Does the Public Health Service have plans 
for getting into this field, Dr. Scheele? 

Dr. Scuretx. No, sir; we do not have, except that we have one man 
in the Bureau of State Services who is something of an expert on 
home accidents, and he attended the White House Conference on 
Highway Safety, but we are not very active in this field. 

I presume, if there were an appropriate research project, if someone 
were to ask the National Institutes of Health to aid in the matter, 
and their study sections and a council approved it, we would be in 
d' position through grants to aid research in this area. However, 
lite is not an active area of direct operation in the Public Health 

ervice. 
aes , I might say that to me it is somewhat of a travesty that 
théré 2H not more people in public health and medicine who are 
concerning themselves with the problem. In saying this, I am not 
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depreciating at all the wonderful efforts of our law-enforcement 
agencies and our traflic engineers, and others who are working to 
make the highway itself safer, improving the direction and control 
of traffic. There are many problems that we face that require careful 
health scrutiny. 

For instance, there is the problem of the patient who has serious 
hypertension ; the problem of the diabetic; the problem of many peo- 
ple who are today licensed to drive cars who may be hazardous to 
themselves and others. The extent to which this is a problem has not 
been adequately studied. 

I might say that the one area where we are making a very tiny 
contribution is in the development of a system of uniform highway 
accident reporting, a program which our National Office of Vital 
Statistics has developed with the States. So, for the first time, we 
are beginning to get some real data that can be studied, to give us 
some better idea of what the spread in highway accidents is, and what 
the causes are. 

This is, of course, a small program. This is not an epidemiological 
study in which someone goes out and interviews the survivors of the 
crash, if they are alive, and tries to determine all the factors involved, 
but it does give us some data of a type which we have not had in the 
past. 


RELATIONSHIP TO ATOMIC ENERGY COMMISSION IN HEALTH AND MEDICAL 
RESEARCH AS RELATED TO FISSIONABLE MATERIALS 


Mr. Bussey. At the bottom of page 7 you state: 


In all its functions, then, the role of the Public Health Service is central in the 
implementation of the Nation’s health policy. 

Does not the Atomic Energy Commission do more in the work with 
fissionable materials that is related to public health and medical 
research than is delegated to the Public Health Service? 

Dr. Scuertr. Yes, sir. 

Mr. Bussey. And while you do some research in this, it is divided, 
and if one could say it is centralized any place, it would be AEC? 

Dr. Scueritz. The word “central” may give the wrong connotation. 
We did not intend to suggest by use of the word “central” that we 
were the hub of the wheel around which all health programs of the 
country revolved, because actually our work in relation to the States 
is one in which the States are autonomous, and our laws are written 
to put maximum responsibility in the State. 

The hospital survey and construction program, for example, and 
our State grant programs are examples of programs with maximum 
State control. What I intended by this was that in general the Public 
Health Service has a role, some role, in most phases of the problems 
in the field of health. Our actual operating role is that of doing 
research, of giving financial assistance, and of giving technical assist- 
ance. It certainly is not that of being all things to all people in the 
health field. There are many other health programs in various parts 
of the executive branch of the Government in addition to those in the 


Public Health Service. 
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CANCER RESEARCH 


Mr. Bussey. How much does the Atomic Energy Commission spend 
on cancer research ? 

Dr. Scueete. I am sorry to say that I do not know the current 
amount. Several years ago the Congress earmarked $5 million. 

Mr. Bussey. That is quite a sizable sum. 

Dr. Scueetr. They earmarked $5 million, but whether it has con- 
tinued at that level or gone up or down, I am sorry to say that I do 
not know. 

Their money is spent almost exclusively, or is spent exclusively, in 
the field of cancer research that is tied to X-rays, neutrons, and atomic 
energy. Their program is not a broad research program. We have 
attempted to keep our own program coordinated with their program 
so that there is not an overlap. We do not give funds, for example, 
to purchase betatrons. A betatron is one of those instruments that 
will produce very high energy X-rays in the range of 2 million or 
3 million volts. They can provide assistance in an area of that sort, 
but we deliberately do not enter into that, because they are set up 
to do that sort of thing. 

I should say, also, that quite a bit of their effort, as I understand 
it, has gone into the development of a number of centers where 
expensive and elaborate, but necessary, equipment, is tied to the use 
of radioactive materials, and these other kinds of things used in 
medical research. 

For example, they have a hospital and a laboratory at Brookhaven 
which is used by a number of universities. They have a similar oper- 


ation at Oak Ridge, and another one called the Argonne Laboratory, 
located at the University of Chicago. However, there is no conflict 
in our two programs, because theirs comes from the focusing of atomic 
energy on the cancer problem and it is not a broad approach like ours. 


STANDARDS AND MONITORING 


Mr. Bussey. Does not the Atomic Energy Commission also do more 
in developing standards for safe use of fissionable materials and mon- 
itoring their use by nongovernment users than does the Public 
Health Service? 

Dr. Scurere. Most of the standards are developed by a Standards 
Committee, in which the Bureau of Standards plays a very prominent 
role, and some of our staff does, too. 

It is done, actually, by the people on the Standards Committee, and 
they are mostly people from outside Government, and this, I think, 
is one of these interesting operations like the standards operations 
in other areas. Voluntary effort has been the developer of the stand- 
ard, as against a Government-developed standard. Everyone who 
can do research contributes information which may be of value to help 
establish a standard. The Government then uses the standard. 

For example, Dr. Egow Lorenz, a biophysicist at the National 
Cancer Institute, who died about a month ago, has played a very 
prominent role in the study of the effects of radiation on blood, and 
his studies have been very basic and very useful to anyone who was 
going to attempt to establish a certain standard. 

Perhaps I should say this off the record. 

Mr. Bussey. Surely. 
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(Discussion off the record.) 

Dr. ScHeete. I should say, further, that so far as the Atomic 
Energy Commission is concerned, it does not do all of the work in the 
area of monitoring and of protection of the civilian environment. 

For example, if one of our universities obtains radioactive isotopes 
to use in its research or in its treatment of patients, the Atomic Energ 
Commission is not concerned from a direct control standpoint with 
what happens if that scientist pours the bottle of remaining material 
into the drain, or if the patient is eliminating the radioactive mate- 
rial in his urine and that urine it put into the drainage system. They 
are not concerned with what we do in the Public Health Service in 
our own use of radioactive isotopes. These are matters for the indi- 
viduals using them to do something about. So that the Public Health 
Service role in this field—and this is one that we carry on with the 
full approval of the Atomic Energy Commission—is one of studying 
methods of control and helping in “monitor ing and incorporating pro- 
grams into the civilian type situations which occur if these materials 
are used in hospitals and in research laboratories. 

In addition, we have played a role, under an agreement with the 
Atomic Energy Commission, in the actual off-site monitoring during 
continental atomic tests. In other words, we have gone beyond the 
immediate areas of the test, and we have the sort of detectives on the 
scene watching what was going on. 


SUPPORT OF MEDICAL RESEARCH—G0VERN MENT AND PRIVATE 


Mr. Bussey. Doctor, on page 8 in the second paragraph, the second 


sentence, you state as follows 


Support of medical research from both private and public sources has 
expanded. 


At the request of the committee, the Public Health Service has 
prepared quite an informative document on this matter. Without 
objection, we will insert it into the record at this time. 

(The matter referred to is as follows:) 


MEDICAL ReEsEARCH FROM PRIVATE SOURCES 


The data on the attached table show that voluntary health agencies spent 
about $12.9 million to support medical research in 1952. This compares with 
$7.9 million in 1951 (as indicated on p. 590 of the hearings before the Appropria- 
tions Subcommittee on the Department of Labor-Federal Security Agency appro- 
priations for 1954), and $1.5 million when World War II ended (1945). 

This remarkable upsurge of private giving has occurred while Federal appro- 
priations for medical research have increased, a fact tending to show the com- 
plementary rather than competing character of governmental and private efforts 
in this field. 

It is important to note that the organizations on the attached table are only 
one of the forms through which private support for medical research is pro- 
vided. Others include the large foundtions which depend upon large gifts or 
endowment income, direct contributions from industry and gifts directly by 
individuals to research workers and institutions. All of these combined are 
estimated as providing almost as much for medical research as do the voluntary 
health agencies. 

arr support from all philanthropic sources is estimated at $25 million in 
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Medical research funds allocated by voluntary health agencies interested in 
specific diseases, 1952 


Damon Runyon Memorial Fund___--~-~ 1, 375, 159 
American Foundation for the 287,131 
National Council to Combat Blindness_____--_____-_-------------- 33, 809 
National Society for the Prevention of Blindness_______--_.--_---~- 39, 908 
American Heart Association____---~- 1, 991, 981 
Arthritis and Rheumatism Foundation___--_.._.---_-._---_-__----- 813, 655 
Muscular Dystrophy Associations of America______--_------------ 317, 000 
National Association for Mental Health________--_-___-_-_------_- 71, 725 
National Foundation for Infantile Paralysis__.__._____-__.__.-_---_- 3, 316, 853 
National Multiple Sclerosis 100, 360 
National Society for Crippled Children and Adults_____---.--_------ 11, 957 
National Tuberculosis Association__-~ 277,172 
Planned Parenthood Federation of America__.__--____-__------_-- 27, 794 


Source: Pt. I, hearings before the Committee on Interstate and Foreign Commerce, 
House of Representatives, 88d Cong., 1st sess., Oct. 1, 2, and 8, 1953, pp. 429 and 430. 


ESTIMATES OF MepIcaL FuNps 
A. SOURCES OF SUPPORT FOR MEDICAL RESEARCH AND WHERE RESEARCH IS DONE 


The following table shows the simultaneous growth of support for medical 
research from each major public and private source since 1940: 


Medical research support, 1940-52 


[Millions of dollars] 
1940 1944 1947 1952 
Source 
Amount | Percent | Amount | Percent | Amount | Percent | Amount | Percent 
Government._...___. 3 7 10 16 28 32 73 42 
25 55 35 60 35 40 60 35 
Philanthropy _.-.---. 12 27 10 16 15 17 25 14 
Other nonprofit 5 ll 5 8 10 ll 15 9 
| 45 100 60 100 88 100 173 100 


Source of data: 
1. General scientific research and development 


Png Commonwealth Scientific Office, Science in United States of America, 
2. 

Scott, E. W. Applied Research in the United States. National Academy of 
Science, National Research Council, Publication 210, 1952, and unpublished data 
of the United States Bureau of the Budget. 

Nore.—In this area, Defense Department research and development figures 
were used primarily because they take into account military procurement con- 
tracts including research expenditures. 


2. Medical research 

Expenditures, general : 

Schiffers, Who Pays for Medical Research?* Medical Economics, volume 28, 

Shifferes, Who Pays for Medical Research? Medical Economics, volume 28, 
No. 10, p. 66. 

Deignan and Miller, The Support of Research in Medical and Allied Fields 
for the Period 1946 Through 1951.? 115 Science 2987, pages 321-333. 


1Tabulations from these sources and from the President’s Scientific Research Board 
report (reference 5) are given in the President’s Commission on the Health Needs of the 
Nation, Building America’s Health, GPO, 1952, vol. 4, pp. 21 3. 

2Tabulations from these sources and from the President’s Scientific Research Board 
report (reference 5) are given in the President’s Commission on the Health Needs of the 
Nation, Building America’s Health, GPO, 1952, vol. 4, pp. 216-228. 
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A. M. A. Capitol Clinic, volume 2, No. 41, October 9, 1951. 

Expenditures, industrial: 

Dunn, C. W. Scientific Research in the Pharmaceutical Industry. Midyear 
Proceedings of the Pharmaceutical Manufacturers Association, Deceber 11, 1945, 
pages 116-125. 

Smith, Austin. Medical Research. Chapter 2. Lippincott Co., 1946. 

Expenditures, foundations and voluntary organizations: 

Rich, W. S., and Deardoff, N. R. American Foundations and Their Fields, VI. 
Raymond Rich Associates, 1948. 

Lasker Foundation chart submitted to Senator Tobey, printed in Congressional 
Record, 82d Congress, 2d session, volume 98, No. 81, May 13, 1952, page A3052. 

Norre.—In this area, National Science Foundation and individual agency data 
served as basic sources. With respect to medical expenditures, 1947, data 
gathered by the President's Scientific Research Board were employed, adjusted 
to show a lower industrial total outlay in light of later estimates. 

It is believed that informed judgment applied to these data provide measures 
of trends and orders of magnitude sufficient for an evaluation of the relative 
participation of the principal groups in support and performance of research, 

The Government total of $73 million for medical research in 1952 is composed 
of the following parts: 

Amount in 
cy: millions 
Public Health Service 

Atomic Energy Commission 
Department of Defense 
Veterans’ Administration 


1 National Science Foundation, $113,000; Tennessee Valley Authority, $8,000. 


These figures are accurate enough as orders of magnitude to show both trends 
and the general level of expenditures. It should be noted, however, that some of 
these figures must be estimated. Accurate total philanthropic contributions, for 


example, are difficult to determine because of the large number of gifts made 
locally. These are difficult to track down. Industrial medical research expendi- 
tures are difficult to determine precisely both because many firms are reluctant 
to state research expenditures and because definitions of research (as contrasted 
with product control or development, for example) differ. 


B. WHERE MEDICAL RESEARCH FUNDS WERE SPENT IN 1952 

Amount in 

Kind of laboratory : millions 

Universities, medical schools, and private foundation laboratories, 

financed by— 
Government 
Philanthropy ~ 
Endowment and other 
Industry 


Industrial laboratories, financed by— 
Industry 
Government 


Government laboratories, financed by Government 


Total 


Mr. Bussey. Doctor, I notice in the statement, in regard to the per- 
centage given by Government, industry, philanthropies, and other 
nonprofit organizations, that the percentage that the Government has 
given has increased from 7 percent in 1940 to 42 percent in 1952, while 
the percentage in these other categories of industry, philanthropies, 
and nonprofit organizations seem to be going down. 
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In your opening statement you say : 

Support of medical research from both private and public sources has 
expanded— 
and then in the last sentence in that paragraph : 

It has been stated from time to time that increases in Federal support of 
research have been paralleled by increases in voluntary support. 

Would you explain the situation, Doctor? 

Dr. Scueeve. Well, just looking at the Federal figures alone, these 
figures represent to me the broadening interest of the Congress in 
covering a broader spectrum of disease problems and to place funds in 
research on problems pretty much in line with the importance of the 
problem. 

For example, this committee and the Congress pushed cancer and 
heart-disease research to the front several years ago, but they have 
not at the same time been pushing research in the neurological dis- 
orders and arthritis, and metabolic disorders. More recently they 
have been pushing those rather hard also, and that is the reason why 
we went from the $3 million in 1940 to the $73 million of actual dollars 
appropriated for research in 1952. 

In addition, we have had a substantial increase also because of the 
decision to develop a research center in the Public Health Service at 
the National Institutes of Health at the Bethesda location, and I am 
sure that these other figures do not include—well, they may in the 
case of industry, they don’t include investment in terms of expanded 
research plant. 

In the voluntary field, in the field of cancer, we have had an almost 
exact paralleling percentagewise in the increase in private giving for 
cancer research and congressional appropriations. 

This is because, I suppose, that the impact of cancer is one that 
people readily understand, and therefore each year when the Cancer 
Society has its drive, the people very willingly give to help fight this 
terrible disease. The Cancer Society has an older history in terms of 
being an active organization raising funds for research than do some 
of these others. 

The American Heart Association is not a new association, but its 
expansion, and particularly its expansion into raising funds for use 
in research, is very recent—it is only 4 or 5 years old. 

In the field of poliomyelitis the reverse is the case. The amount of 
money spent through the Public Health Service or through the Federal 
Government for support of research in poliomyelitis, if we could pull 
it all together, would turn out to be a very tiny figure. 

On the other hand, the National Femadetion for Infantile Paralysis 
felt early that it had an obligation to support research, and here we 
might find the ratio would be about 1 to 10,000, or 1 to 100,000, possibly, 
if we could have the figures pulled together. In other words, they are 
spending a great deal more than the Government and they have made 
2 lot more progress. 

Some of the voluntary agencies have found themselves very much 
concerned with problems of the type the Polio Foundation is also con- 
cerned with—that is, the problem of care of the patient. The founda- 
tion provides respirator service and aftercare rehabilitation service 
for people who have had polio. Whenever one gets into the field of 
medical service of that kind, it is an expensive thing. But, as I say, 
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in my opinion, they very wisely began emphasizing research in their 
opening role in that field. 

Some of our voluntary organizations are busy with service programs 
and have not as yet determined to emphasize research as much as 
others. That, I am sure, is not a complete or adequate explanation 
or answer to your question, but to me the important thing is the fact 
that without reference to which curve went up more steeply there has 
been a real increased interest among the voluntary groups in putting 
up money for research. 

Mr. Bussey. If there is anything which you want to add further to 
your answer, you may do so when you go over the record. 

Dr. Scnretr. Thank you, sir. 

(The following was submitted later :) 


On the question of the relative growth of public and private support for 
medical research, these summary facts are pertinent : 

1. Between 1944 and 1952, both private and Federal support of medical re- 
search expanded. Federal support increased by 63 million (from 10 to 73 million 
per year). All private support increased by 50 million (from 50 to 100 million 
per year). 

2. Available evidence indicates that Federal support and private support for 
medical research have stimulated a larger total national effort and that Federal 
support has not simply replaced private support. For example, at the recent 
health inquiry of the House Committee on Interstate and Foreign Commerce 
(preliminary of March 10, 1954), the following comments of representatives of 
private agencies were typical: “Public funds in research and training will pro- 
mote private funds and will double the value of the Government dollar’— 
President of the National Epilepsy League, Mrs. Ruth McCormick Tankersley. 
“A query: Does the creation of the National Institute of Neurological Diseases 
and Blindness and the appropriation for it in any way diminish private effort? 
Answer: Absolutely no; it only increased it’’—president, National Multiple 
Selerosis Society, Mr. Carl M. Owen. 

3. While both private and Federal support of medical research have expanded 
the proportion of the total costs of medical research borne by the Federal Govy- 
ernment has risen from 16 percent in 1944 to 42 percent in 1952. This means 
that as all sources of support for medical research were rising Federal support 
rose more rapidly than the other sources. Creation by Congress of new national 
medical research institutes, and recognition that even a doubling of private giving 
could not adequately support medical research, appear to account for the rising 
Federal share of the increased national effort. 


Dr. Anprerson. Dr. Scheele, I might add a note here, if you would 
like. 

Dr. Yes, sir. 

Dr. Anprerson. The statement was made concerning the increase in 
funds. 

Funds have increased, both in regard to private philanthropies and 
industry, and in Government: that is, the funds that are going into 
research. This is in terms of an increase in dollars. 

This may vary very considerable, percentagewise, because you get 
a different set of figures when you look at it percentagewise, and when 
you look at it in terms of total number of dollars. 


SUPPORT NECESSARY FOR COMPLETE EXPLOITATION OF RESEARCH POTENTIAL 


Mr. Bussey. Dr. Scheele, on page 8, the last sentence, reads : 


But the Nation has not yet made available the full support necessary for 
complete exploitation of its research potential. 

The question that automatically comes to my mind is, What is the 
full support necessary for complete exploitation of this research po- 
tential ? 
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Dr. Scueexe. I don’t think anyone can give a full answer. Our ex- 
peremane in the Public Health Service in reviewing research grants, 
ars out the fact that there are many good ideas in the minds of 
scientists on the drawing board, so to speak, that could be attacked if 
the scientists had the support that they need. This support, in some 
cases, would be support for their research project, and in a few in- 
stances it would be acquisition of the scarce kinds of research work- 
ers or other people to balance off some of the teams better, and in other 
instances research facilities in our universities and elsewhere might 
uire some improvement or some expansion. 
n other words, my point is, that we are not at the point of satura- 
tion in terms of worthwhile research that can be done, if the Nation 
saw fit to support a bigger attack on health problems. 


ANTICIPATED EFFECT OF RESEARCH ON COST OF CHRONIC DISEASES 


Mr. Bussey. On page 9 of your statement, you state : 


We confidently expect that discoveries in the medical sciences will enable the 
Nation to reduce sharply the burden of chronic disease in the next 10 to 25 years, 
as a result of governmental and voluntary support of research. 

There have been tens of millions of dollars spent on this chronic- 
disease research, and I wonder if you are in a position to tell the com-. 
mittee something of what has resulted from the expenditures of these 
sums to reduce the burden of chronic diseases ? 

Dr. Scueete. I am not in a very good position, Mr. Chairman, to 
have those details, and T am not sure whether Dr. Sebrell has them 
today, but we did come prepared to review with you the broad outline 
of the accomplishments in the country as a whole. 

Mr. Bussey. We will hold that until we get to the National Insti- 
tutes. 

Dr. Scuerte. If you will do that, you will then be talking to some 
of the men who have better technical competence in these fields than 
I have, and you will get much more comprehensive answers. 

Mr. Harlow reminds me that one of the major chronic diseases in 
which we have already had some success is in the field of syphilis. 

Syphilis has been a tremendous waster of people, and it has ac- 
counted for many of the individuals who in former years had to go 
to mental institutions for the remainder of their lives, with syphilis of 
the brain. 

Today, by modern treatment and use of penicillin and antibiotics, 
we have that problem at the point where it is substantially reducec 

Mr. Buspry. I suppose we might look at syphilis as a chronic dis- 
ease, but I had always thought of it as a communicable disease. 

Dr. Scurete. It iscommunicable. In the case of syphilis it does not 
start off exactly as an acute disease, although I suppose any sore is 
an acute phenomenon. If we look at the economie burden of chronic 
diseases over the years, we will see that syphilis was one of the major 
costly items that we have had. 


ORGANIZATION OF WORK ON COMMUNICABLE DISEASES 


Mr. Bussey. On page 12 you deal with the approyriation for com- 
municable diseases research and control. We really have 4 separate 
appropriations in that field—1 for the Institute of Microbiology, 1 for 
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communicable disease control, 1 for tuberculosis control, and 1 for 
venereal disease control. What thought has been given to the advan- 
tage of combining these four? In your estimation is it practicable to 
do such a thing? 

Dr. Scnretr. We have, over the years, given serious thought to 
how we could combine these. 

Mr. Bussey. To an outsider like myself who is not familiar with 
the details of the problem, it does seem that there is some duplication 
and overlapping there which could be avoided if they could be brought 
together, but on the other hand, there may be some good reason why 
they should not be. 

r. ScieELE. The missions of these organizations have grown to be 
considerably different, as time has passed, and probably the develop- 
ment of these as categories has been advantageous in that if any one 
of them had been the only one in existence, some of these other con- 
cepts might not have come into being. 

Our Microbiological Institute is concerned mostly with research in 
the laboratory. Its scientists are, in many cases, working on funda- 
mental problems in microbiology. The communicable disease section, 
on the other hand, was born out of the realization that there was a 
long period of time elapsing before some of the things which the bench 
scientists were doing were being applied in the field, and also the fact 
that very often the fundamental scientist was not thinking about the 
application aspect of his problem. In other words, that he might 
make major contributions that would ultimately lead to some tremen- 
dous advances. Take, for example, the discovery of penicillin in 
England. It is a good example of that. When penicillin came out of 
basic research no one at that time thought it was going to be a cure 
for syphilis, and yet when Dr. Mahoney, working in our VD labora- 
tory up on Staten Island, N. Y., began working with it as a treatment 
for syphilis, he discovered that it would work. He was working not 
only in the laboratory but also on the application end of it. 

Our Communicable Disease Center grew initially around two major 
problems that we had in the South. It grew around malaria as a 
problem, and around typhus as a problem, down South. 

I was just reviewing some material last night, and I was reminded 
again of the fact that as recently as 1920 we had 100,000 cases of ma- 
laria a year, and we had about 5,000 deaths a year from malaria. The 
Communicable Disease Center, working with the States and helping 
them do research in the use of DDT and other insecticides, played a 
major role, and a recognized major role, in wiping malaria out of our 
country to the point that 2 years ago that when we examined 28,000 
blood smears which people in other laboratories and centers had sus- 
pected might be malaria, we could verify only 4 or 5 as actual cases. 

The health officer of Mississippi a couple of years ago offered to pay 
$10 to anyone who could bring him a slide showing malaria parasites 
from a person anywhere in the State of Mississippi. He would not 
have done that in 1920 or 1940, 

The Communicable Disease Center is geared in its thinking and 
operation to move into these field problems and much of its research 
is actually developmental research and applied research. This is past 
history. On the one hand we knew that the DDT would kill insects, 
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but we did not know how to use it, how to put it where the insects 
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were, and did not know the technical problems involved in regard to 
how much to use to keep it effective, and how long it would last or 
even have sprayers that would deliver a measured amount. That is 
where the technical problems came in that CDC worked on. So, they 

ut a different kind of emphasis on DDT research to discover how 
it could be used in the civilian communities and particularly in regard 
to control of those problems which have public-health significance. 

Tuberculosis and venereal diseases represent the diseases on which 
we desired to focus specifically, by giving them special status as pro- 
grams, and giving them their own appropriation, and, as the chairman 
of the committee has said, we have ae gradually moving downward 
and downward in those two programs. 

Mr. Bussey. Well, I certainly would be the first to admit that the 
men running the Public Health Service are in a much better position 
to judge the problem than the chairman of this committee, but let us 
take the field of tuberculosis. There is research being done at the 
communicable disease center, and also at the microbiological institute, 
and also under the appropriation for tuberculosis control, and in order 
to achieve greater accomplishments, it seems to me that these three 
things could be more centralized to an advantage. 

Dr. Scrreete. Mr. Chairman, I would be the last to say that there 
are no types of things that the Tuberculosis Control Division or CDC 
or even VD is doing that are not somewhat like the things that micro- 
biology is doing, but I do believe that there is a very tiny segment of the 
total operation that is in that category. The bulk of the things they are 
doing is far different. There has been a great advantage in havin 
that research that has been done in tuberculosis and VD associated, 


quite mabe 4 with the broader program that was going on. The work 


in those fields has been much more at the application level than it has 
gone over into the fundamental studies. 

Mr. Bussey. Has the Public Health Service ever made a study of 
this problem ? 

Dr. Scureve. Yes, sir; we have. We have looked at it, and we 
have looked at our total research program and looked at it in consider- 
able detail, and we have ‘come up with the thought that we believe 
more would be lost by combination than would be gained. 

Mr. Bussey. Has any outside group made a study of this situation? 

Dr. Scuretxr. No, sir; I do not think so, unless some of the Appro- 
priations Committee investigators who have been up have looked it 
over. It would be a time-consuming operation—not that that is a 
reason for not studying it, but it is a complex problem to study. You 
have to identify the kinds of research and identify almost the per- 
sonality of the institution to be able to arrive at a decision on the 
combining of them. 


STUDY OF HOSPITAL AND MEDICAL-CARE PROGRAM 


Mr. Bussey. In the last paragraph on page 18, is the following: 


As the committee is undoubtedly aware, the hospital and medical care pro- 
gram of the Public Health Service is under study by the Secretary of the De- 
partment of Health, Education, and Welfare. Mrs. Hobby has stated that no 
decisions with respect to future legislation proposed by the administration can 
be reached until the entire program has been evaluated in consultation with the 
other departments which have special interest in the hospitals and medical-care 
programs of the Public Health Service. 
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When do you anticipate that a final decision on that will be reached, 
Doctor 

Dr. Scuxreve. Mr. Chairman, with your permission, that question 
might more prea be answered by the Assistant Secretary, 
Mr. Larmon. This study is one being made by the Department, top- 
side, rather than by the Public Health Service. 

Mr. Bussey. You may proceed, Mr. Larmon. 

Mr. Larmon. This refers, Mr. Chairman, to the merchant seamen, 
I understand ¢ 

Mr. Bussey. Yes; I would say it would refer principally to the 
marine hospital situation. 

Mr. Larmon. Yes, sir; it is, as the Secretary indicated, to be de- 
cided by a group consisting of representatives of the Department of 
Labor, Tcnmtenanh of Commerce, and our own Department, and they 
are presently studying the whole problem. 

I cannot accurately guess the exact time that they will present their 
recommendations, but they are in the process of discussing it now. 

Mr. Bussey. Has not this study been going on for some time? 

Mr. Larmon. It has, to my recollection, been under study for about 
3 months. 

Mr. Bussey. Well, I recall receiving letters from different people 
on this matter, almost a year ago. 

Mr. Larmon. As I recall it, letters started coming into our office 
on this subject some time ago. 

Mr. Bussey. As I recall, that probably was after some statement 
resulting from comments of the Bureau of the Budget. 

Mr. Larmon. It was the result of a statement that appeared in the 
papers, I believe, in November. 

I am not entirely certain of that time, but it was approximatel 
November. There were discussions with these departments, and wit 
the Bureau of the Budget, which resulted in the establishment of this 
committee. I believe that was approximately 214 to 3 months ago. 

Mr. Bussey. You have no idea at the present time when they might 
arrive at a decision ¢ 

Mr. Larmon. I have not, sir. 

Mr. Bussey. Or, what recommendation they will make ? 

Mr. Larmon. No, sir. 


EFFECT OF PROPOSED LEGISLATION ON BUDGET 


Mr. Bussey. On page 21 of your statement, Dr. Scheele, in the see- 
ond paragraph, you state: 

The Public Health Service budget for existing programs in 1955 totals $191,- 
463,000—a reduction of more than $41 million below the appropriations for 
1954. About $22 million of this reduction represents the elimination of funds for 
the liquidation of contract authorizations. 

The reduction that you speak of in your statement could very 
readily become an increase, if all of the proposed legislation is enacted, 
and funds appropriated for that legislation: could it not? 

Dr. Scueeer. Yes, sir: that is correct. 

Mr. Bussey. How much would the proposed legislation add to the 
appropriation, say, for the next 10 vears? 

Have you any estimate on that ? 
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Dr. Scurrie. There are two items that are of concern to the Public 
Health Service. One is the item to consolidate the categorical State 
grants. This does not require any more or less money. It is a pro- 
posal for changing of the basic structure under which the grants are 
ven. 
e'The other item is the extension of the Hospital Survey and Con- 
struction Act, which would provide $60 million of new annual contract 
authorization for construction of chronic disease facilities, diagnostic 
and treatment centers, nursing homes, and rehabilitation facilities. 

Since the basic act has a 3-year remaining life, if the Congress were 
to pass the bill and were to provide an appropriation to the full author- 
ization, it would involve a total cost of $180 million over a 3-year 
period, plus a one-time appropriation of $2 million in the first year, 
after the amendment is passed, for grants to States, for State plans, 
and studies, 

Tn other words, a total of $182 million. 

There are other projects in the President’s program which have 
health significance, but they are not projects which would add to the 
Public Health Service budget. I refer now to the proposal to expand 
the number of people rehabilitated, and the proposal for the creation 
of a reinsurance fund. 


METHOD OF AMENDING HOSPITAL CONSTRUCTION ACT 


Mr. Bussey. Doctor, perhaps you can give me the answer which | 
liave been trying to obtain since the legislation authorizing the $60 
million for the categorical grants was on the floor. 

Frankly, I have not yet been able to find out why chat was not 
accomplished by a simple change in the language of the law, instead 
of coming in with new legislation ? 

Dr. Scueetr. I presume the chairman means accomplishing that 
by an amendment in a somewhat different form. The proposal is 
actually a proposed amendment of the basic act. 

Mr. Bussey. We have a present authorization of $150 million for 
hospital construction. In the 1955 budget, you have a request for 
$50 million, which leaves a balance of $100 million of authorization 
for which there is no requested appropriation. 

Now, this legislation that you proposed, which has been reported out 
of the Interstate and Foreign Commerce Committee, and which has 
passed the House, called for an authorization of $60 million for 
categorical grants, in addition to the $150 million. 

The answer I have been seeking is, Why could not there have been 
just a small change in the language of the original act, to make that 
$60 million available out of the $150 million? 

Dr. Scneretr. I think the best reason, the basic reason, Mr. Chair- 
man, and I do not mean to answer for the President or Mrs. Hobby, 
but I think one of the basic reasons, as I interpret what went on, was 
that we are becoming increasingly conscious of the impact of aging 
and of long-term care. 

Mr. Bussey. I am just as conscious of that as you are, but that has 
nothing to do with my question. 

Dr. Scuerete. It is reflected in the increase in research that is being 
done. The present hospital survey and construction program has not 
produced any substantial number of beds in the chronic-disease field, 
for example. 


25 


Mr. Bussey. I am aware of that. 

Dr. Scneete. There are only 3,000 new beds. 

Mr. Bussey. My question is, Why could not that change have been 
accomplished by asking for a small change in the present law without 
bringing in new legislation ? 

Dr. Scuretr. This is an amendment to the present law. There is 
not a new, separate part of the Public Health Service Act that would 
be created by this. 

Mr. Bussey. But there is no provision that the new part of the pro- 
gram simply be financed with funds available out of the remaining 
$100 million ? 

Dr. Scurete. No, sir; that is correct. 

This was done in my opinion, largely as a means of highlighting this 
particular problem, and to focus State attention on this increasing 
problem that they face, Actually, the proposal will nof make any 
great inroads into meeting all of the bed needs of the country. But, 
through this proposal, emphasis is placed on the fact that we can pro- 
vide bed care for those people who require bed care, more cheaply 
through the creation of nursing-home facilities than through general 
beds. 

Mr. Bussey. TI am aware of that. and I am in sympathy with the 
result that vou are trying to accomplish, but when I look at the related 
facilities provided under the manuals for hospital construction, and 
see that they consider cowbarns and the medical center down at In- 
dianapolis and other facilities as related facilities, I think that more 
thought and consideration should be given to this. 

I was in the unfortunate position of being the only one that opposed 
the legislation on the floor of the House, and I would rather someone 
else had taken that position, inasmuch as I happen to be the chairman 
of the subcommittee that handles the appropriation requests for the 
program. 

My opposition to it, I might say, was very sincere and the state- 
ments I made in opposition to it were not just made at random, I as- 
sure you; because I thought then and still think that the Department 
should have just asked for a simple change in the language of the 
existing law. Of course the Committee on Interstate and Foreign 
Commerce evidently, after hearing witnesses from the Department 
and others, thought differently about it. But that is what makes this 
job of being a Member of Congress interesting, I guess. 


PUBLIC HEALTH GRANTS-IN-AID, 1940-55 


At this point in the record we will insert in the hearings, if there 
is no objection, the table showing the Federal grant-in-aid funds 
appropriated for the Public Health Service for the fiscal years 1940 
through 1953. 

I wonder, Doctor, if we could have added to this table the figures 
for 1954 and the budget for 1955, so that we will have it as complete 
as possible. 

Mr. Hartow. Yes, sir. 

Mr. Bussey. I think it would also be helpful if we had another 
total column added to this table to include hospital construction. 


(The data referred to follow :) 
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STATE-FEDERAL RATIO OF PUBLIC HEALTH EXPENDITURES 


Mr. Bussey. I think also at this point there ought to be added a 
table showing the percentage which Federal funds constitute of each 
State’s public health expenditures. Would it be possible, Doctor, to 
add the fiscal year 1953 figures, to the table we have ? 

Dr. Scueetn. Yes, sir; they are available. We will add those. 

(The matter referred to is as follows :) 


Percentage which Federal funds constitute of total public health expenditures ' 


State 1953 2 State 
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Percent | Percent 
Total__- 21.0 20. 
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North Carolina. 
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Pennsylvania___. 
Rhode Island__- 
South Carolina 
South Dakota_ 
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Washington. 
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Indiana 
Kansas 
Kentucky 
Louisiana 
Maine_. 
Maryland... 
Massachusetts ____ 
Michigan __- 
Minnesota 
Mississippi- 
Missouri_---. 
Montana_.-- 41. 
Nebraska __- 30.1 
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! Excludes amounts identified as general hospital care and hospital construction and expenditures for 
operation of tuberculosis sanatoria. 
2 Provisional, subject to change when final tabulations are completed. 


Source: Report of expenditures for health services—Joint Financial Report Form 11.1 submitted an- 
nually by State health agencies to the Public Health Service. 


DISCUSSION OF GENERAL AND CATEGORICAL GRANTS 


Mr. Bussey. Doctor, what is your opinion on the question of gen- 
eral grants versus categorical grants? 

Dr. Scurete. Well it is our opinion that the categorical grants 
serve a useful purpose, particularly at the time of the initiation of 
programs, because they serve to highlight a particular problem and 
a particular need and provide a rallying point around which the pro- 
gram develops. On the other hand, categorical grants, in the case 
of grants given to State health departments, has also placed some 
burden on them in that the decision as to the use of the funds is made 
in Washington and is not something they can determine based upon 
their own estimate of needs and priorities. The States have for sev- 
eral years indicated to us at the time of their annual meeting that they 
would like to see a merging of categorical grants into a general grant 
program. 


= 
Fiscal Fiseal 
year 1953 2 
1962 | 
4 53.1 49.3 
3 30.3 29.8 
a 40.3 34.3 
27.7 25.5 
| 10.0 9.7 
| 29.7 27.6 
| 35.4 34.3 
B 19.5 16. 6 
31.7 
: 3 14.4 
| 
Georgia - - - 6 
Idaho 7 
Illinois 18 0 
| 33 0 
70 2 
| 
3 
1 
1 
| 1 
| 
21.0 
| | 
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We would hope, of course, that the States would continue to carry 
on categorical programs. For example, we would hope, if the legis- 
lative 06 tos to combine these and eliminate categories were to be 
approved by Congress, that the States would continue to do cancer, 
heart, and mental health work; that they would not necessarily stop 
because the money was given to them without earmarking. We be- 
lieve that general grants provide the greatest flexibility to the States. 

Mr. Bussey. But not thinking of the States so much, but thinkin 
of the Federal supervision, do you favor general grants over categori- 
cal grants, personally ? 

Dr. Scurrir. Yes, sir; I do. We still have supervision in the 
sense that they must send us a State plan and we have at that point 
an opportunity to say “Yes” or “No” to parts of their program. 
Further, in our working relationship with the States in these public- 
health areas our staffs and their staffs have worked as a team. And 
if we look at the way they have responded in putting out State and 
local funds for some categorical areas, I believe the record is a good 
one and they will continue to do this even though we would put all 
of these funds in a general category. 

Incidentally, looking at our charts which were introduced into the 
record, the first of the two you just introduced, if you will look there 
you will see that over the years, particularly the last 4 or 5 years, since 
1950, that the general grant is the one that has held up best. 


IDENTIFICATION AND VERIFICATION OF EXPENDITURES FROM CATEGORICAL 
GRANTS 


Mr. Bussey. I had our clerk ask Mr. Lund for a tabulation to show 
how much of the categorical grant funds could be identified by the 
auditors as having been spent on the activities for which they were 
appropriated. In some cases the report, I must say, was very 
disappointing. 

For instance, I notice on the table under heart diseases that the 
auditors were only able to check out 9.6 percent for the State of Ala- 
bama and in Louisiana 21.2 percent. Then, under cancer control in 
North Dakota, they could only check out 9 percent of the funds. And 
these are only a few of many examples. 

IT think, without objection, I will put this chart in the record along 
with the covering letter that was sent by Mr. Lund in explanation of 
this, so that it will be available for future reference of the committee. 

(The material referred to is as follows:) 


JANUARY 27, 1954. 

The data reflected in the attached schedule were obtained from the report of 
the last completed health services fiscal audit in each State. 

The percentage figures indicate the proportion of expenditures from each 
Federal grant which were made for salaries or other items of expense which 
were exclusively for only one of the grant-aided programs, Such specialized 
expenditures (or direct charges) do not, of course, constitute all of the types 
of proper charges which may be made to a categorical grant. In many of these 
programs good public health practice calls for the same person to perform 
activities in more than one program. When this practice is followed, the costs 
of these services become proper charges against a number of categorical grants. 
In the case of these multiprogram costs, the auditor from the limited examina- 
tion he made did not find allocation bases which he felt he could rely on to 
certify to the expenditures. 


P 
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Those audits indicated by footnote 1 represent (@) audits tn which data were 
found to confirm to the auditor’s satisfaction that proper allocations of such 
costs had been made, and ()) audits in which at least 80 percent of the charges 
to the categorical grant fund were for direct charges or specialized expenditures. 
This level of direct charges has been confirmed as sufficient to assure that the 
remaining 20 percent of expenditures will of necessity be for allowable support- 
ing costs. 

Those audits indicated by footnote 2 represent for the most part audits in 
which the auditor was not able on the basis of his examination which was usually 
confined to fiscal records to determine whether or not expenditures by the State 
had been properly allocated to the respective categorical grant funds. In some 
eases the auditor qualified his audit as to the whole amount because he thought 
that was his responsibility in view of the ‘lack of a regular allocation procedure 
when he might have been able to accept some percentage of the expenditures 
as proper specialized costs. The auditor’s qualification, however, does not neces- 
sarily mean that the expenditures were improper. It means rather that he did 
not on the basis of his review find a basis satisfactory to him on which he could 
certify that they were. 

In connection with grants for the crippled children program it is appropriate to 
mention that in March 1950, the Children’s Bureau advised all State crippled- 
children agencies that effective July 1, 1950, at least 80 percent of the Federal 
and required matching expenditures must be specialized. Therefore, the entries 
in the crippled children’s column which have either a footnote 1 or a percentage 
figure of 80 or above represent audits which were not qualified for the reason 
that the State agency met the requirements. 

With respect to maternal and child-health program grants, starting in January 
1951, State agencies were encouraged to develop plans for the identification of 
their Federal and required matching expenditures. Effective for the fiscal year 
1954 and each subsequent fiscal year, State agencies are required to provide a 
plan for the allocation of their Federal and required matching expenditures. 

As pointed out above the percentage figures in the columns represent that por- 
tion of the expenditure of Federal funds which the auditor could identify as 
specialized. It could be assumed that the balances of the expenditures were for 
supporting services. Under current regulations, effective July 1, 1953, they 
would be covered by a validation procedure. Apparently no such validation 
procedure usable by the auditor was available to him in the qualified audits re- 
ferred to in the table. 
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DepaRTMENT OF HeaLtH, EDUCATION, AND WELFARE, OFFICE OF FIELD 
Services, Division or Grant-1n-Alp AubITs 


Percentage of State expenditures from Federal grants identified by the auditors as 
direct program costs 


Vene- Mater-| Crip- 
state Year | Cancer real |Mental| Heart naland| pl 
control disease | health | disease child | chil- 
control health | dren i 
} 
1952 52.5 57.2] 46.1 86.8 9.6 | 100 46.6} (1) 
Arkansas. - 63.8 | 75.4] (1) 56.2 
California 65. 8 41.4 (1) 66. 6 37.5 100 
Delaware. ....----.--- () (?) () 100 @) (1) 
Florida... .-.-.----- 1952 (1) (‘) 51.4 () (1) 
SY ae 100 100 81.3 | 100 100 100 79 (1) 
1952 83.2 82.6 88.5 () 86.9 83.4 
Maryland 26.9 51.9 89.7 61.7 38.4 () () 
Minnesota... ------------ 
New Pam 
North Carolina... .......-.- 
North Dakota... .......-..-- 
Pennsylvania. : 
Rhode 
South Carolina... 
South Dakota. ............- 
Tennessee 
Vermont...- 
Virginia. _. 
Washington 
West Virginia. 
Wisconsin 
Wyoming... 
Hawaii 
Puerto Rico_ - - 
Virgin Islands 


| Audit not qualified (see 3d paragraph of attached letter). 
* Audits qualified (see 4th paragraph of attached letter). 

* No grants from 1949 to 1953. 

41951. 

5 Not audited. 

* No grants until 1952. 
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Dr. Scurete. May I say a word about that? 

Mr. Bussey. Yes, sir. 

Dr. Scueete. It has been difficult with the type of accounting system 
some of the States use to identify the program areas and the expendi- 
ture of funds in the program areas in the past. We have been working 
with them over a period of several years now to improve their per- 
formance budgeting. And beginning July 1 of this present fiscal year, 
the States are required to produce a record of having expended the 
money in those areas. It must be possible for them to do this from 
here on in this fiscal year and so long as we have category funds. 

Some of the States are doing this now; some have been doing this 
spontaneously as a part of the normal State procedure, but many of 
the States were not and we have been assisting them to get the system 
under way. It costs them something; they have more work and they 
have some problems. For instance, a public-health nurse for any local 
health unit which is supported by the State may be a general-purpose 
nurse, because they could not afford to have a specialist cancer-control 
nurse, yet she may spend part of her time on cancer. So they have to 
find some mechanism whereby she divides up her day and get that 
back to the State health department so that we will be able to identify 
the use of funds. 

Mr. Bussey. I am sure the committee is glad to learn this change is 
to be brought about. I think this table alone is justification for some- 
thing like that being done. 

Dr. Scnrrete. We agree with you completely, Mr. Chairman. 

Mr. Bussey. What do you estimate the cost would be for the States 
putting in an accounting system so that we would know where the 
money has been spent ? 

Dr. Scueete. I do not know whether we have any figures that would 
help us answer that question. Many of the States have it now. It was 
a relatively few States up to last July 1 that were not then prepared 
to do this. 

Dr. Anperson. The regulations issued about a year ago which re- 

uired verification of our categorical grants were in that direction and 
the States are in process of identifying their activities so that more 
accurate accounting may be rellictil. 

I do not know how recent Mr. Lund’s table is, whether it may reflect 
audit procedures that are current, or some years back. 

Mr. Bussey. That is about 2 months old. The table is dated Janu- 
ary 27,1954. So it is comparatively recent. 

Mr. Hartow. Yes, but the activities covered must go back to some 
— prior to that. They are behind with their audits now in the 

tates. 

Mr. Bussey. Yes. I am informed that it covered the last audit 
for each State. 

Dr. Scurete. They are probably 1951 and 1952 and in a few in- 
stances 1953. 

Mr. Bussey. Of course the States would not be put to this extra 
expense, except for special projects, if all grants were put in the 
general appropriation ; is that correct ? 

Dr. Scuerete. That is cerrect. We still would have to audit their 
expenditure of funds, however. 


45836—54—pt. 2—-3 
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Mr. Bussey. What is the legal situation in regard to the States 
spending these funds without accounting for the expenditures, Doctor ¢ 

Dr. Scueete. Well our regulations did not require program bud- 
geting until last July 1, so actually they were legal in the sense of 
accepting them and anomie them, and we hope that a very careful 
study of their programs would reveal they have actually spent them 
for cancer, or heart, or mental health. 

Mr. Bussey. I might explore one or two examples, when we have 
hearings with the various divisions, where I am sure the funds were 
illegally spent. And I am inclined to think that the people who did 
it knew it at the time. 


STAFFING PATTERN REGARDING COMMISSIONED OFFICERS 


Now looking at the table, prepared on January 26 of this year, 
showing the numbers of commissioned officers in the Public Health 
Service, both regular and reserve, I note the grade of colonel has had 
a phenominal rise, going from 76 in 1944 to 93 the next year, then to 
101, to 110, to 136, to 158, to 243, to 252, to 301, to 359 and finally, in 
1954, to 390; whereas the trend seems to be just the opposite in the 
lower grades. I will insert these tables in the record at this point, 
if there is no objection. 

(The tables referred to follow :) 


Regular Corps Officers, Public Health Service 


Grade 1944 | 1945 | 1946 | 1947 | 1948 | 1949 | 1950 | 1951 | 1959 1953! 1954 
Surgeon General (major general) _.........- 1 1 1 1 1 1 1 1 1 1 1 
Deputy Surgeon General (major general) -_.|...._|...-.|---..|--.-.|----- 1 1 1 1 1 1 
Deputy Surgeon General (brigadier general) 1 1 1 1 = 
Assistant Surgeon General (major general) -_|.....}-....|--.-.|-.-..}-.--. 3 3 3 5 6 6 
Assistant Surgeon General (brigadier gen- et 
5 7 8 9 9 7 ll 10 7 7 7 
Director grade (colonel) 74; 87 97; 108) 135) 156) 242) 202) 365 
Senior grade (lieutenant colonel) 111; 112) 158; 164) 170) 205) 292) 320) 361) 368) 338 
Full grade (major) --| 179) 220; 239) 241) 265) 276; 268) 261] 262) 221; 227 
Senior assistant grade (captain)... _.| 161) 161) 214 168) 216, 328) 359) 350) 338! 276 
Assistant grade (first lieutenant) ak 64 7; 65) 87, 102) 89 61 20; 42) 27 ll 
Junior assistant grade (second-lieutenant) 25} 20; 14, #20) 35) 40 8 3 i 
Total on 596| 799] 913 1,086 1, 190 1, 257/1, 329 1, 313 1, 232 
Note.—These dates are January 1 of each year, 
Reserve Corps Officers, Public Health Service 
Grade 1944 | 1945 | 1946 | 1947 | 1948 | 1949 | 1950 | 1951 | 1952 | 1953 | 1954 
Director grade (colonel) . . ...-....---------- 2 6 4 2 1 2 6} 10 9} 18] 25 
Senior grade (lieutenant colonel) 40; 48) 63) 57| 62) 54) 82) 81] 107; 133] 129 
Full grade (major) 185) 353) 472) 214) 159) 172) 194) 242) 224) 212 
Senior assistant grade (captain) _. ----| 555} 848) 863) 298; 294) 297) 296) 340) 462) 588) 575 
Assistant grade (first lieutenant). ----| 693) 592) 595) 363) 465) 523) 377| 253) 315) 272) 279 
Junior assistant grade (second lieutenant) - 30} 293) 175) 131) 51) 95) 93) 59] 
} } 
1, 8772, 109/1, 100}1, 086)1,008) 973)1, 2941, 281 


Nore.—These dates are January 1 of each year. 
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Commissioned Corps (Regular and Reserve), Public Health Service 


| | | 


| | 


| 
Grade 1944 | 1945 | 1946 1947 | 1M8 1949) 1950 | 1951 | 1952 | 1955 | 1954 
Surgeon General (major general) -.._.-...--- 1 1 1 1 1) 1} 1 1 1 1 1 
Deputy Surgeon General (major general) - 1 1 1 1 1 
Deputy Surgeon General (brigadier general) - 1 1 1 1 | 


Assistant Surgeon General (major general) --|- 
Assistant Surgeon General (brigadier gen- | | } | 


eral) 5 7| 8 

Director grade (colonel). 76} 93} 101| 136} 243| 252) 301, 359) 390 
Senior grade (lieutenant colonel).......-....| 151; 160) 221 232; 259) 374, 401) 468) S01) 467 
57% |} 711} 455) 412) 435| 440) 455) 504 445) 439 
Senior assistant grade 716/1, 009'1,077| 466) 510) 625, 699) 812) 926) 851 
Assistant grade (first lieutenant)............| 757] 599) 660) 450) 567) 612) 438) 273) 357 299) 290 
Junior assistant grade (second lieutenant) - -| - 30} 318) 195, 145) 71) 110} 135) 101 62) 62 

> o71)2, 1, 172 2, 198 2, 8572 607 2, 514 


Note.—These dates are January 1 of each year. 


Mr. Bussey. How do you account for the disproportionate increase 
in the high grades, Doctor ? 

Dr. Scneeve. I would account for that in the changing program 
of the Public Health Service. The new responsibilities that have come 
to us have given us positions which rate at that higher level. We 
also have a grading system. Each position is reviewed as a position 
so that there is a relationship one to another in terms of what is 
required, in terms of work saeibeniauna in terms of training and past 
work experience. 

For example, as we have taken on an increasing mission for the 
Foreign Operations Administration, we have had to provide health 
mission chiefs for 22 or 23 countries. Those are senior positions and 
they rate a colonel or equivalent grade. 

Mr. Bussey. You are reimbursed by the FOA for those? 

Dr. Scuerxe. Yes, sir, we are; yet they show in our commissioned 
corps. 

Mr. Bussey. What happens to those positions when FOA no longer 
reimburses you and this highly technic: lorcies that rates these grades 
no longer exists ¢ 

Dr. SciteeLe. Well we have a system of regular promotion and 
then there is also a system of temporary promotion, depending on 
the position to which the individual is assigned. If these individuals 
here can rate the equivalent of major or lieutenant colonel in their 
ordinary right, which is based on the number of years they have been 
out of school, and so forth, they will revert to those grades. If there 
is a position which would use their talents at a higher level, they may 
be put into that position and retain the higher grade. 

We believe our system is objective and fair. There has been some 
movement upward, particularly in the M. D. group over the years 
that the chairman has mentioned, just by virtue of recognition of 
the training and experience. There has been upward grading of 
some individuals because they spent more time in college than others; 
that is not only true of M. D.’s but tends to be true in the other 
categories, 

We believe this reflects a proper grading and grade structure. We 
are not like the military organization, a company or military unit, 
that has enlisted men and oflicers. There you can get into the kind 
of grade structure of so many privates, corporals, sergeants, second 
lieutenants, and the thing figures out very nicely on a ratio basis. 
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But in our particular case our missions are essentially all officer 
missions and there are not any enlisted men under them to use as a 
standard in comparing us, let us say, with the military service. 


CLOSING OF MARINE HOSPITALS 


Mr. Bussey. I believe you stated you had closed six hospitals. 

Dr. Yes, sir. 

Mr. Bussey. Which six were those? 

Dr. Masur. We have closed Mobile, Ala.; Portland, Maine; Kirk- 
go Mo.; San Juan, P. R.; Cleveland, Ohio; and Fort Stanton, 
N. Mex. 

Mr. Bussey. What happened to the personnel that was assigned to 
those hospitals? 

Dr. Scueetx. The personnel in the case of professional people in 
some instances left the Public Health Service; in other instances they 
stayed in out-patient offices or they were sent to other hospitals where 
we had vacancies for them. In the case of nonprofessional service, we 
made a sincere effort to place them in normal vacancies that we have 
occurring in the other hospitals and also in the entire Public Health 
Service, which was the area to which they could go if they wished to 
leave the towns they were living in. Of course, many of the sub- 
professionals preferred to remain in their home communities. 

In Mobile, for example, to relieve this sudden impact which came 
on the lives of those people being without jobs, we sent some personnel 
[wap down there who worked with the local business people, cham- 

rs of commerce, and others to identify jobs that might be available 
in the community so that the minimum of impact would be suffered. 
We did offer these people, however, to the extent we could use them, 
first choice on the vacancies we had. We did not double up the staff; 
because we had closed a hospital here, we did not double up in another 
hospital by moving that staff in there. 

Mr. Bussey. Could you furnish for the record the number of posi- 
tions that were made vacant by the closing of these six hospitals, the 
number of persons transferred to other positions, and the net reduc- 
tion? 

Dr. Yes, sir. 

(The requested information follows :) 


Positions eliminated from closed hospitals 


Positions eliminated by the closure of 6 hospitals____.______._____________ —705 
Positions required to staff 5 clinies in locality of closed hospitals_._._.____ +106 


Location or Hosprrrau at Kirkwoop, Mo. 


Mr. Bussey. Speaking of the hospital at Kirkwood, I looked over 
that situation last summer. When was that hospital completed ? 

Dr. Scrreete. We would have to check on that. 

Mr. Bussey. It is a comparatively new hospital, I would say. 

Dr. Scnerte. Yes, sir, it is quite a new hospital. 

Mr. Busney. The thing that puzzled me a little bit was why Kirk- 
wood was selected for the location of a hospital in the first place. 


wi www 
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Dr. Scurete. I am sorry to say I do not know the history of the 
selection of that site, but I think Dr. Hunt or someone who will be 
available later may know. 

Dr. Deartne. I might say that the hospital in St. Louis was de- 
veloped to take care of the large number of personnel engaged in river 
traffic, or right along the river bank in a very poor part of the town 
right next to the stockyards, and was a very undesirable location as 
the city had grown up. And around 20 years ago, when Congress 
was interested in getting the hospital out of that area, which was 
shortly before the war, the Kirkwood hospital was built to get out of 
this depressed and rather unhealthy area and also as part of the St. 
Louis program to clean up the river embankment, and they moved out 
to this suburban area which was considered to be a more desirable 
location. 

Mr. Bussey. I am very appreciative of the advisability of moving 
the hospital out of a location such as you describe to a better location, 
but Kirkwood, Mo., certainly is not a very convenient place for people 
working on the river to get to, by any stretch of the imagination. 

Dr. Dearina. I must say it did not prove to be as accessible, which 
was long before my time, too, and the Administrative Board of the 
Public Health Service were not too happy about it, because some 
seamen were complaining about having to go out that far. 

Mr. Bussey. That is probably the most inaccessible place they could 
have located a hospital around the St. Louis section. 

Dr. Deartna. It comes very close to it. 

Dr. Scurerie. We have a few other hospitals which are away from 
the center of the city, but they do not have the same transportation 
problems. Patients in St. Louis go to our outpatient office downtown, 
now. 

Mr. Bussey. I will say, at first blush, my thinking on it would be 
that certainly the hospital should have been closed; actually, it should 
never have been built at that location in the first place. 

Dr. Scuertr. May I backtrack on one of the questions you asked 
me a short time ago? 

As we'talked here, I was reminded that we do continue to provide 
emergency services and outpatient service to our beneficiaries in 
these communities in which we have closed hospitals, and many of 
the professional staff—maybe I should not say many, but some of the 
professional staff—who were released from the direct hospital opera- 
tion remained in those outpatient facilities. Of course, these are 
skeleton staffs compared to the larger staffs of the closed hospitals. 
So they have absorbed some of the people. 

Mr. Bussey. How many of the personnel at the hospital lived on 
the grounds? I noticed the homes that were built were exceptionally 
nice homes. I would like to live in one like them myself. 

Dr. Scurete. I guess probably eight or so of the professional 
people. Then there was the nurses’ home there. I do not know what 
the occupancy of the nurses’ home was. 

Mr. Bussey. I was not thinking so much about the nurses as about 
the officers. How many of the officers of the hospital were retained 
for the outpatient center in St. Louis? 

Dr. Scurrte. We will show that in this table we will give you, if 
we may. 


|_| 

| 
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DISPOSITION OF CLOSED HOSPITALS 


Mr. Bussey. Now what do you contemplate doing, or what have 
you done, with these six hospitals you have closed? 

Dr. Scneete. The one at Kirkwood went into the surplus-property- 
disposal procedures and has now been picked up by a voluntary organi- 
zation, and is used as a general hospital, I believe. 

Mr. Hartow. It is used as a district hospital. 

Mr. Bussey. Was that hospital sold to some private interest ? 

Dr. Scurete. No, sir. Under the Surplus pe Act, the usual 
procedure for disposal is to give first call to all of the Federal agencies 
that might have a need for it; next, to the State or local governmental 
agencies; and then, in the case of health facilities, they may be po 
up at no cost by voluntary institutions that will use them for a health 

urpose. 
. N . Bussey. For what is that hospital being used at the present 
time 

Dr. Scurere. It continues on as a general hospital. 

Mr. Bussey. When I was there in the latter part of September, it 
was entirely closed, was locked up. 

Dr. Scuretz. We kept it open, that is, kept part of it open to use as 
an outpatient office, because we had great difficulty in finding rental 
space in downtown St. Louis. Then after we found rental space, the 
turnover was made, and you probably were there shortly after we had 
moved our outpatient facility out of there and when the final nego- 
tions for disposal of the property were underway. 

Mr. Busrry. Who is operating it now? 

Dr. Masur. The Sisters of St. Joseph of Corondelet, to whom it 
was made available after it had been made available to the local 
State agencies and local educational agency. 

Mr. Bussey. What about the other five hospitals that have been 
declared surplus? 

Dr. Scurete. We have not made disposition of the one in Mobile. 
I think we have been unable to find rental space and are using a por- 
tion of the hospital as an outpatient office, but it will be surplus just 
as soon as we can place it at some other place. 

The Fort Stanton Hospital was turned over to the State and is now 
operating as a State tuberculosis hospital. This was a transition 
that worked out ideally, as a matter of fact. Our patients left and 
the State has been putting State tuberculosis patients in and are using 
the facility to the maximum as a hospital facility. 

Dr. Masur. The same is true about the ote. They are still 
hunting for space and hope to be able to move in the near future. 
Two have been disposed of and the others they are still using a part of 
for clinical purposes because of the lack of available space thus far 
in town. 

Dr. Scueexe. It is our policy to get our staff and outpatient facili- 
ties out just as soon as we can, because we do not like to have potential 
bed space which most communities need and can use usefully, sitting 
around unused. 


Mr. Bussey. That was in my mind, too, especially since we are asked 
to mis rte. the appropriations under the Hill-Burton Act for addi- 


tional hospital beds every year. 
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PUBLIC HEALTH PERSONNEL PAID FROM OTHER FUNDS 


Regarding the personnel that is paid for by FOA and other agencies, 
we will insert in the record this table showing the distribution of such 
yersonnel by division and by the funds from which they are paid. 
(The table above referred to is as follows :) 


Public Health Service—Positions financed by other than HEW funds, 1954 (excludes 
positions in activities financed jointly by appropriation and reimbursement, 
where individual positions cannot be designated as supported from either source) 


Grade! Number of 


Account, organization, and title positions 


* ASSISTANCE TO STATES, CENERAL, PUBLIC HEALTH SERVICE 


Personnel assigned to Institute of Inter-American Affairs: 
Commissioned officer 


Director 
Full_. 


8 


ENOINEERING, SANITATION, AND INDUSTRIAL HYCIENE, PUBLIC 
HEALTH SERVICE 


Technical assistance and consultation services on sanitation prob- 
lems provided to other agencies: 


Technical assistance to Army Corps of Engineers on biological survey 
problems of Missouri River: Scientist. 


Studies for Atomic Energy Commisslon on problems of bacterial 
and chemical contaminants: Scientist. 


HOSPITALS AND MEDICAL CARE, PUBLIC HEALTH SERVICE 


Personnel detailed to other Federal agencies at their request on a 
reimbursable basis: 


Do 
Clerical assistant 
officer 


Operation of health units upon request of other agencies on reim- 
bursable basis: 


Senior 
Senior assistant 


Rom 


‘Classes listed are grades established by act of Aug. 13, 1946 (22 U. 8. C. 867). 
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Public Health Service—Positions financed by other than HEW funds, 1954 (excludes 
positions in activities financed jointly by appropriation and reimbursement, where 
individual positions cannot be designated as supported from either source)—Con. 


Number of 


Account, organization, and title Grade ! positions 


MENTAL HEALTH ACTIVITIES, PUBLIC HEALTH SERVICE 


Assignments to the District of Columbia juvenile court for provision 
of psychiatric services: 
Psychologist 
Clerical assistant 


SALARIES AND EXPENSES, PUBLIC HEALTH SERVICE 


eo detailed to other agencies at their request on reimbursable 


AMERICAN SECTIONS, INTERNATIONAL COMMISSIONS, STATE (TRANS- 
FERRED TO HEALTH, EDUCATION, AND WELFARE, PUBLIC HEALTH 
SERVICE) 


Personnel assigned to ‘make sanitation surveys of international 
boundary waters and air pollution survey in the area of Detroit 
and Windsor: 

Maintenance craftsman 
Clerical assistant 


EMERGENCY MICRATION, EXECUTIVE (TRANSFERRED TO HEALTH, 
EDUCATION, AND WELFARE, PUBLIC HEALTH SERVICE) 


Health examinations given abroad to persons otherwise eligible for 
visas under the Refugee Relief Act of 1953: 
Administrative staff assistant 
Clerical assistant 


Do 
Medical] staff technician 
Visa examination aide 


SALARIES AND EXPENSES, BUREAU OF PRISONS (TRANSFERRED TO 
HEALTH, EDUCATION, AND WELFARE, PUBLIC HEALTH SERVICE) 


Medical services furnished to the Department of Justice at institu- 
tions operated by the Bureau of Prisons: 
Medical officer 
Dental officer 


Property management specialist. 
Medical staff technician 
Administrative staff assistant__ 
Laboratory 
staff technician 


Administrative staff assistant.... 
Financial operations assistant 
Nurse staff technician 


Property management assistant 
Clerical assistant 

Financial operations assistant 
Cc issioned offi 


2 Classes listed are grades established by act of Aug. 13, 1946 (22 U. 8. C. 867). 


r 
1 
= 
ommissioned oticer. = 
| 
4 
1 


39 


Public Health Service—Positions financed by other than HEW funds, 1954 (excludes 
positions in activities financed jointly by appropriation and reimbursement, 
where individual positions cannot be designated as supported from either source) — 
Continued 


Number of 


Account, organization, and title positions 


CONSOLIDATED WORKING FUND 


Medical examinations of agricultural workers from Mexico, financed 
by funds appropriated to the Department of Labor: 
Administrative staff assistant 
Repairman 
Medical staff technician 
Clerical assistant 
Medical staff technician 
Clerical assistant................ 


CORPORATE FUNDS, THE INSTITUTE OF INTER-AMERICAN AFFAIRS, FOA 
(ALLOCATED WORKING FUND TO HEALTH, EDUCATION, AND WELFARE) 


Personne! detailed to Central and South American countries under 


MAINTENANCE AND OPERATION, AIR FORCE (ALLOCATED 
WORKING FUND) 


Development for Air Force of techniques for radioactive assay of 
water: 
Scientist._.__- 
technician 


“ommissioned officer 


NAVAL WORKING FUND (ALLOCATED WORKING FUND) 
Research for Navy on addiction wrvsemel of synthetic analgesics: 
Medical staff technician 


Research technician 
Security aide___- 


RESEARCH AND DEVELOPMENT, AIR FORCE (ALLOCATED 
WORKING FUND) 


Toxicity studies for Air Force: 
Scientist 


RESEARCH AND DEVELOPMENT, ARMY (ALLOCATED WORKING FUND) 


in for Army on therapy of ionizing radiation: 


1 Classes listed are grades established by act of Aug. 13, 1946 (22 U. S. C. 867). 


| 

1 
1 
1 
Research technician - 1 
2 
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where individual positions cannot 
Continued 


Public Health Service—Positions financed by other than HEW funds, 1954 (exeludes 
positions in activities financed jointly by appropriation and reimbursement, 
e designated as supported from either source)— 


Account, organization, and title 


Grade! 


Number of 
positions 


RESEARCH AND DEVELOPMENT (ALLOCATED WORKING FUND) 


—continu 
Research for Army on influenza, serum hepatitis, and malaria: 
Medical staff technician -- 
Statistician. 


Laboratory technician 
Commissioned officer 


RESEARCH, NAVY (ALLOCATED WORKING FUND) 


Research for Navy on respiratory functions of underwater swim- 
mers: Research technician. 


(ALLOCATED WORKING FUND) 


Microorganism studies for Department of Defense: 


ADMINISTRATIVE EXPENSES, MUTUAL SECURITY ACT (TRANSFER 
TO HEALTH, EDUCATION, AND WELFARE) 


Division of International Health: 

Public health program specialist..................-..--.--------- 
Public health program —- » 
Administrative staff assistan 
Clerical assistant. ... 


8 


1 Classes listed are grades established by act of Aug. 13, 1946 (22 U. S. C. 867). 


> 
Research for Army on protein content: 3 
q 
q 
| 
| 
National Office of Vital Statistics: Statistician. 
| 
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Public Health Service—Positions financed by other than HEW funds, 1954 (excludes 
positions in activities financed jointly by appropriation and reimbursement, 
where individual positions cannot be designaed as supported from either source)— 
Continued 


Number of 
Account, organization, and title positions 


ECONOMIC AND TECHNICAL ASSISTANCE, DEFENSE SUPPORT, ASIA AND 
PACIFIC, OTHER THAN FORMOSA AND THE ASSOCIATED SIATES OF 
CAMBODIA, LAOS, VIET-NAM, EXECUTIVE (TRANSFERS TO HEALTH, 
EDUCATION, AND WELFARE) 

Division of International Health: 

Public health program specialist 
Educationist _ 
Administrative staff assistant 
Public health program specialist 
Clerical assistant 

D 


| 


Personnel detailed to Asia and Pacific area ja yains 4 program: 
officer _ 


Do 
Sanitarian 
Engineer. 


Scientist 
Engineer 
Med ical officer -.....-.-- 


6 
5 
5 
2 
1 
4 
1 
1 
2 
2 
5 
4 
1 
3 
2 
1 


ECONOMIC AND TECHNICAL ASSISTANCE, NEAR EAST AND AFRICA, 
EXECUTIVE (TRANSFER TO HEALTH, EDUCATION, AND WELFARE) 


Division of International Health: 
Educationist 


Public health program specialist__ 
Clerical assistant 


Statistician 
Clerical assistant _ 


Personnel detailed to Near East and Africa under point 4 program: 
Medical staff technician 
urse _ 
Engineer 


BR 


Pharmacist 
Sanitarian 


Statistician 
Arch ~~ 
E 


2 Classes listed are grades established by act of Aug. 13, 1946 (22 U. S. C. 867). 


: 
| 
4 
| 
Administrative staff 1 
National Office of Vital Statistics: 
2 
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Public Health Service—Positions financed by other than HEW funds, 1954 (excludes 
positions in activities financed jointly by appropriation and reimbursement, where 
individual positions cannot be designated as supported from either source)—Con. 


Grade! Number of 


Account, organization, and title positions 


ECONOMIC AND TECHNICAL ASSISTANCE, NEAR EAST AND AFRICA, 
EXECUTIVE (TRANSFER TO HEA“TH, EDUCATION, AND WELFARE)—Con. 


Puen detailed to Near East and Africa—Continued 
vurse 


Statistician 
Engineer 


MUTUAL DEFENSE FINANCING DEFENSE SUPPORT, ECONOMIC AND TECH- 
NICAL ASSISTANCE, FORMOSA AND THE ASSOCIATED STATES OF CAM- 
RODIA, LAOS, AND VIET-NAM, EYECUTIVE (TRANSFERS TO HEALTH, 
EDUCATION, AND WELFARE) 


Division of International Health: 
Educationist 
Administrative staff as®istant 
Organization and methods examiner 
Administrative staff assistant 
Clerical assistant 
Educationist 


Personnel detailed to Formosa, etc., under point 4 program: 
Commissioned officer 


TECHNICAL ASSISTANCE, AMERICAN REPUBLICS AND NON-SELF-COVERN- 
ING TERRITORIES OF THE WESTERN HEMISPHERE, EXECUTIVE 
(TRANSFERS TO HEALTH, EDUCATION, AND WELFARE) 


Division of International Health: | 

do 
Commissioned officer 


Administrative staff assistant 
Clerical assistant 


1 Classes listed are grades established by act of Aug. 13, 1946 (22 U. 8. C. 867). 
REGULAR EMPLOYEES STATIONED ABROAD 


Mr. Bussey. How many of the Public Health personnel, paid from 
funds appropriated directly, are stationed abroad as of this date? 

Dr. ScHeetr. We will have to produce that figure for you. We do 
not have it with us, 

Mr. Bussey. I think it might be well, when you make up that list 
for the record, if you would give the job title, the grade, salary, and 
the station of each, with a brief statement as to the reason for having 
him there. 

(The requested information follows :) 


>. 
| 
| GS-1 
GS8-5_..... 
Clerical assistant. ...........- 
Director. ‘ 
| q 
6 
5 q 
1 
1 
q 
National Offiee of Vital Statistics: 
j 
3 
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Public Health Service personnel paid from funds appropriated to PHS and stationed 
in foreign countries as of Mar. 1, 1954 


Title 


Grade 


Senior assistant 
surgeon (R). 


Surgeon (R) 


Senior scientist 


Ob. 


Senior assistant 
surgeon. 


| 
Senior assistant_| $7,274 


Senior.. 


Senior assistant. 


Salary | Appropriation 


Arthritis... - 


Microbiology 
d 


Location 


Reason 


Brazil... 


Panams_. 


| 
| 
| 


| England..| Study of methods used in 


British laboratories 
field of therareutie radiol- 
ogy—future application in 
clinical centers. Assignment 
now completed and em- 
Ployee en route back to 
States, 

Burn and shock research proj- 
ect: the wide hovsehold use 
of gasoline and kerosene and 
the unusually high incidence 
of burn and shock conditions 
in Peru offer study oppor- 
tunities not available in this 
country, or for that matter 
in many other countries of 
the world. 

Cooperative studies with Pan 
American Sanitary Burcau 
on field research on various 
tropical diseases. 

Cooperative study with Gorgas 
Memorial Lab.uratory on 
dengue fever and other viral 
diseases. 


in the 


cancer... 
| 
| | | | 
| 
| 
| 
| - 8, 441 
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HEALTH INSURANCE PROGRAM 


Mr. Bussey. What is the Public Health Service's interest in the 
health insurance proposal that is being considered by the Committee 
on Interstate and Foreign Commerce at this time / 

Dr. Scuretr. The proposal is one that we have an interest in be- 
cause we are interested in health and we appreciate the fact there is 
a problem in paying for medical care and hospitalization. This proj- 
ect was proposed to encourage broader coverage. ‘That is our primary 
interest. 

The bill that is being heard does not vest any operating or admin- 
istrative responsibility in the Surgeon General of the Public Health 
Service. It vests responsibility in the Secretary of the Department 
and the decision as to just who would administer this program, if it 
were to be approved by the Congress, would of course rest in the Secre- 
tary’s hands. I do not believe I would be in a position to know or 
apne! ia present plan she might have in that regard if this bill 
is passed. 

Mr. Bussey. Would you want to add anything to that, Mr. Larmon / 

Mr. Larmon, It is a proposal which hopefully would result in more 
persons buying health policies, covering the expense of hospitaliza- 
tion, and would also enable insurance companies to offer policies in 
areas where there are not presently available statistics which clearly 
indicate their degree of risk. In other words, it would encourage pri- 
vate companies and nonprofit organizations to issue policies which 
would provide for protection, partircularly against catastrophic ill- 
_ nesses, and it gives an opportunity to private companies and nonprofit 
companies to insure a portion of their risk through the reserve fund 
of $25 million. 

Mr. Bussey. Do you think that program would be assigned to the 
Public Health Service if enacted by Congress? Where is that sup- 
posed to be lodged in the Department? 

Mr. Larmon. Directly, I assume, under the Secretary with the ad- 
vice of Dr. Keefer as special assistant to the Secretary, on medical 
affairs. I think she would delegate to him particular responsibility ; 
but of course, the final seapeaditility would be hers. It does provide 
for a group of insurance actuaries who would advise her. 


HOME ACCIDENT PREVENTION PROGRAM 


Mr. Bussey. What has been the cost of the home accident preven- 
tion program and what results have been obtained from that program ¢ 

Dr. Scuretr. Do you have a breakdown of the cost ? 

Dr. Anperson. It is about $25,000 and our participation in the home 
accident program involves three people—the officer in charge—an 
engineer, the nurse, and a secretary. And our program is one largely 
of working with the States in studying the problem, and cooperating 
with them in connection- with the rather large investment which the 
Kellogg Foundation has made available to certain States—I believe 
some $1 million. 

As to the accomplishments, they are not directly those of the Public 
Health Service itself, other than through our technical assistance, but 
that of the States in working on this problem supported largely by 
funds from the Kellogg Foundation as well as their own State funds. 
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Dr. Scurete. I think one of our accomplishments in this program 
has been that our little staff helped to alert the States to the importance 
of their doing more about the home accident problem. Although this 
is certainly a trial-and-error period, it is a period when we are trying 
to learn what the components of home accidents are and then to develop 
ideas on what one can do to control them. And it is a rather sub- 
stantial program that the Kellogg Foundation is supporting in a group 
of States, very much in the nature of some of the early experiments 
in building health departments which the Rockefeller Foundation 
and others financed many decades ago. We are just at the starting 
point of trying to get our teeth into the home accident problem. 


COORDINATION OF PROGRAMS BY THE BUREAU CHIEFS 


Mr. Bussey. Can you tell us what savings have resulted from the 
coordination of programs by the Bureau chiefs ? 

Dr. Scurete. No, sir; I cannot. This would be a very difficult thing 
to really develop figures on. 

This program in its basic purpose is intended to give us some better 
contact and control of this farflung organization we have. We havea 
tremendous staff in terms of numbers and a very large sum of money 
in total to administer and, if we had each division reporting directly 
to the Surgeon General, although we are spread pretty thin now, we 
could be spread a great deal thinner. The Bureau chiefs offer inter- 
mediate points of contact. 

We are, in the Bureau of State Services, about to go into a reorgan- 
ization and are going to simplify the whole structure of the Bureau. 
We hope some savings will come from that and that when we appear 
before the committee next year I am hopeful, at least as far as the 
Bureau of State Service is concerned, that we will be able to show 
you some savings which have resulted from some of these consolida- 
tions we are going to make. 

Mr. Bussey. Of course that is always music to our ears. 

Mr. Hartow. We have to go back and review all of the changes 
that have been made in the Public Health Service structure from the 
time of origin under the Public Health Service Act when those bureaus 
were established by law. And frankly I doubt if we now have the 
data on some of the changes that have taken place. 

Dr. Scuerete. There have been centralizations of certain manage- 
ment services and again, while they were centralizing certain man- 
agement services, in some instances we were given a new program to 
administer. The National Institutes of Health, for example, is one 
of those where it is almost impossible to spell out saving that will 
come because of directorships. 

Mr. Bussey. Now I have taken up more time than I should from 
the committee this morning, and I am going to forego any other ques- 
tions until we get into the various divisions. I think Mr. Fogarty has 
some questions to ask, and I want to give him ample time to explore 
anything he wants. I will turn it over to you, Mr. Fogarty. 


PRESIDENT’S EXPRESSIONS REGARDING PUBLIC-HEALTH POLICY 


Mr. Fogarty. Is there anyone here who can quote what the Presi- 
dent said about health in his last message to Congress? 
45836—54—pt. 2—-4 
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Mr. Larmon. I have some of the quotes here; I am not sure I can 
cover them all. : 

Mr. Bussey. There is one about strengthening the Public Health 
Service research. 

Mr. Larmon. I think this is the quote: 

In addition, the Public Health Service should be strengthened in its research 
activities. Through its National Institutes of Health it maintains a steady 
attack against cancer, mental illness, heart diseases, dental problems, arthritis, 
and metabolic diseases, blindness, and problems in microbiology and neurology. 

Mr. Focarry. I had in mind that he spoke about strengthening 
research in some categories of diseases. 

Mr. Larmon. If I might add, later in the paragraph he says: 

In such direct research programs and in Public Health Service research grants 
to State and local governments and to private research institutions lies the 
hope of solving many of today’s perplexing health problems. 

Mr. Focarry. When did he make that statement? 
Mr. Larmon. On January 18, 1954. 


RECENT HISTORY OF PHS BUDGET REQUESTS 


Mr. Focarry. Now what did the Truman budget request a year 
ago for the Public Health Service? 

Mr. $270,893,000. 

Mr. Fogarty. Then what did the Eisenhower budget request ? 

Mr. $219,665,000. 

Mr. Focarry. Which was a decrease of $51 million. 

Mr. Ketiy. Approximately. 

Mr. Focgarry. For the Public Health Services under what the 
Truman budget requested. 

Mr. Yes, sir. 

Mr. Focarry. Now what did this committee allow ? 

Mr. Ketry. I do not have the committee alowance. I have the 
finally appropriated figure. 

Mr. Bussey. If the gentleman will yield, was not a part of that 
decrease between the Truman and Eisenhower budgets due to the 
holding up of certain construction ? 

Mr. Kexiy. $15 million had to do with hospital construction. 

Mr. Focarry. That is all the construction funds that were in the 
decrease ? 

Dr. Scueexe. I believe so; yes, sir. It was hospital construction. 

Mr. Keuiy. I think it spread to the rest of the figures, too, to a 
certain extent. 

Mr. Fogarty. I know the answer to that question. There was $15 
million in there for construction of research facilities and that was 
deleted by the Eisenhower budget and by the committee. 

Mr. Ketry. In answer to your question, the committee allowed 
$207,090,200 for 1954. 

Mr. Foearry. And what was finally approved ? 

Mr. $233,030,950. 

Mr. Foearry. So Congress finally appropriated about $14 million 
more than the Eisenhower budget requested a year ago for the Public 
Health Service; is that correct ? 

Mr. Approximately. 
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Mr. Focarry. What were your A and B budgets this year? 

Mr. Ketiy. The request of the Bureau of the Budget was in the 
amount of $198,298,750. 

Mr. Foearry. And they cut you about $7 million? 

Mr. Ketty. Yes, sir. 

Mr. Fosarry. What was your B budget? 

Mr. Ketriy. That includes both A and B budgets. 

Mr. Focarry. What was requested of the Department of Health, 
Education and Welfare? 

Mr. Keiy. Actually there was somewhat of an evolution in the 
preparation of this budget, and there are figures that moved back- 
ward and forward; but the final figure asked of the Bureau of the 
Budget, prior to the final markup and determination of the adminis- 
tration’s policy, was $198,298,750. And that is the aggregate of both 
the A a B budgets. 

Mr. Focarty. What was the first figure submitted to the Bureau of 
ithe Budget ? 

Mr. Ketiy. I do not believe I can answer that question. 

Mr. Hartow. The original submission was $184,822,500 prior to the 
penalty mail law which was passed, under which there was an ad- 
ditional request of $405,250 submitted. Then, as a result of some 
further negotiations, an additional $13,071,000 was submitted, bring- 
ing us up to a total of $198,298,750. 

Mr. Foasrry. Do you have the figure that you submitted to the 
Department ? 

Mr. Hartow. We just heard yesterday the committee was inter- 
ested in that figure. We are working on it and we will have it, 
because in these various negotiations which took place, in which some 
items were submitted, they have to be analyzed before we can come 
up with the exact figure. 

Dr. Scuretr. I should say in the whole operation of our budget 
development it was somewhat different for 1955 than it was for 1954, 
and some of the things that might have applied a year or two before 
did not apply. 

Mr. Focarry. But some items were raised and some cut. You have 
a eut of $600,000 for communicable diseases. Was that cut effected 
by the Bureau of the Budget, or by you? 

Dr. Scureetx. Both. The cut comes from the determinations re- 
garding the total spending and approaching toward budget balancing, 
plus internal determinations in the Public Health Service regarding 
priorities. 

Mr. Focarry. Has the need for continuation of that work leveled 
off and gone downhill? 

Dr. Scurrtr. No, sir. There is still a need for that work, but it 
was determined that this represents the approach that might be the 
appropriate one to make to appropriations in the Public Health 
Service. 


ANALYSIS OF 1955 BUDGET FOR RESEARCH 


Mr. Fogarty. In what way has the research arm of the Public 
Health Service been strengthened this year over last year? Where 
would it appear in your budget? 

Dr. Scueetr. It is shown largely in the increase for the Clinical 
Center appropriation. 
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Mr. Foegarry. You show an increase of $200,000 for arthritis and 
metabolical diseases and show a decrease of over $500,000 for cancer, 
a decrease of $10,000 for dental health, a decrease of nearly $600,000 
for heart and then you add $365,000 for mental health, $192,000 for 
microbiology, and $563,000 for neurology and blindness? It looks 
to me as though you are budgeting the same amount in total. You 
take off from one and put on another, but it does not look to me as 
though it strengthened the overall picture. 

Has the research budget been strengthened ¢ 

Dr. Scurrie. It has been strengthened in direct research in the 
Clinical Center and in our other institutions. It has been decreased 
in some instances in research grants, and in other instances in training 
rrants; but the total money is approximately the same as for 1954. 

roposed for 1955 for total operation of direct research and the various 
grant programs in the National Institutes of Health is $71,128,000, 
as compared with $71,153,000 in the present year. There is an overall 
net reduction of $25,000. 

Mr. Foearry. But this budget you are requesting this year of $191 
million is still about $80 million less than the Truman budget of a 
year ago according to my arithmetic. Is that right? 

Dr. Scurete. I do not have the figure of the Truman budget. 

Mr. Foearry. $270,893,000. 

Mr. Ketriy. Not included in the figure we gave you in the total 
request of the administration for the Public Health Service for this 
year is an appropriation proposed for later submission of $62,500,000. 

Mr. Focarry. That is provided Congress enacts the legislation, 
which they have not yet done—the House has, but the Senate has not. 

Mr. Yes, sir. 

Mr. Foaarry. So the actual figure we have before us is about $80 
million less than the Truman budget. 

Now I read in the newspapers that the research arm of the Public 
Health Service was going to be strengthened and we were going to 
see some increases in research requested of Congress, but I just do 
not see them. 


METHOD PROPOSED FOR AMENDING HOSPITAL CONSTRUCTION ACT 


I was interested in the chairman’s remark in a question to Dr. 
Scheele in regard to the amending of the Hill-Burton Act. And I 
agreed with the chairman at the time, although I did not say any- 
thing on the floor, but this could have been done very easily by a 
simple amendment to the act. There is no question about it. But 
I did not know whether you were being facetious, or whether you 
knew the answer, or whether you were trying to make a record here; 
but everybody I talked to on the floor that day told me the reason 
it was not done was because of politics. 

Tf a simple amendment was offered to amend the Hill-Burton Act, 
it would not get the publicitv in the newspaper. A new bill, a clean 
bill. with headlines saving “We are going to take care of the chron- 
ically ill, the aged, and provide nursing homes,” would be something 
new and different, and that was the reason a short, simple amend- 
ment was not offered to the Hill-Burton Act, as I understood it. 

Mr. Bussey. If the gentleman from Rhode Island knows that, I 
will say he knows something that I have no knowledge of. No one 


has ever said anything to me about it in any way, shape, manner, 
or form. I never even discussed it with a single soul in the United 
States. I said on the floor what I sincerely thought was the right 
way to approach the question; not that I was out of sympathy with 
the objectives of the legislation at all. 

Mr. Focarry. And I want to say for the record that I think you 
were right and it could have been done in a very simple way. 

Mr. Ligon, The Under Secretary will be here tomorrow, I believe, 
and he was concerned particularly in that legislation, and he will be 
available to you for any discussion or questions then. 

Mr. Focarty. But it seemed to be the consensus of Members of 
Congress I talked to the day that this legislation passed, that it could 
have been done in a very simple way, but there would have been no 

ublicity in it at all. This way it looks as though we have a new, 
x 80-million program instead of just a revision of an existing program 
Of course, we are only going to appropriate $60 million a year since 
the $180 million is for a 3-year program. 

Mr. Bussey. I will also state for the record that the first time I even 
discussed the possibility of recommending a language change or the 
fact I was going to offer an amendment was within 20 minutes of the 
time I offered the amendment, when I spoke to Mr. Wolverton, the 
chairman of the committee, which is a courtesy we generally extend to 
the chairman of a committee when we are going to offer an amendment, 
so it will not take him by surprise. 

Mr. Foearry. I think you were right; it could have been done very 
easily. 


REDUCTION IN BUDGET FOR EXISTING HOSPITAL CONSTRUCTION PROGRAM 


Now here we are on the one hand saying to people that we have a 
completely new program for which we are going to appropriate $60 
million a year for 3 years to build these facilities; and at the same 
time we are cutting back the appropriation for Hill-Burton funds by 
$25 million. 

Mr. Bussey. $15 million from last year. 

Mr. Focarry. By $25 million below what we have been appropriat- 
ing the last 3 or 4 years. Well, it just does not add up tome. And I 
do not know who is going to be fooled by it in the end. I do not see 
any justification at all for this cut of $15 million, or $25 million I call 
it, in the hospital construction program. 


PRESENT NEED FOR HOSPITAL BEDS 


What is the need for hospital beds at the present time in the 
country ? 
Dr. : I do not have the figures here that the State surveys 
show. I can say this, that the general shortage is in excess of half a 
million beds. Dr. Cronin, or someone, could probably furnish a break- 
down of the State estimates. 

Mr. Focarry. I understood the Secretary to say the other day it 
was in excess of 500,000. 

Dr. Yes, sir. 

Mr. Foaarry. And even though there is need for 500,000 beds to be 
built, someone in the Federal Government has said “We just won’t 
do anything more about it, and it is just too bad,” even though the 
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Congress, when they passed this Hill-Burton Act originally, passed 
it by unanimous vote. And it was amended and extended for a 5-year 

riod by unanimous vote; and it was amended and extended last year 
vy another unanimous vote. Still the Department of Health, Educa- 
tion, and Welfare continues to cut this program in the face of a unani- 
mous vote authorizing $150 million—not $75 million or $65 million. 

I cannot understand that type of thinking on behalf of the Depart- 
ment of Health, Education, and Welfare. I was amazed last year 
when the Secretary appeared before this committee justifying the 
cuts in the so-called sea: li budget for cancer, heart, mental 
health, neurology, and blindness, and arthritis, and metabolic diseases. 
I em happy to note there is some change in that thinking this year, 
because the committee and the Congress did not pay much attention 
to it and took that in their own hands and made a pretty decent bill 
out of it before they adjourned. 


BUDGET FOR TUBERCULOSIS 


Now you are still reducing pretty drastically in the control of 
tuberculosis and the control of venereal diseases. I had a letter from 
the National Tuberculosis Association. They are pretty much alarmed 
at this and they do not seem to agree with you or the Department of 
Tlealth, Education, and Welfare that this problem has been licked. 
In two years the appropriation has been reduced from $8,240,000 to 
your budget reauest of $3,500,000. They seem to be getting alarmed 
at such a drastic reduction. They claim the problem is not licked 
and they claim that these figures are a false indication that there is 
no longer a problem there and the Federal Government ought to get 
out of the control of tuberculosis. 

What do you have to say about that? 

Dr. Scneete. Mr. Fogarty, we agree with them completely that 
the tuberculosis problem is not licked and that it is not going to be 
licked in the next year or two. We are not at the end of the line. 
On the other hand, it is our belief that the level of support proposed 
through the Public Health Service in the budget before you for 
1955 represents a reasonable amount to put in this program in the 
light of all other problems in the health field and in the light of all 
an problems in the whole area of income of the Treasury and per- 
missible expenditures. 

The amount you are considering for this activity does cover the 
most important phases of the aan Pag although it may not make it 
possible for us to do everything that the experts or the people in 
the National Tuberculosis Association would like to see us do. We 
feel it is a reasonable request, but it does mean that the voluntary 
agencies in the States are going to have to do more for themselves 
if they are going to vam up their programs and we think it is reason- 
able to expect them to do that. 

Mr. Larmon. There is a chart here which may be of interest to you 
and to the committee and which might go in the committee record 
in connection with your question. There has been a gradual trans- 
ference of responsibility to the States since 1950 insofar as the grant- 
in-aid programs are concerned, in this area where you raised that 
question. 
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Dr. ScHEe.e. I would like to add, too, that while there is a drop- 
off in State grants in the field of tuberculosis and venereal disease con- 
trol, there is an increase in the request for funds for general assistance. 
And if that increase were granted, there would be nothing to prevent 
the States from spending more of that approximately $1.6 million of 
additional money requested for general assistance on tuberculosis and 
venereal diseases, too, for that matter. So while it does not show in 
tuberculosis, there is more in the other line. 

Mr. Foearry. I have just found this letter I received, dated March 
24, from the National Tuberculosis Association : 


Marcu 24, 1954. 
Hon. Joun E. Fooarry, 
House Office Building, Washington, D. C. 

Dear Mr. Focarty: The Board of Directors of the National Tuberculosis Asso- 
ciation, a voluntary organization which has been unceasing in its fight against 
tuberculosis for the past 50 years, respectfully submits for your consideration 
the enclosed resolution which was unanimously passed at its semiannual meeting 
in February. 

We are fully in accordance with programs for economy in Government; we do 
not believe, however, that reducing Federal expenditures for tuberculosis control 
at the present time is economic so long as tuberculosis remains our outstanding 
communicable disease problem. 

The chronicity of tuberculosis also makes it one of the costliest diseases af- 
fecting the people of the United States today, conservative estimates placing the 
cost as high as $15,000 for one case of tuberculosis. Because Public Health Serv- 
ice funds have been used for control and preventive programs, they have resulted 
in finding more unrecognized and early cases, permitted shorter periods of hos- 
pitalization and less radical surgical procedures, with the net benefits being a 
real economy to the taxpayer. 

Upon inquiry through our State and affiliate associations, reports have shown 
that the proposed reductions will seriously curtail services which, because more 
than two-thirds of the State legislatures will not convene until 1955, cannot be 
replaced by local appropriations at the present time. We believe that with ade- 
quate funds complete control of the disease can be achieved. It is our sincere 
hope that you will urge restoration of funds eliminated in the proposed budget 
for tuberculosis control and that you will exert your influence to prevent further 
reductions in the Federal tuberculosis control budget until such time as State 
and local areas are able to compensate for the reductions and tuberculosis is no 
longer a threat to the health of the people of our country. 

Very truly yours, 
H. HARRINGTON, President. 


Now his reasoning just does not stack up with yours, or this chart 
we just saw. He claims the States are not in a position now to replace 
these appropriations, because many of the legislatures will not con- 
vene until 1957. Is that true? 

Dr. Scurete. It is correct that many of them are not in session. 

Mr. Larmon. The chart indicates, I think, that the decrease in 
congressional appropriations started in 1950. 

Mr. Focarry. But it seems to me in the last 2 years they have gone 
down much more than they did during 1950 and 1951. 

Mr. Larmon. Yes, if I may add, as part of the general trend. 

Mr. Fogarty. I will ask that this resolution, which was attached 
to the letter that I have just read into the record, be included in the 
hearing record at this point. It shows they do not agree with the 
recommendations made by the Public Health Service or the Depart- 
ment of Health, Education, and Welfare. 
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(The matter referred to is as follows:) 


RESOLUTION RECOMMENDING No FurRTHER DECREASE IN FEDERAL FUNDS FOR 
TUBERCULOSIS CONTROL WORK 


Whereas the Federal tuberculosis appropriations have been decreased 38.8 
percent in the last 3 years including a reduction of 34.7 percent in grants-to- 
States and the complete elimination of the United States Public Health Service's 
program of fast-tempo chest X-ray surveys in cooperation with large cities, and 

Whereas the termination of the Public Health Service’s fast-tempo X-ray 
surveys reduced yearly X-rays by approximately 1,200,000 and discontinued a 
program which in the past 6 years has resulted in the X-raying of 8,807,413 
people and the finding of 61,652 cases of tuberculosis, 90 percent of which were 
previously unknown, and 8,507 of which at the time of X-ray are found with 
positive sputum, and an estimated 25,000 of which will become positive in 
3 years, and 

Whereas the reduction in the Federal appropriation for fiscal 1954 was made 
after most State legislatures had adjourned, with 33 of the 48 State legislatures 
not scheduled to reconvene until 1955, and with diminished State tuberculosis 
programs reported in 25 States, and 

Whereas the decline in newly reported cases has not kept pace with the 
decreasing death rate and we have at our disposal the means of controlling 
tuberculosis if adequate finances are provided to maintain tuberculosis control 
programs, and 

Whereas the board of directors of the National Tuberculosis Association is 
alarmed about the curtailment of tuberculosis appropriations during the past 
3 years which has seriously impaired the progress of the tuberculosis control 
program, which program is in effect a sound investment with the probability 
of large returns now with lower expenditures in the future, therefore be it 

Resolved, That the board of directors of the National Tuberculosis Associa- 
tion is opposed to any further decrease in Federal appropriations for tubercu- 
losis control until there is reasonable assurance that such decreases will be 
compensated for by corresponding increases in the State and local tuberculosis 
control appropriations. 


VENEREAL DISEASE BUDGET 


Mr. Foaarry. Is the problem of the control of venereal diseases un- 
der control? 

Dr. Scueete. No, sir; we still have the problem and, as a matter of 
fact, there is some evidence that the problem is increasing slightly at 
the present time. But, again, in the case of our budget, which shows 
substantial reductions, we believe that within the funds available to 
us and which are available within this total budget, to cover the whole 
range of problems that we should cover in the Public Health Serv- 
ice—this was a lower priority item. Treatment techniques are well 
developed and useful + ni are available—and we believed that this 
was an area where we could begin withdrawing Federal assistance 
several years ago, and on down to the point now where we propose $2 
million for State grants for 1955. 

Mr. Foaarry. If that reasoning is sound, why could not we take off 
another $1 million from content of tuberculosis and another of $1 
million from control of venereal diseases, and add that $2 million 
to research on arthritis and cancer and heart and mental health ? 

Would it not be more effective in those categories than in tuberculosis 
and venereal diseases ? 

Dr. Scurere. I cannot deny, Mr. Congressman, that those moneys 
could be effectively spent in arthritis and these other research areas 
that you mention. On the other hand, while we believe that venereal 
diseases and tuberculosis are lower priority items in terms of our 
total. program in the budget, we believe that it would be unfortunate 
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at this time to move out as drastically or as much more as you were 
suggesting a moment ago. 

In other words, we believe we are moving down in an appropriate 
way, in the light of funds available for the Public Health Service, 
but we would hesitate to want to move out any more rapidly than this. 


EFFECT OF INCREASE IN RESEARCH BUDGET 


Mr. Foearry. What would you say if this committee decided to 
ay some attention to what the President recommended when he said 

se like to strengthen the research arm of the Public Health 
Service, and added $1 million to cancer and $1 million to heart, in- 
stead of cutting each one of them over $500,000 ? 

Would that be beneficial to the people of our country, if we spent $1 
million more this coming year, in each of those programs? 

Do you think $I million could be spent economically and well in 
those categorical diseases? 

Dr. Scueete. Yes, sir; and I do believe that it could be economically 
spent and, naturally, we will abide by the wisdom of Congress in this 
matter. We are not, however, asking for those additional sums. 

Mr. Foeartry. No: I know that. I told the Secretary a year ago that 
I was very disappointed in the so-called Eisenhower budget at that 
time, with regard to the drastic reductions that they recommended in 
research carried on by the Public Health Service, and that is on the 
record. I am not pleased with the recommendations that are before 
us now after I thought that the President was sincere in his statement 
that he wanted this research program strengthened. 


As I look at it, it has not been strengthened, and I was just wonder- 
ing whether or not you have reached the oer where you do not have 


applications for research grants that 
appropriations ? 

Mr. Larmon. Mr. Fogarty, may I say there at once, of course, that 
the President is sincere, and the Secretary is sincere. 

There might be some differences of opinion on strengthening it in 
terms of some additional amount for research, but as I understand it, 
it is the same amount of funds with some additional—am I correct, 
Dr. Scheele—for direct research—of some $2 million for direct re- 
search ? 

Dr. Scueete. Yes, sir; the total is the same, but there is a reduction 
in research grants, and training, and an increase in direct research in 
the National Institutes of Health. 

Mr. Larmon. Is it fair, Mr. Fogarty, for me to ask Dr. Scheele 
whether or not his organization is strengthened as well and is it more 
effective ¢ 

Dr. Scueete. I think our organization is strengthened because I 
believe that we are adding a good research program at the National 
Institutes of Health. I don’t think the total cut impact of, say, fiscal 
1955 at this level, as against fiscal 1954 at this level, is going to be 
greater. I think there is more efficiency ; I think we know more about 
problems, although there will be more research in our own labora- 
tories, and there will be a little less research, at least, so far as Federal 
support is concerned, in outside laboratories. 

r. Fogarty. I do not intend to try to put you on the spot as the 
Surgeon General, because I know you do not have the final say in this 
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program. The final say rests in the Secretary’s office, and if there is 
any blame for lack of funds in research, or if the Members of Congress 
do not believe that enough money is being spent, or the wishes of the 
President have not been carried out, we have a perfect right to express 
our feelings that way, and I think all anyone has to do is to look at the 
figures and look at the record to see that we have done that on several 
occasions. 

I think the record speaks for itself. 

Mr. Bussey. Will the gentleman yield? 

Mr. Fogarry. I want to be fair about it, and state that even the 
other administration did not always recommend the amounts of money 
that we thought should properly be spent in research, and, on several 
occasions, this committee and the committees in the Senate raised the 
estimates of the other administration on research for heart, cancer, 
and mental health. 

Mr. Bussey. Will the gentleman yield? 

Mr. Focarry. Yes; I yield. 


EFFECT OF BUDGET CEILINGS 


Mr. Bussey. I want to say that I agree with the gentleman entirely 
and I have said so on many occasions. The committee can recom- 
mend to the full committee and through the full committee to the 
House any sums that we want to, regardless of the Department or the 
Bureau of the Budget. 


I do think the Bureau of the Budget has a certain responsibility in 


establishing ceilings under which the Secretary has to work. Regard- 
less of what she may ask for, when the Bureau of the Budget says, 
“This is your ceiling,” then the Department must start scrambling 
around to see what can be done and where the cuts can be made to come 
within the ceiling, and not hurt any program which is being carried on. 

Mr. Foaarry. If that is the case, and if there is to be a ceiling—if 
the executive branch of the Government determines that there is to be 
a ceiling on how much can be spent for research, I think the people of 
this country should be told that there is a ceiling, and that we are not 
going to spend any more money for research than we did a year ago, 
and not give the impression to the people that we are increasing funds 
for research when actually we are not. 

Mr. Bussry. They must take into consideration all of the factors 
which make up the economy of our country, and what is going to be 
coming into the Treasury, and what they have to pay out, taking into 
consideration defense needs and foreign aid and many other things. 

Now, frankly, I would like to see a lot of the foreign aid cut out, 
and more money put on this research by the Bureau of the Budget, 
but in their recommendations, of course, they did not see it that way. 

Mr. Focarry. Perhaps, if we put in more money for research, they 
will cut foreign aid. 

Mr. Bussey. I hope they cut foreign aid, whether we increase the 
amount for research or not. 

Mr. Larmon. Mr. Chairman, may I say that to my knowledge there 
was not a positive ceiling imposed at this time, on this particular 
phase of the budget. 
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LONG-TERM ECONOMIC EFFECT OF MEDICAL RESEARCH 


Mr. Foearry. I know you have problems with the amount of mone 
that is available, but I have been told, or this committee has been told, 
year after year by some of the most outstanding surgeons and phy- 
sicians in the country, who have been invited to appear here before 
our committee, that it would be good economy if we spent more money 
on research, especially in mental health. 

Now, either they do not know what they are talking about, or the 
administration does not care for more economy. I donot know who is 
wrong, but someone is wrong. 

Mr. Larmon. Mr. Fogarty, I assume judgments vary in regard to 
what contributes more to the economy, necessarily. 

Mr. Fogarry. I do not think there is any question in their minds. 
They were considered outstanding men in their field in this country, 
and if you look back at this committee’s hearings over the past 7 or 8 
years, you will find that they were very forceful in their testimony. 

I notice in the program of vocational rehabilitation that you people, 
are advocating an extended and advanced program, which I am 100 
percent for, on the basis that it is good economy. 

Mr. Larmon. That is correct, Mr. Fogarty. I simply meant that 
there are persons whose judgments will vary in regard to what con- 
tributes most to the economy. 

Mr. Fogarty. Well, let us take, for instance, mental health. 

Now, suppose we did add a couple of million dollars to the Mental 
Health Institute for research and in a year or 2 years or 3 years some 
means was found to prevent people from having nervous breakdowns, 
or you might find the answer to schizophrenia, or something like that. 

Would it not be a tremendous savings to every State in tire Union 
and to the Federal Government? 

Mr. Larmon. I think it might well be, sir, but I simply meant that 
there are various measures that may contribute to the economy, of 
which this is one. 

Mr. Fogarty. Do you doubt that that could happen? 

Mr. Larmon. I do not doubt that that could happen. 

Mr. Fogarty. These doctors have testified before us each of the 
last several years, and are pretty definite in their statements that it 
would make for better economy if more money was spent in research, 
and I am now thinking mainly of mental health. 

You are familiar with the action of the committee last year on the 
recommendations of the Eisenhower budget ? 

Mr. Larmon. To a degree, sir, but not entirely. 

Mr. Focarry. You are familiar with what the Senate did? They 
raised it when it got over there, also. 

Mr. Larmon. I am not familiar enough with it to be accurate. 


NEUROLOGY AND BLINDNESS 


Mr. Focarry. You show an increase of $263,000 in neurological dis- 
eases ae blindness, which I think is good, but I don’t think it is near 
enough. 

en was this program enacted into law? Four years ago? 
Mr. Key. Four years ago. 
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Mr. Focarry. What did the Eisenhower budget recommend last year 
for neurology and blindness ¢ 

Mr. $2,574,000. 

Mr. Focarry. We raised that a couple of million dollars, but this 
year you only raised it $263,000 over what they had last year, and 
that is one of the new young growing institutes, and the problems 
with which it deals affects about 20 million people in this country, if 
I remember the figure correctly. 

Dr. Scurete. Yes, sir; it does. 

Mr. Focarry. Well, $263,000 for 20 million people is not very much, 
in my opinion. 


HOOVER COMMISSION REPORT ON MEDICAL RESEARCH 


What did the Hoover Commission say about Public Health Service's 
research 

Dr. Scrurere. Well, I can just generalize on their statements. 

Mr. Fogarty. Well, will you get what the task force had to say, and 
put that into the record ? 

Dr. Yes, sir. 

Mr. Foearry. As I remember, it was complimentary. 

Dr. Scuee.e. In general, the suggestion was that if we spend time 
and money on research, we would be cutting off some of the custodial 
care and hospitalization problem at the other end, and they felt that 
research was good economy. 

Mr. Fogarivy. That is what I thought. 

(The matter referred to is as follows:) 

“* * * The Government is moving into uncalculated obligations without an 
understanding of their ultimate costs, of the lack of professional manpower 
available to discharge them, or of the adverse effect upon the hospital system of 
the country. 

“It is fundamental that whatever care the Government provides must be of the 
highest quality. The health of the Nation demands the maximum employment 
of present scientific knowledge to control disease, and of research to find new 
means for the prevention of disease. Such research must be stimulated and 
supported to the maximum limits of available manpower. The Nation’s future 
can best be protected by using every means to prevent disease, rather than by 
providing unlimited hospitalization to treat it. Medical care offered by the 
Federal Government should be a model for the Nation.” (Reorgan‘zation of 
Federal Medical Activities, a report to the Congress by the Commission on Organ- 
ization of the Executive Branch of the Government, March 1949, pp. 7 and 8.) 


EFFECT OF TRAVEL RESTRICTIONS 


This committee, as you know, cut funds for travel pretty drasticall 
aoe year for the entire Department of Health, Education, and Wel- 

are. 

How has that limitation on travel affected your people? 

Dr. Scureie. Well, what has happened is that in many instances 
individuals who would otherwise have gone to meetings, scientists and 
others—have not gone, or if they have gone, they have paid their own 
way or some organization outside has paid their way especially if 
— were important people, were pies fh as Officers, and that sort of 
thing. 

It has reduced our travel almost in direct proportion to the reduc- 
tion in funds. I believe some of this was worth while. We were plan- 
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ning to take some administrative steps to tighten up some on travel 
ourselves, before the limitation was placed on us. On the other hand, 
‘t has cut down communication considerably, and in the scientific 
areas, particularly, this is a very important problem, because the 
scientist learns by seeing his fellow scientist, hearing them talk and 
asking questions, and being with the group of people interested in 
the same field of research. 

There has been a curtailment of that, and a reduction in efficiency 
of our own staff as a result of it. 

However, I am not complaining, Mr. Chairman. 

Mr. Focarry. Well, can you travel for $9 a day and pay all your 
expenses ¢ 

r. Scueete. No, sir; I can, I suppose, but it normally costs me 

more than that. I could, I should say, rather than “can”; 1 could. 

Mr. Fogarty. Off the record. 

(Discussion off the record.) 


METHOD OF ARRIVING AT PUBLIC HEALTH BUDGET FIGURES 


Mr. Fernanpez. In answer to some comment by Mr. Fogarty that 
we appreciated the fact that you were working under certain limita- 
tions in preparing your estimates and recommendations, the Assistant 
Secretary said there was no limitation here. That is rather unusual, 
I thought. Where was the limitation ? 

Mr. Larmon. I did not quite hear your full question, Mr. Fernandez. 

Mr. Frernanpez. You stated, as I understood, that there was no 
limitations, no ceiling, on the part of the Bureau of the Budget? 

Mr. Larmon. There was a matter of discussion and judgments but 
to the best of my knowledge there was not any final discussion posi- 
tively placing upon us a ceiling, as such. It was a matter of discus- 
sion with the Bureau of the Budget. 

Mr. Fernanpez. In the discussions with the Bureau of the Budget, 
I take it though that the Bureau of the Budget trimmed some of the 
recommendations made by the Health Service to the Department of 
Health, Education, and Welfare? 

Mr. Larmon. There is a variation, as indicated in the figures, as 
between the recommendations and the final figures. 

Mr. Fernanpez. Well, taking them one by one, in regard to this 
venereal disease control program cut, which is rather large, following 
another large one last year, how much did the Public Health Service 
recommend to the Department of Health, Education, and Welfare? 

Mr. Larmon. Mr. Fernandez, I do not have that figure. The ques- 
tion in regard to that was asked, I believe, before, and those figures 
were not available. It is my understanding, however, that they are 
being compiled. 

Mr. Ketry. Mr. Harlow stated that the figures on the target esti- 
mates were being developed, but that we did not have them with us, 
because there have been several figures in the course of our preparation 
of the budget, and they have not been fully pulled together for presen- 
tation this morning. 

Mr. Frernanpvez. These reductions, though, were made, I take it. 
upon discussions and urgings by the Bureau of the Budget? 

Mr. Larmon. I was not present at the time, Mr. Fernandez. 1 
assume that the usual discussions took place ; yes. 
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Mr. Fernanpez. Well, you know that—whether that is a fact or 
not. Is that the fact? 

Mr. Larman. Would you mind repeating the question, sir? 

Mr. Fernanpez. You know whether it is a fact that the Bureau of 
the Budget urged this reduction, and I am speaking of the large ones 
with respect to venereal disease and tuberculosis and hospital con- 
struction. 

Mr. Bussey. Would the gentleman yield? 

Mr. Fernanpez. No; I would like to have an answer. You know 
that is a fact, do you not? 

Mr. Bussey. I am not foreclosing your questioning, but I want to 
interpose this thought: I wonder if it would not be wise, first, to 
determine who carried on the discussions with the Bureau of the 
Budget so we could ask them when they come up? 

Mr. Frernanpez. I am not interested in the details; I am only inter- 
ested in knowing who made these recommendations. 

You know, I believe, and I believe that the chairman will agree 
with me, that the recommendation made by the Surgeon General of 
the Public Health Service to cut some of these programs as drastically 
as they have been cut, in the face of the President’s recommendations 
to the contrary, would have been of much more effect with me than if 
such recommendations were made by a banker, no matter how good 
a banker he is. 

That is the reason I am trying to find out just what did take place. 

Mr. Bussey. Mr. Larmon has testified that he was not there, and 
he did not take any part in it. So, I thought, perhaps, the questions 
should be asked of someone who took part in the discussion. I do 
not know if Dr. Scheele was there or not, or whether he could answer 
it, but I do not think that Mr. Larmon could answer, as a matter of 
fact, if he was not there. 

Mr. Fernanpez. Whether he took part in the discussions or not, 
he probably knows; and if he does not, he can say so. I am just 
asking if he does not know that that is the fact, that the cuts were 
made at the suggestion and urging of the Bureau of the Budget to 
a lesser figure than that recommended by the Public Health Service. 

Mr. Larmon. I believe you will find that recommendations were 
made to the Bureau of the Budget and the Bureau of the Budget 
considered those recommendations, and in mutual discussion that this 
figure was arrived at, which has come up as part of the President’s: 
budget ; yes, sir. 

Mr. Fernanpez. And, as a result of those discussions, these large: 
cuts about which Mr. Fogarty was inquiring and about which I am 
inqairing, were the results of the judgment of the Bureau of the 
Budget ? 

Mr. Larmon. Certainly; this was the result of the discussions, Mr. 
Fernandez. I was not present, so I could not reply as to the facts. 

Dr. Scurrete. May I respond to that, Mr. Fernandez? 

Mr. Fernanvez. Yes; I would like to have what information you 
have on the subject. 

Dr, Scurete. The proposal to cut it was my responsibility within 
the Public Health Service. It should not appear that the Bureau 
of the Budget pushed this one to this level by any direct action on 
this program, and I am talking about the venereal-disease-control- 
program, and I will mention tuberculosis in a moment. 
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Mr. Larmon’s statement to the effect that the Bureau of the Budget 
did not pinpoint what areas of our program that should be cut was 
correct. 

Now, in justification of our own action here—though it may appear 
to be inconsistent when I say we continue to have a continuing VD 
problem and tuberculosis problem—and I am pointing now to the 
fact that there are certain matters of judgment that the bankers 
are in a much better position to judge, than a technician like the 
Surgeon General, and that involves the matter of income. 

Mr. Fernanbez. I appreciate that of course, all I am trying to 
find out is whether it is the bankers judgment we have, or the judg- 
ment of the service as to the need or lack of it. 

Dr. Scneete. We arrived at our figures, working under certain 
assumptions of the maximum source of dollars which might be avail- 
able within the range of a portion for the Public Health Service. 
Therefore, we had to draw ceilings on individual items. At that 
point, we had to look at what seemed most important to carry on, on 
thesame scale. We made a determination that the National Institutes 
of Health and the clinical center should take on more patients, and 
that automatically created the necessity of looking at something else. 

Mr. Fernanpez. You have to meet the overall situation. 

Dr. Scueetr. Yes, sir; and it was our problem, and I take full 
responsibility for it. In the light of what we could have for our 
total program, these programs failed to meet the higher priority, 
and they were lower than others. That is why the cuts appear to 
be rather steep in these contribution programs. 


VENEREAL DISEASE CONTROL 


Mr, Fernanpvrz. Now, taking them one by one—take the venereal 
disease control program first. You stated a while ago that that 
disease was on the increase. That is perfectly natural, because we 
cut them pretty drastically last year. 

Can you Me us assurance that the problem has not increased to 


the point where we will have undone a great deal of good that has 
already been done if we were to drastically cut the venereal disease 
program 

Dr. Scueete. No, sir; I cannot assure that. On the other hand, I 
do not believe any drastically bad result will come. There will be 
things that will not be done; there will be some case finding that will 
not go on, that would otherwise go on. On the other hand, our hope 
is that the people in the communities where these problems exist will 
recognize the importance of their building up a little bit themselves, 
a little more, if, in fact, their problems are increasing. 

I mentioned some increase in the problem, and this is not a very 
large increase. It is a spotty kind of increase that occurs. It is not 
increasing everywhere. There are certain focal points where it is a 

reater problem, but I do not believe the incidence of venereal disease 
infection is going to go up drastically as a result of the proposed 
reduction in funds requested for fiscal year 1955 and funds provided 
for fiscal year 1954. 

Mr. Frernanvez. Since we already have the information that it has 
increased some, and we all know that without the continuous work 
of combating it, that it is bound to increase, te]! us how you are using 
the funds in order to minimize that increase ? 
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Dr. Scneete. Under technical assistance to the States, there is a 
decrease there from $2,268,500 this year to $1,590,000. In our techni- 
cal assistance programs we do help the States and the cities and 
counties pinpoint where the problems are unusual, whether those be 
in defense impacted areas where there is increased production because 
of defense or military cantonments, and border problems, and things 
of that sort. 

So, while we will have some reduction in our ability to give techni- 
cal assistance, under this proposal we will, nevertheless, continue to 
focus into the trouble spots in our own direct assistance to the States 
and communities. We are not proposing that that be wiped out. We 
have proposed that the across-the-board grants be reduced down to 
zeY0. 

I should also say again something that I said before, and that is there 
is an increase in general assistance to the States of $1.6 million, and 
should the Congress, in its wisdom, see fit to accept that figure, the 
States can use that money in the general assistance line, for venereal 
disease programs, if they are being hurt to the point that they do not 
want to move out completely themselves. 

Mr. Frrnanprz. Since you have had some experience already with 
this matter of trying to pinpoint the problem in the various States, 
do you have any information as to whether we have been able to so 
pinpoint it in New Mexico and that we could use some of that money 
in certain areas, which I need not name, where the disease has been 
more prevelant and more dangerous, because such areas are isolated 
under Federal control and jurisdiction. 

Dr. Scurete. I am sorry to say that I cannot give you an answer 
to that. There are funds being appropriated, and have been in the 
last 2 years by the Congress to the Department of the Interior and to the 
Indian Service, to use for public-health work among the Indians, and 
it would seem to me that with all technical assistance outside the reser- 
vations—and we do not always draw a line at the reservation in terms 
of cooperating with the programs—we are also doing work with the 
Indians which they were not doing a number of years ago, and with 
the program that exists in the Indian Service itself, we should be able 
to pinpoint substantially their problems. 

f course, I should point out also that it is not just a matter of 
finding the case and preventing the spread. There is more to the 
venereal disease problem than that. There are certain social aspects 
of this problem, as there are in any other health problems, and the 
health program of the Department of the Interior and the health 
program of the Public Health Service alone are not going to solve all 
the problems. 

Mr. Fernanpez. Would you say, doctor, that the new drugs which 
have been developed, and which are being used to combat that disease, 
should make it now be possible for the States to carry on the same kind 
of a program, or close to the same kind of a program, as a result of 
these new drugs, more effectively than was possible 10 years ago? 

Dr. Scurexe. It is much less costly to carry on the program now. 
Ten years ago most of the care of the patients and most of the treat- 
ment was done at public expense. That was because the drugs then 
in use were not necessarily expensive, but they required a tremendous 
lot of time in their administration. They had to be given under ideal 
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conditions weekly, and sometimes twice a week, by cumbersome 
methods like putting the drug into a vein in the arm, and oves a period 
of a year or more. , 

This was done in the early cases of the treatment of syphilis. To- 
day, that has been changed by the advent of antibiotics and penicillin 
and other drugs, so that with relatively few treatments, we have some 
materials now available where one dose, or one injection will last for 
some time. Treatment is effective if given for several weeks with only 
a few injections and by only a few visits to a physician’s office. 

With the simple treatment, we can do as much as we were doing 
in many cases, more than we were doing with the more cumbersome 
treatments and routines of 10 years ago. So, there has been a shift 
away from the public clinic for treatment. 

Mr. Fernanpez. On the other hand, Doctor, the nature of the dis- 
ease is such that in certain areas, at least, it is pretty hard to get the 
program going at full speed, unless it is done, an speashontel by 
public authorities. 

Is that correct ? 

Dr. Scuerte. That has been very helpful in the problem. You ma 
have read in the local re so that the District of Columbia Healt 
Department started 2 weeks ago on a very intensive case-finding pro- 
gram here. They are trying to move the venereal diseases toward 
eradication. Such programs still are necessary. Chicago had one 
and there will be another in St. Louis in the next week or two. A few 
other cities have had them in recent times. It is necessary to continue 
to concentrate case findings. 

If there is any one area which is suffering some from this problem 
it is laboratory diagnosis. There have been some losses in the ability 
of States and city health departments to continue to carry the blood- 
testing programs which they need to cover. 

Mr. Fernanvez. Are there any other reasons or justifications that 
you can give us to justify the second cut in the program? 

Dr. Scurete. You mean the cut to this present year and then the 
cut to next year? 

Mr. Fernanvez. Yes. 

Dr. Scurete. No, sir. We feel that Federal action in this area, in 
the light of all of these other economic and budgetary problems, can 
be withdrawn to the level that is proposed here. 


TUBERCULOSIS CONTROL 


Mr. Fernanpvez. Can you give us some reasons or justifications with 
respect to tuberculosis / 

Dr. Scurete. Reasons are almost identical to those of the cases in 
venereal diseases except in the case of drugs for treatment. Public 
Health Service, beginning intensively in 1944, developed techniques 
for mass screening and for a number of years sent X-ray units and 
teams out to our major cities to help them do communitywide case 
finding. The program gradually wound up and now is terminated. 

We have been helping the States to build up their own health de- 
partments and their own programs of early case finding, and it is our 
feeling that while the problem is far from solved, and, as Dr. Anderson 
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pointed out, we have made tremendous progress in saving lives from 
tuberculosis in recent years, we nevertheless still have a lot of cases 
and something has to be done for these cases. 

We therefore feel that if we can continue our role in research, we 
can continue the study of the drugs, we may through this device find 
methods that will begin much more rapid cutback in our incidence, and 
we believe that the program at the level proposed, with the thought in 
mind that the States will in some instances use some of the increased 
funds proposed in general assistance, we will not see any great loss in 
the program as a result of this change. 

As I say, it does mean that the communities, the tuberculosis asso- 
ciations locally, will have to pick up slack in some instances and we 
hope they will. We feel it isa very proper responsibility for them to 
assume. 

If 1 may just say this: You seem to be very interested in the venereal 
disease and tuberculosis control cutbacks in State grants. Some of 
the cutback in tuberculosis and venereal disease is offset in the in- 
crease in “general assistance” so that the three items need very much 
to be looked at together in attempting to ascertain what the impact on 
the States is. 

If the increase is not given in “general assistance” then the impact 
in tuberculosis control will be much greater than if this other increase 
is given. Our total funds for State grants are down only about $2 
million. They are down from $23,515,000 this year to $21 million 
proposed for next year. 

Mr. Fernanpvez. I am interested because of the very drastic cut 
last year and a further cut this year. I am interested in both of those 


programs, particularly tuberculosis, since my State has to take care 
of so many tubercular ope who don’t belong there but come there 


because of the climate. e still welcome them but we do not feel it 
should be our sole responsibility. 

Just one more question: Supposing that the committee felt that in 
view of the reasons you have stated here today we think that instead 
of ending it next year or the year after that it should be ended now and 
this put into “general assistance” so there may be more leeway in 
determining to what pe or to what purpose they should be 
devoted ; what do you think about that ? 

Dr. Scneee. I believe we would favor that. To put it another way, 
we would not object to it. That would be in agreement with the con- 
cepts that are expressed in the bill which is now pending in Congress 
which proposes to wipe out all of the categories in favor of a general 
grant program. The President’s proposal would eliminate the ve- 
nereal disease, tuberculosis, mental health, cancer and heart cate- 
gories in favor of a general assistance line. 

Mr. Bussey. Any further questions? If not, we thank you very 
much. 
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Wepnespay, Marca 31, 1954. 


ASSISTANCE TO STATES, GENERAL 
WITNESSES 


DR. JACK C. HALDEMAN, ASSISTANT CHIEF, BUREAU OF STATE 
SERVICES 

DR. H. VAN ZILE HYDE, DIVISION OF INTERNATIONAL HEALTH 

STEPHEN ACKERMAN, FINANCIAL MANAGEMENT OFFICER, BU- 
REAU OF STATE SERVICES 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 

NELSON A. ROCKEFELLER, UNDER SECRETARY, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


Savaries, Exrenses, AND GRANTS 


Amounts available for obligation 


| 1953 actual “1954 estimate 1955 estimate 


Appropriation or estimate... $16, 150,000 | $13, 250, 000 | $15, 039, 000 
Transfurred from— 
“Promotion and further development of vocational edu- | 
cation, Office of Education,’’ pursuant to Public Law 286. - 
“Control of venereal diseascs, Public Health rasaberconl | 
ursuant to Public Law 452 : oH 
“Salaries and ee Public Health Serv ice,’ fe 
to Pubhe Law 410 


Adjusted appropriation or estimate 
Reimburs« ments from other accounts. 


Total available for obligation. ____ 16, 350, 818° 13, 906, 200 15, 420, 200 
Unobligated balance, estimated —38, 058 


Obligations by activities 


Description a 1953 actual | 1954 estimate | 1955 estimate 
| 


Direct Obligations } } 
| 
1. Grants to States for general health | $13,000,000 $10, 135, 000 | $11, 760, 000 
2. Direct. operations: } | } 
(a) Technical assistance to States ~ 1, 964, 792 1, 879, 000 1, 768, 500 
(b) Vital statistics _- 1,089, 849 | 1, 286, 000 | 1, 295, 500 
(c) International health activities.........___________- bas 120, 000 120, 000 
(d) Administration 107, 301 105, ( 000 | 100, 000 


Total direct obligations BS 16, 161, 942 | | 3, 525, | f 039, 000 


Obligations Payable Out of Reimbursements From 
Other Accounts 


2. Direct operations: } 
(a) Technical assistance to States... | 13, 248 | 
(b) Vital statistics. } 137, 570 | 
(c) International health activities ‘ 261, 000 | 261, 000 


Total obligations payable out of reimbursements | 
from other accounts- 150, 818 381, 200 


Obligations incurred ~ 16,312,760 | 13, 906, 200 m0 | “15, 420, 200 
| 


t 
16,200,000 | 13,525,000 | 15,039, 000 
} 
i 
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Obligations by objects 


Object classification 1953 actual | 1954 estimate | 1955 estimate 
Summary of Personal Services 
Total number of permanent positions___...................--- 561 562 544 
Full-time equivalent of all other positions...._.............--- 6 5 5 
Average number of all employees_-.........-.------------.--- 508 529 513 
Average salaries and grades: 
General schedule grades: 
GS-6.0 GS8-5.9 GS-5.8 
Cra‘ts, protective, and custodial grades: 
$3, 421 $3, 437 $3. 437 
Personal service obligations: 
$2, 578, 789 $2, 816, 244 $2,715, 914 
i ee 28, 735 22, 220 22, 220 
Regular pay in excess of 52-week base ___.............-.--- 7, 359 6, 973 6, 803 
Total personal service obligations. -_-._.............-..--- 2, 627, 607 2, 857, 000 2, 756, 500 
Direct Obligations 
2, 517, 207 2, 512, 000 2, 411, 500 
133, 768 168, 300 66, 000 
03 Transportation of things..................--- 38, 009 34, 200 29, 900 
04 Communication services-_--.............---.-- 24, 995 185, 400 193, 300 
05 Rents and utility services..._.............--- 69, 984 72, 500 72, 500 
06 Printing and reproduction---............-.-- 75, 356 83, 400 82, 400 
07 Other contractual services... -..........-....--- 39, 005 53, 400 51, 200 
Purchase of vital records transcripts 166, 825 170, 000 170, 000 
08 Supplies and materials... -................--... 53, 833 62, 900 61, 300 
39, 584 44, 600 37, 
11 Grants, subsidies, and contributions.....___- 13, 000, 000 10, 135, 000 11, 760, 000 
13. Refunds, awards, and 
3, 329 3, 300 3, 300 
Patel 16, 161, 942 13, 525, 000 15, 039, 000 
Obligations Payable Out of Reimbursements From Other Accounts 
110, 400 345, 000 345, 
05 Rents and utility services_______- 34, 510 32, 400 32, 400 
06 Printing and reproduction 3, 310 2, 100 2, 100 
1, 881 1, 700 1, 700 
Total obligations puyable out of reimbursements trém 
150, 818 381, 200 381, 200 
Obligations incurred 16, 312, 760 13, 906, 200 15, 420, 200 
Analysis of erpenditures 
1953 actual | 1954 estimate | 1955 estimate 
Unliquidated obligations, start of year__...................--- $300, 470 $279, 082 $314, 082 
Obligations incurred during the year... _................-...--- 16, 312, 760 13, 906, 200 15, 420, 200 
16, 613, 230 14, 185, 282 15, 734, 282 
uct: 
Adjustment in obligations of prior years 
150, 818 381, 200 381, 200 
Obligated balance carried to certified claims account 
Inliquidated obligations, end of year__..................-- 279, 082 | 314, 082 293, 082 
16, 152, 019 13, 490, 000 15, 060, 000 
Expenditures are distributed as follows: i 
Out of cumpemt eutinorieations... ..............-.-.--...5.-- 15, 919, 545 13, 250, 000 14, 820, 000 
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Mr. Bussey. The committee will come to order. 
The first budget request we have for consideration this morning is 
“Assistance to States, general.” 


GENERAL STATEMENT 


Dr. Haldeman, we will insert your prepared statement in the record 
and then will appreciate it if you would make an explanation to the 
committee from the charts which you have brought along. 


STATEMENT OF Dr. JACK C. HALDEMAN, ASSISTANT CHIEF, BurREAU OF STATE 
SERVICES 


Mr. Chairman and members of the committee, this appropriation provides 
funds for a variety of public health activities not covered in other more special- 
ized appropriations. It is the purpose of this appropriation to bring to the 
people of this country the fruits of research and to develop, extend, and support 
the modern public health techniques which will lead to the application of proven 
procedures in State and local health departments. 

There is a great deal that we know of the nature of diseases, the conditions 
which cause them, and the preventive measures which can be instituted on a com- 
munitywide basis to prevent or curtail their serious effects on the population. 
Unless this knowledge is applied, however, much of the potential benefit of re- 
search and investigation is lost. 

This appropriation is divided into two parts: 

1. Grants to assist in the financing of basic health services provided by State 
and local health departments ; 

2. Direct operations of the Public Health Service designed to expedite the 
rapid translation of findings of research and investigations into active com- 
munity health programs through: 

(a) Technical assistance to States in the form of chronic disease studies, 
training, and consultation ; 

(bd) Vital statistics services; and 

(c) International health activities. 


GRANTS TO STATES 


The largest item in this appropriation is the one relating to grants to States 
for general health work. 

Before speaking of the general health grants included in this appropriation, 
it would be well to look at the total picture of grants-in-aid to States for public 
health services administered through the Public Health Service. The level of 
these grants for fiscal year 1953 was $32,552,000. Reductions in the current 
fiscal year appropriations brought this total figure down to $22,626,500, or a 
reduction of 30.4 percent below 1953. The timing of this reduction was such 
that very few of the 44 State legislatures which met in the spring of 1953 could 
take the reductions of Federal funds into consideration in determining the level 
of State appropriations for public health. States, therefore, did not have an 
adequate opportunity to make orderly adjustments in their programs. Con- 
sequently there have been serious reductions in the services and activities of 
State and local health departments throughout most of the United States. 

Many States, for example, have reported substantially reduced aid to local 
health units for the provision of essential and basic local public-health services. 
Many others have reported substantial curtailment of tuberculosis casefinding 
activity and discontinuance of one or more mobile X-ray units. Most States 
have reported very drastic reductions in the training of personnel for more 
effective and efficient public-health work. The sanitation programs in many 
States have been curtailed through reduced activity in such basic services as 
insuring safe water supplies and adequate sewage disposal systems. Many 
States have found it necessary to reduce the kinds and volume of laboratory 
services which they have previously been making available to private physicians 
and local public-health departments in the diagnosis of disease. 

In summary, 31 States have reported that the total amount of funds available 
from State appropriations and Public Health Service grants combined are less 
in 1954 than they were in 1953. Even in those few States in which the total 
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amount of combined funds is greater in 1954 than in 1953, most of the State 
increases were earmarked by the legislatures for specific and limited types of 
public-health activities and therefore, are not available to offset Federal grant 
reductions as the State health officer might determine to be most advantageous 
in continuing a well-rounded public-health program. 

The total grants to States for public-health services contained in this and 
other Public Health Service appropriations for fiscal year 1955 is $20 million, 
a reduetion of about 11.6 percent below the amount for the current fiscal year 
of 1954. One reason why more severe reductions should not be made below 
the 1954 level is that only 15 States will have regularly scheduled legislative 
sessions in the spring of 1955 which would enable them to appropriate funds 
for public-health services. Consequently, any significant reductions in Federal 
grants to States for fiscal year 1955 would further reduce the level of State and 
local public-health activity without adequate opportunity for States to offset 
these losses through increased State appropriations. An additional reason is 
that the Commission on Intergovernmental Relations is currently studying the 
role of the Federal Government with respect to Federal grants-in-aid and the 
redistribution of tax resources. It would not appear to be timely for the 
Federal Government either to reduce or increase substantially the level of 
Federal grants-in-aid for health until such time as this Commission has had 
an opportunity to study and report its findings and for the executive and legis- 
lative branches of Government to consider such recommendations carefully. 

Within this overall total of $20 million for grants to States included in the 
1955 appropriations for the Public Health Service, however, some shifts have 
been made in the amounts of money being requested for various programs. 
Grants for community mental health services, for cancer control activities, and 
for heart disease control activities have been maintained at the 1954 level. 
Grants for venereal disease control have been eliminated and grants for tuber- 
culosis control have been reduced below the 1954 level. On the other hand, 
the amount of grants for general public health purposes contained in this appro- 
priation have been raised above the 1954 level to a total of $11,760,000, or an 
increase of $1,625,000. It is, however, a decrease of $1,240,000 below the 1953 
appropriation for grants. 

This adjustment has been made because funds under the general health grant 
can be used more flexibly by State health officers to support public health 
activities having the highest priority in their States. In some States these 
funds will be used in partial support of venereal disease and tuberculosis con- 
trol activities if these programs are of greatest public health significance in 
those particular States and Federal and State funds specifically appropriated 
for this purpose are inadequate. In many States, the increases will be used to 
counteract the reduction in program activity in the fields of local health service, 
laboratory service, sanitation, or any other program which may have been cur- 
tailed by virtue of fiscal year 1954 reductions below the safe level of publie 
health protection. 

The funds in the general health grant are the source of Federal support which 
assists States and localities to provide the very basic types of public health 
service to their populations—such services as health education, public health 
nursing, sanitation, laboratory service, communicable-disease control, immuniza- 
tion, and other services which continue to make such a contribution toward the 
reductions in illnesses and prolongation of life which has characterized the 
recent decades in our history. 

These are also the activities which form the hard core of services necessary in 
any mobilization effort. They not only enable us to move forward in public 
health protection but also hold the line against a deterioration of public health 
protection. Only through continued action and surveillance can gains which 
have been made to date be protected for future generations. 

The status of the health of the people of the United States is a matter of 
paramount Federal concern. No asset which the United States possesses is of 
greater importance than the health and well-being of its people. This is true not 
only from the humanitarian point of view but also because only a population with 
maximum good health can economically and adequately man our industries, 
farms, and military services. Only through the prevention of disabling illness 
can the costs of medical care and hospitalization and of welfare payments to 
physically incapacitated individuals and their families be materially lessened. 
Both of these types of costs constitute a much heavier drain upon the Treasury 
of the United States than do the costs of preventive measures which can be 
instituted to prevent or minimize their effects. 
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To say that the Federal Government has an obligation to help provide public- 
health protection to the people of the United States, however, is not to say 
that the Federal Government itself must directly provide and administer such 
preventive services. Through the mechanism of grants to States the Federal 
Government can and does discharge part of its responsibility while at the same 
time taking full advantage of the State and local units of government which 
are close and resnonsive to the particular needs of the people whom they serve. 
As the State and Territorial Health Officers Association, in its meeting in Novem- 
ber 1953, affirmed, ‘Federal grants-in-aid provide a democratic substitute for 
direct national action in the field of health; they prevent centralization and 
progressively strengthen the health programs of States and localities.” 

The job of protecting public health is, therefore, a partnership of the Federal 
Government, the State governments, and the local units of government. Only 
when all three members of this partnership contribute their full share of re- 
sources to the total effort can this country achieve the kind of public-health 
protection for the people to which they are entitled and which our modern scien- 
tifie knowledge makes possible. 


TECHNICAL ASSISTANCE TO STATES 


Technical assistance to States involves several steps in the field of direct 
Federal activity which are necessary to put research findings into operation 
at the community level. These steps are demonstrations, training, and consulta- 
tion. The first of these steps (demonstrations) begins with the pilot-plant 
operation which has as its purpose the development and perfection of the 
techniques of community application of research findings. Through such demon- 
strations are developed the procedures, staffing community organization, flow 
of work, and professional relationships essential to the smooth functioning of 
anew program. This type of demonstration activity is provided in this appropri- 
ation under the chronic-disease studies in the technical-assistance item. 


CHRONIC-DISEASE STUDIES 


Chronic diseases represent the most extensive and costly public-health prob- 
lem in the United States today. Conservative estimates indicate that some 
34 million people suffer the effects of some kind of chronic disease, and the 
number will grow as our population continues to age. No estimates are availa- 
ble as to the total cost of chronic illness, but the disability and invalidism 
which it imposes, the dependency which so often results, and the family dislo- 
eation which is an all too frequent consequence, would reach very large pro- 
portions if we could place a dollar value on them. Prevention of chronic 
disease and of the disability which it usually causes is, therefore, of great 
national interest. 

Development of knowledge and the application of this knowledge to specifie 
public-health situations are of primary concern to the Publie Health Service 
and to State and local health agencies and provide the basis for the activities 
under this appropriation. In some of the more prevalent chronic diseases, 
there is sufficient understanding of disease processes to prevent—at the very 
least—serious disability. Through early case finding and the application of 
the knowledge at hand, prevention in this sense can be achieved and impairments 
alleviated or averted entirely. 

With funds provided by this appropriation, the Service, therefore, is con- 
ducting additional research in case-finding techniques which can be given mass 
application, and is collecting basic data which can be used in developing and 
validating more effective diagnostic techniques. Attention is also being given 
to the practical application of specific public-health measures based on these 
techniques which can be incorporated in State and local chronic-disease pro- 
grams. Chronic-disease studies will also be carried on in the field of diabetes, 
a disease which affects about 2 million people, half of whom do not know 
they have the disease. 


TRAINING 


The second step in the translation of research findings into active community 
public-health programs is the training of personnel. Each new research dis- 
covery which has public health application introduces anew the problem of 
training public health personnel in its use and application. In addition to 
training for new techniques, there is much training, both of an inservice and an 


= 
it 
d 
r 
Vv 
1 
t j 
=] 
q 
¢ 


70 


academic nature, that must continue in order to qualify existing and new State, 
local, and Public Health Service personnel for the most effective and economical 
performance of their duties in continuing health programs. It is for these 
purposes that funds for training are included in this appropriation. 

The nationwide shortage of adequately trained health officers, nurses, sanitar- 
ians, and other personnel continues. Although academic instruction is avail- 
able in schools of public health, they do not usually provide the essential field 
training in actual public-health practices. The facilities in most of the States 
are either inadequate or nonexistent because of insufficient demand within in- 
dividual States to warrant training establishments for their needs alone. 

The Public Health Service operates field or regional training facilities in 
cooperation with universities and State and local health agencies. These train- 
ing centers are located in Atlanta, Ga.; Amherst, Mass,; Denver, Colo.; Pitts- 
burgh, Pa.; and Yonkers, N. Y. During 1953, 118 training courses were conducted 
at these regional training centers which provided field training to 2,337 public 
health workers for a total of 18,165 trainee days. In addition, training officers 
are placed on temporary assignments in selected States to assist in developing 
and improving State public-health programs. As a result of such assignments, 
15 States are now conducting their own statewide inservice training programs 
and 7 more are in the process of organizing active training programs. Training 
in various phases of specialized sanitation services is also carried on by the 
Enviromental Health Center in Cincinnati. 


CONSULTATIVE SERVICES 


The third step in translating research findings into public-health operation is 
through consultation. Such consultation takes the form of bringing to the 
State officials’ attention new and improved techniques of operation and at the 
same time permits them to retain independence of action. It serves as a channel 
of exchanging information on good practices from one State to another, and of 
assisting in the evaluation of the progress being made toward the accomplishment 
of national aims for the improvement of health. These activities are carried 
out by personnel located principally in the regional offices. 

It is our firm belief that responsibility for public health program administration 
should be placed as close to the people as possible. This, we believe, is true not 
only of those programs which are exclusively of State and local concern but also 
of those public-health programs which deal with the solution of health nroblems 
of nationwide concern and significance. It is for this reason that the Public 
Health Service operates on the basic premise of strengthening and assisting 
the States, and, through them, the local units of government in improving their 
public-health operations. Within this context, then, consultation by qualified 
Public Health Service personnel is made available to help the States plan, 
operate, and evaluate the public-health programs which they conduct. 


VITAL STATISTICS 


Another essential element in the process of translating research findings into 
community public-health operations is nationwide, as well as comparable State 
and local, data on the number and nature of those vital occurrences which affect 
the health of the people. These activities—the collection and analysis of data 
pertaining to births, deaths, and communicable diseases—are carried out by the 
national office of vital statistics. 

Vital statistics have a twofold function in the management of health. First, 
they help the medical investigator to identify and understand his problem. 
Intuitive genius has made enormous contributions to our knowledge of health 
and medicine, but it is seldom stimulated and never proven without quantitative 
evidence. The number of elements that affect the behavior of the human body 
is so great that we can never generalize a conclusion until it can be demonstrated 
by averages, rates, and the measurement of probabilities in a great number of 
cases. 

The second function of vital statistics is that of guiding the administration of 
prevention and curative measures. We cannot see a medicine cure an illness 
or a sewage system prevent infection. Only experience reduced to statistics 
provides the key which is essential to program planning, execution, and evalua- 
tion. 

These same statistics also have similar functions in the management of many 
other human problems. For example, the historical statistics on births by sex and 
deaths by age are indispensable to estimates of the manpower yields of selective 
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service plans. Local, State, and national projections of school populations stem 
from vital statistics, and so do estimates of social or commercial insurance lia- 
bility. Current vital statistics are also essential to marketing forecasts for 
producers of many kinds of consumer s.ipplies. 

In vital statistics, the Public Health Service provides a direct Federal serv- 
ice. State and local health agencies collect the certificates and other returns 
which are the sources of our vital data. The Federal Government produces the 
national statistics which provide reliable comparisons from county to county, 
State to State, or between our own conditions and those in other countries. 
Since 1947 the amount of funds available for our vital statistics operations have 
remained at approximately the same level. At the same time the costs of opera- 
tion—salaries, tabulating cards, printing, supplies—have all risen sharply. 
Likewise the number of births has increased greatly during this period, adding 
millions of certificates to the coding and tabulating process. All possible econ- 
omies of operation have been introduced, even to the point of postponing proc- 
essing of essential tabulations and reducing radically the amount of detail in the 
routine birth statistics for 1951 and 1952. 

The work plan for 1955 that underlies this budget contemplates a return to 
fully detailed final statistics for the births and deaths of 1953. This is con- 
sidered absolutely essential because the long-term need for detail cannot be 
ignored indefinitely. In order to accomplish this one objective within the funds 
provided in this appropriation, the existing backlog of work will continue and 
other phases of the vital statistics activity must continue to be postponed and 
further delayed. It will also be necessary to reduce the content of statistics for 
deaths as well as for births in 1954 and 1955. 


INTERNATIONAL HEALTH 


The Division of International Health, which is the focal point within the Pub- 
lic Health Service for Service participation in international health programs, has 
as its principal objectives and responsibilities: (1) The development and presen- 
tation of the United States position on international health matters, the coor- 
dination of technical work involved in fulfilling United States commitments, and 
provision of United States representation at international conferences and meet- 
ings on health matters; (2) serves as a clearinghouse within the Federal Govern- 
ment for information on health conditions and needs in other countries, and on 
public health activities planned or conducted under multilateral and bilateral 
agencies and private foundations; (3) the development, review, and evaluation 
of bilateral health programs, and provision of personnel and technical guidance 
for health activities of overseas missions; and (4) the administration of pro- 
grams for training foreign health personnel in the United States. 

The work done by the Division in connection with furnishing personnel for tech- 
nical direction of the public health divisions of overseas missions and the pro- 
graming for foreign trainees sponsored by the Foreign Operations Administra- 
tion, is financed by funds supplied by that agency. The funds requested in this 
appropriation represent approximately 25 percent of the administrative cost of 
the Division and are specifically required (1) to finance the direct responsibil- 
ities of the Public Health Service in technical liaison and representation with 
the World Health Organization, the Pan American Sanitary Bureau, and re- 
lated agencies; (2) to assist the Department of State in the development of 
United States position on international health matters; (3) to serve as a 
clearinghouse for information on health conditions and needs in other coun- 
tries; and (4) to cooperate with international agencies, foreign governments, 
nongovernmental bodies, and individuals in the administration of training pro- 
grams for foreign health personnel not sponsored by Federal agencies. 


Dr. Hatpeman. Thank you, Mr. Chairman. 

The appropriation “Assistance to States, general,” provides funds 
for a variety of activities which have as their objective the provision 
of the best possible community health services. These objectives are 
carried out through (1) grants to assist in financing basic State and 
local health services; and (2) direct operations to assist in translating 
research findings into community health programs, through technical 


assistance which consists of chronic disease studies, training of State 
and local health personnel and consultative services and through vital 
statistics services and international health activities. 
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CONTROL GRANTS 


Before speaking about the general health grants contained in this 
apprporiation, I would like to speak briefly of the total picture of 
control grants administered by the Public Health Service. 

These grants, in addition to the general health prants, include grants 
for venereal-disease control, tuberculosis control, mental health, can- 
cer, and heart activities, as well as our special grant for Alaska. 

The 1953 appropriation contained a total of approximately $32,- 
- 600,000 for these activities. In the current fiscal year, 1954, the total 
appropriation amounts to $22,600,000, or a reduction of approximately 
30 percent. The fiscal year 1955 request which you are considering 
contains a total of $20 million, or a further reduction of 11.6 percent. 
However, within the total scope of these control programs, certain 
adjustments have been made. The total for the mental health, cancer, 
heart, and special Alaska grants contained in our 1955 request is at 
the same level as in the fiscal year 1954 appropriation. However, 
grants for tuberculosis have been reduced from $4,275,000 to $2 million, 
and grants to States for venereal disease control activities have been 
eliminated. Grants for general health, however, have been increased 
from $10,135,000 in fiscal year 1954 to $11,760,000 in the 1955 request— 
an increase of $1,625,000 over fiscal year 1954. This is, however, 
$1,240,000 below the level of general health grants in 1953. 

This adjustment has been made because the general health grants 
are more flexible in the manner in which they can be used by State 
health departments for programs of highest priority. They will be 
used in some instances for venereal disease ak tuberculosis activities, 
where those programs in a State have high priority and where there 
are not sufficient funds from other sources to support these programs. 

General health grants for the basic public health activities form 
the backbone of the organization of State and local health department 
activities. These basic activities serve as a framework to which can 
be added specialized programs such as venereal disease control, tuber- 
culosis control, mental health, child health and other specialized 
activities as local circumstances warrant. They also serve as a frame- 
work around which emergency health and sanitation services are built. 


TECHNICAL ASSISTANCE 


Our technical assistance activities include several steps of direct 
Federal operation which have as their objective the more rapid trans- 
lation of knowledge into actual community practice. There is always 
a lag between the development of new knowledge or basic research 
and the time when it is applied and reaches people in active com- 
munity health programs. These activities of technical assistance are 
designed to decrease this time lag to the greatest possible degree. The 
steps in our technical assistance activities are By applied ressarch 


(2) demonstration or pilot plant operations; (3) training activities; 
and (4) consultation. 

The first two steps, applied research and demonstration, contained 
in this appropriation are for chronic disease activities. Chronic 
diseases today constitute our most costly public health problem. It has 
been estimated that there are at least 34 million people suffering from 
some form of chronic disease today. This number will increase as our 
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population increases. In addition, it is estimated there are public 
expenditures of over $1.5 billion a year for hospital and medical 
services associated with chronic diseases. There is an additional $1.5 
billion a year spent in cash benefits for persons suffering from chronic 
diseases. 

An example of our current chronic disease activities is the study and 
prevention of diabetes. This study is being conducted PRATT 
with the Children’s Bureau, a State health department, a local health 
department, a university, a State hospital and various specialist 
yroups. It has been estimated that there are over 2,400,000 diabetics 
in the United States today, and that 100,000 new cases are occurring 
each year. 

Through the study of case histories and clinical research, it has been 
suggested that there is a possible association between the development 
of a high-blood sugar level in pregnant women, and the number of 
miscarriages and stillbirths and the dccurrence of diabetes in the off- 
spring. Soa “roan solution of the diabetic problem is suggested on 
the following hypothesis: That the early detection of high-blood sugar 
in pregnant mothers, plus diet and insulin therapy will relieve the 
strain on the pancreas of mother and child, and thereby reduce the 
number of stillbirths and also reduce the number of cases of diabetes 
in mother and child. 

To me the really exciting possibility of this study, if the hypothesis 
proves correct, is that we will have found a method of preventing 
diabetes before the child is born. If the hypothesis proves correct, 
we will then follow the usual pattern of demonstration, in order to 
develop an acceptable method of community application; of training 
— in the technique; and of consultation. 

The third step is the translation of knowledge to active community 
practice and training. 

Each new activity which has public health application brings up 
anew the problem of training State and local health personnel in its 
application and use. In addition, there is much training that must 
be carried on to qualify existing personnel for the most effective and 
economical performance of their duties in continuing health problems. 
Many States cannot economically support a field-training program for 
the use of one State alone. An example of this is housing and insect 
and rodent control, training activities. 

Activities under this appropriation are carried out largely in the 
Communicable Disease Center in Atlanta, in the Sanitary Engineering 
Center in Cincinnati and in five small field-training centers located 
throughout the country. In addition, we have a few training officers 
assigned to individual States for a limited period of time to assist the 
States in developing and improving their own training courses. 

The fourth step in the translation of knowledge into practice is con- 
sultation. Through consultation, we are able to bring to the State and 
local health departments knowledge of research and investigations oc- 
curring not only outside the Public Health Service, but also the results 
of our own private studies and demonstration. For instance, if a State 
or local community is planning a diabetes-detection program, we are 
able to make available, for a week or two to get the program going, the 
services of a team experienced in setting up community programs in 
diabetes control. 
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VITAL STATISTICS 


Another activity supported by this appropriation is the service of 
the National Office of Vital Statistics. The National Office of Vital 
Statistics is responsible for the collection and analysis of data re- 
lating to births, deaths, and communicable diseases. National vital 
statistics are a valuable tool in both research and program planning. 
They are used not only by individuals, universities, and private and 
public agencies in the field of public health and medicine, but are also 
used by groups in social science and in business. Examples in the field 
of medicine and public health include the measurement of the problem 
of communicable diseases such as polio, psittacosis, and rabies; of 
chronic diseases such as diabetes, heart, or cancer, and in the field of 
sanitation from the standpoint of how often waterborne outbreaks are 
causing morbidity. 

They also measure the progress made in our various public-health 
programs, such as cancer control, tuberculosis control, or accident 
prevention—from the standpoint of highway accidents, or accidents 
to children, or household accidents. They are also used in deter- 
mining life expectancy and the incidence of illness, 

Vital statistics are also used as a basis for social action in deter- 
mining need for schools and for hospitals; in forecasting the avail- 
able manpower for industry and for military purposes; or in fore- 
casting costs of social security and education. 

Business uses vital statistics in determining markets for infant 
necessities, medicines and drugs, household equipment, and the like; 
in determining trends in insurance risks, both for life insurance and 
for health insurance; and in making long-term forecasts of housing 
needs and food needs. 

Since 1947, when the National Office of Vital Statistics was trans- 
ferred to the Public Health Service from the Bureau of the Census, 
the budget has stayed approximately the same. At the same time, 
the cost of doing business, both in salaries, and supplies and equip- 
ment, has increased tremendously. Morbidity-reporting activities 
have also been transferred to NOVS, and the number of births has 
increased—which has increased the cost of tabulating vital statistics. 
This has resulted, particularly in recent years, in a considerable cur- 
tailment of the activities of the National Office of Vital Statistics. 

I will be happy to attempt to answer any questions. 


BUDGET REQUEST 


Mr. Bussey. Dr. Haldeman, the request for fiscal 1955 is $15,- 
039,000; in other words, an increase of $1,789,000 over last year’s 
appropriation. 

Dr. Hatpeman. That is correct. 

Mr. Bussey. The significant changes are the increases of $1,625,000 
for grants to States and $120,000 to cover the cost of the international 
health activity transferred from the Surgeon General’s Office. 

Dr. Hatpeman. That is correct. Taking into consideration the 
$120,000 transferred from the Office of the Surgeon General, the 
request contains a total increase of $1,514,000, of which there is an 
increase requested of $1,625.000 in our grant item and a reduction of 
$111,000 in our direct operations over fiscal year 1954. 
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TECHNICAL ASSISTANCE TO STATES 


Mr. Bussey. Referring to your statement at the bottom of page 6 
under the heading “Technical assistance to States,” what other appro- 
priations are there in the Public Health Service for technical assistance 
to States? 

Dr. Hatpeman. Mr. Chairman, the technical assistance activities 
are contained in a number of appropriations to the Public Health 
Service. These include appropriation for “Assistance to States, 
general”; “Control of venereal diseases”; “Control of tuberculosis” ; 
“Control of communicable diseases”; “Engineering, sanitation, and 
industrial hygiene”; the special appropriation for Alaska; as well as 
small amounts in the appropriations to the National Institutes of 
Health in heart, dental health, cancer, and mental health activities. 

Mr. Bussey. How much in total is included in the 1955 budget for 
the Public Health Service, and how many positions ? 

Mr. AckerMaN. In technical assistance, $13,866,235. 

Mr. Bussey. Could you supply for the record a table showing a 
breakdown of the total amount in dollars and also positions? 

Mr. AcKERMAN. Yes, sir; we have such a table. 

Dr. Hatpeman. I might say that represents a decrease over 1953 
from 2,009 positions in 1953 for certain activities in the Bureau of 
State Services, to 1,185 in 1955, or a reduction of 824 positions. 

Mr. Bussey. When you prepare the table for the record would you 
show 1953 and 1954 as well as the budget figures for 1955? 

Dr. Hatpeman. Yes, sir. 

(The information referred to follows :) 


. Cost of technical assistance to States 


1953 actual 1954 estimate 1255 estimate 


Appropriation title 
Position | J | Position Amount Position | Amount 


Assistance to States, general |. ____- | $3, 054, 641 7 $3, 165, 000 | 450 | $3, 059, 000 
Control of venereal diseases ?________| §2 2, 797, 850 | 366 2, 268, 500 | 259 | 1, 590, 000 
Control of tuberculosis ______. } 232 | 1,678, 722 68 | 680, 000 79 | 485, 000 
Contro! of communicable diseases ,118 | 5, 361, 676 | 2 4,559, 000 789 | 3, 997, 000 
Engineering, sanitation, and indus- } | | | 

trial hygiene * | 2, 789, 543 321 | 2, 252, 500 321 | 
Disease and sanitation investiga- | | 

tions and control, Territory of | | 

Alaska_ 120, 488 } 108, 000 | } 
Salaries and expenses, hospital con- | 

struction services § .... | 1,096, 174 | 772, 000 | | 658, 235 
Salaries, expenses, and grants, } 

National Cancer Institute. 349, 371 | 393, 000 | } 393, 000 
Mental health activities AE Eee 59 | 387, 050 | 59 397, 000 | 397, 000 
Salaries, expenses, grants, | 

National Heart Institute... _- | 57 | 337, 558 | 297, 000 | | 290, 000 


Dental health activities... 788, 139 | 706, 000 660, 000 


3, 282 | 18, 761, 212 | 2, 660 15, 598, 000 | 2,287 | 13, 866, 235 


2, 235, 000 


102, 000 


' Includes vital statistics activity (1953, 187 positions, $1,089,849; 1954, 186 positions, $1,286,000; 1955, 186 
positions, $1,295,500) . 

2 Includes grants of services and supplies for venereal disease control for comparability with 1955 budget 
(1953, $1,955,437; 1954, $1,523,500). 

3 Includes general disease—prevention and control activities (1953, 856 positions, $4,176,957; 1954, 737 
Positions, $3,484,000; 1955, 638 positions, $3,127,000); specific disease—prevention and control activities (1953, 
262 positions, $1,144,063; 1954, 195 positions, $1,035,000; 1955, 151 positions, $830,000); and general epidemic 
and disaster aid (1953, $40,656; 1954, $40,000; 1955, $10,000). ; 

4 Includes industrial hygiene (1953, 94 positions, $638,596; 1954, 78 positions, $550,000; 1955, 78 positions, 
$532,500); water supply and water pollution control (1953, 190 positions, $1,294,080; 1954, 120 positions, 
$903,500; 1955, 120 positions, $903,590); and general sanitation activities (1953, 132 positions, $856,867; 1954 
123 positions, $799,000; 1955, 123 positions, $799,000). 

4 Operations and technical services activities. 
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DIABETES PROGRAM 


Mr. Bussey. At the top of page 8 of your prepared statement 
where you say— 


Chronic disease studies will also be carried on in the field of diabetes, a 
disease which affects about 2 million people half of whom do not know they 
have the disease. 


at first blush that sounds a lot like the work of the National Institute 
of Arthritis and Metabolic Diseases. I have just been looking over 
this two and a half page statement regarding their work in that 
field, which we will put in the record at this point; is that where that 
activity belongs? 

(The statement referred to follows :) 


Drasetes RESEARCH NATIONAL INSTITUTE OF ARTHRITIS AND METABOLIC DISEASES 
EXTRAMURAL 


The field of diabetes offers many problems for research. Although insulin 
and/or diet may control certain cases, there are still large gaps in our knowl- 
edge concerning many aspects of the disease. Unsolved questions relate to the 
cause of the disease; the influence of heredity; biochemical and physiological 
changes in the body fluids and cells; the early recognition of the disease; the 
mode of action of insulin; the causes of the degenerative complications such as 
gangrene and cataracts of the eye. New methods are constantly being utilized 
or devised in the attack on these problems. It is possible to produce diabetes in 
experimental animals; radioactively labeled insulin and glucose are now avail- 
able; and refined chemical technics have been developed which enable a better 
study of the fate of sugars and fats in the body. 

Some examples of projects in this field being supported by the National In- 
stitute of Arthritis and Metabolic Diseases follow: 

The first measurements of the quantitative relation between a hormone and 
its metabolic effect upon a specific process have been achieved by investigators 
at the University of Pennsylvania in research supported by an NIAMD grant. 
They have developed and described methods for the preparation of radioactively 
labeled insulin, by means of which the insulin’s mechanism of action can be 
studied in the body, and have located in muscle tissue a site where the action 
of insulin may take place. 

Fructose, a sugar found in sweet fruits, has been found to be better utilized 
in the diabetic patient’s system than is glucose. Injection of fructose has been 
found to be of value in the treatment of patients in the initial phases of dia- 
betic acidosis, a severe complication of the disease. Comparison of the action 
of the fruit sugar, as compared with glucose, in both normal and diabetic 
patients, is producing further information about the intermediary metabolism of 
sugars. The work, conducted at Western Reserve University, under an NIAMD 
grant, is continuing. 

The degenerative complications of diabetes are being studied in dogs at the 
University of Chicago. <A total of 32 diabetic dogs have now survived from one 
to over 6 years; 84 percent of these animals have developed cataracts of the 
eyes and various other abnormalities have resulted from the diabetic process. 
Among these are coronary artery disease and various kidney lesions. A num- 
ber of procedures are being used to ascertain the mechanisms of the formation 
of the abnormalities and various substances are being tried in order to prevent 
their development. 

An investigator at the University of Cincinnati is studying methods for the 
detection of the patient who may later develop diabetes. One interesting out- 
come of this work is the discovery that there is a greater incidence of excessively 
large babies born to prediabetic mothers than by mothers who never become 
diabetic. A careful study of this group before and during development of 
diabetes promises to turn up new methods for early detection of the disease as 
well as the possibility of the discovery of the predisposing cause. 

Scientists at Western Reserve University working with diabetic rats have 
found that spontaneous recovery from diabetes may occur 12 to 18 months after 
the production of the disease. These investigators are attempting to determine 
the causes of this spontaneous cure with the hope that such findings may have 
a bearing on treatment of humans with the disease. 
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There remains much to be learned about the action of insulin on various 
sugars in the body. Investigators at the University of Southern California, 
using one of the most important sugars, glucose, which has been made radio- 
active, are studying in experimental animals, its distribution throughout the 
body and the effects of insulin on this. 

Research workers at the University of Iowa are studying the long-term effects 
of diabetes in humans. Approximately 200 diabetic children who have been 
under observation since the onset of the disease have been subjected to exhaus- 
tive chemical and clinical examinations at 6-month intervals. It is hoped most 
of these patients will be continued on this study for 30 or more years. In this 
manner a more complete knowledge of the complete life history of treated 
diabetes will be available. 

The mechanisms of formation of diabetic cataracts is being studied in animals 
at Western Reserve University in an attempt to find some substance which will 
protect against this serious complication. There is some evidence that the 
addition of certain amino acids (protein-building blocks) may offer protection 
against this form of blindness. 

Investigators at Johns Hopkins are studying human patients with diabetic 
eataracts in an attempt to discover whether certain hormones have to do with 
the formation. 

In fiscal year 1951, 10 diabetes research projects were supported by NIAMD 
for a total of $71,649. In fiscal year 1952, $91,826 was awarded for 16 projects, 
and in fiscal year 1953, 12 projects for $96,769. So far in fiscal year 1954, 23 
projects have been approved by the National Advisory Arthritis and Metabolic 
Diseases Council for a total of $172,669, and from requests on hand plus those 
estimated to be received, an additional $200,000 will be awarded for this 
purpose, making an estimated total of about $375,000 to be awarded from fiscal 
year 1954 research funds. This exceeds the total awarded for the combined three 
previous fiscal years. With more time for stimulation of interest, and develop- 
ment of research potential, it is estimated that this amount will be doubled 
in fiscal year 1955. 

In the traineeship program, 8 trainees in diabetes have been appointed to 
date, and estimates are from 8 to 10 additional for this fiseal year. This would 
amount to a total round figure of $60,000 for the training program in diabetes. 
Five research fellows in diabetes have been selected and 5 to 8 additional 
fellows are estimated, for a total of $45,000. 

In all three programs, therefore, the total amount awarded in the field of 
diabetes would approach half a million dollars. 


INTRAMURAL 


In addition there is an active program in diabetes research being carried on 
in the laboratories of the National Institute of Arthritis and Metabolic Diseases 
at Bethesda. 

Dr. Evelyn Anderson and coworkers have devised a biological method for the 
measurement of very small amounts (three one-millionths of a unit) of insulin 
in blood. This method is based on the observation that diabetic mice which 
have had their pituitary glands removed are extremely sensitive to insulin. 
In such animals, the injection of small amounts of blood containing normal 
amounts of insulin cause a drop in the blood sugar. The amount of the insulin 
in the blood can thus be measured quantitatively. With this method it should 
be possible to answer many fundamental questions concerning the cause of 
diabetes, the mode of action of insulin, the reason for resistance of some patients 
to insulin, ete. Clinical studies are in progress at the present time with diabetic 
patients on methods for measuring the hyperglycomic factor (an antagonist to 
insulin) in blood and on the influence of the fat and carbohydrate levels of the 
diet in the prevention of ketosis (which might lead to diabetic coma). 

In fiscal year 1951, $19,000, in fiscal year 1952, $31,800, and in fiscal year 1953, 
$48,000 was spent intramurally for the support of diabetes research. In fiscal 
year 1954 it is estimated that between $60,000 and $70,000 will be spent. 


Mr. Bussey. Why should this work be divided ? 

Dr. Hatpeman. There is a rather fundamental difference between 
the research being done at the National Institutes of Health and that 
being done in the Bureau of State Services. In the Bureau of State 
Services we are particularly interested in the field application of the 
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findings of more basic research. The studies that are being done under 
this appropriation are those that are not being carried out by the In- 
stitute and are of a type particularly suitable for work in coopera- 
tion with State and local health departments in the field application 
of research findings. 

Our Division of Chronic Diseases is the division in the Public 
Health Service that gives attention to chronic diseases on a very broad 
front. Many factors are common to various chronic diseases when 
it comes to field application, for instance, the training of individual 
yatients, whether diabetic, or cardiac, or arthritic, by State and local 
health departments. Such activities are carried on simultaneously 
for several programs, and our Division of Chronic Diseases tries to 
look at the whole field of chronic disease in its application to State 
and local health departments on a fairly broad base. 


or THE AGING 


Mr. Bussey. At the top of page 10 of the justifications you have a 
section on “Hygiene of the Aging.” In last year’s budget there were 
several transfers to the Secretary’s Office that I though were for the 
purpose of centralizing work aimed specifically at the problem of the 
aging; but this seems to indicate it is still scattered around over the 
Department. What can you say to enlighten the committee on that 
situation ¢ 

Dr. Hatpeman. Our activities on aging in the Division of Chronic 
Disease and Tuberculosis are very small. They are aimed directly 
at consultation with individuals in State and local health departments 
in the development of health department programs for meeting the 
needs of older people. There is no overlap with the activities in the 
Department. 

am not in a position to discuss the direct activities of the unit at 
the Department level. 

Mr. Rockeretter. Practically every constituent, and many of their 
divisions and bureaus, have direct dealing with problems of the aged, 
and the unit that was established in the Secretary’s Office is a coordi- 
nating unit and a unit which works with organized groups on aging 
throughout the country, to help provide them with background infor- 
mation of knowledge and facilities that the Department has as a 
whole. So it is not a competitive unit in any sense, or a duplicating 
unit: it is a coordinating unit. 


TRAINING CENTER ACTIVITIES 


_ Mr. Bussey. At the bottom of page 8 of your prepared statement, 
in the last paragraph you say : 

The Public Health Service operates field or regional training facilities in 
cooperation with universities and State and local health agencies. These train- 
ing centers are located in Atlanta, Ga.; Amherst, Mass.; Denver, Colo.; Pitts- 
burgh, Pa.; and Yonkers, N. Y. During 1953, 118 training courses were con- 
ducted at these regional training centers which provided field training to 2,337 
public health workers for a total of 18,165 trainee days. ’ 

Just what is this cooperative activity, Dr. Haldeman? What part 
does the Public Health Service assume responsibility for and what part 
do others assume responsibility for ? 
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Dr. Hatpeman. The New England training center located at Am- 
herst, Mass., for example, is conducted in cooperation with the Uni- 
versity of Massachusetts and the Massachusetts State Health Depart- 
ment. It provides training in a variety of activities for the New 
England area. The Public Health Service contributes a training 
officer, sometimes two; the university provides its usual physical facili- 
ties and assistance from various units of its staff in certain of the 
field aspects. Either the university or the State health department 
usually provide clerical assistants. The type of courses given covers 
a rather wide variety of subjects. I mentioned in my opening state- 
ment training in housing and in insect and rodent control. There is 
also training in the various fields of sanitation and biological evalua- 
tion of various types of wastes. It is a field training program prima- 
rily where people learn by doing rather than solely a classwork type of 
training. 

VITAL STATISTICS 


Mr. Bussey. On page 11 there are two statements regarding the 
work on vital statistics which I think need a little explanation. In 
the last sentence of the first paragraph you say : 

All possible economies of operation have been introduced, even to the point 


of postponing processing of essential tabulations and reducing radically the 
amount of detail in the routine birth statistics for 1951 and 1952. 


Then, skipping the first sentence, in the next paragraph you say: 


In order to accomplish this one objective within the funds provided in this 
appropriation, the existing backlog of work will continue and other phases of 
the vital statistics activity must continue to be postponed and further delayed. 
It will also be necessary to reduce the content of statistics for deaths as well 
as for births in 1954 and 1955. 

In the 1954 budget you received $200,000 more, or about 20 percent 
more, than you received in 1953. If I recall, when you were explain- 
ing the charts you made the statement that this appropriation ~ 
remained about the same. 

Dr. Hatpeman. Yes, Mr. Busbey, I did. The reason for the 
apparent increase in 1954 over 1953 relates to the provision regarding 
penalty mail. 

Mr. Ackerman. There is no change in the positions of NOVS. In 
1953 there are 187 positions and in 1954 there are 186. 

Mr. Bussey. To what does the penalty mail amount? 

Mr. AckerMAN. The penalty mail in 1954 amounted to $155,000. 

Mr. Bussey. For what are you using the other $45,000? 

Mr. AckerMAN. The difference in funds—I would have to check 
that statement, but the difference in funds is between $1,089,849 and 
$1,286,000. 

Mr. Bussey. I did not subtract it, but it is approximately $200,000. 
You might supply a statement for the record on that. 

Mr. AcKeRMAN. All right. 

(The requested statement follows :) 
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Explanation of increase in funds for National Office of Vital Statistics 


1953 actual $1, 089, 849 
1954 estimate 1, 286, 000 
Increase. 196, 151 

Personal services: Increase of the average employment for process- 
ing detailed statistics of births and deaths____-_---------------- 5, 300 


Travel: To conduct operations of the Public Health Conference on 

Records and Statistics, and initiate long-range measures for the 

eventual reduction of statistical processing costs by joint Federal- 

Communication services: Penalty mail costs pursuant to regulations 

prescribed by the Postmaster General under Public Law 286, 83d 


Rents and utility services: Increased cost of renting tabulating 


Printing and reproduction: The Vital Statistics in the United States 
for 1950 published in fiscal year 1954 totals nearly 400 pages more 
than the usual annual report because it relates vital and health 
statistics to the decennial enumerated population data of the 


Census used to complement registration data in vital statistics 


Equipment: Replacement of obsolete film readers and card-punch 

desks 6, 100 


PUBLICATIONS OF OFFICE OF VITAL STATISTICS 


Mr. Bussey. I note you made the statement you were not able 
adequately to do the primary job of reporting births and deaths 
and I have before me Lan a very sizable stack of publications that 
have been put out during the first 6 months of 1954. It seems to me 
if this publication activity was looked over with a view to cutting out 
that which is not necessary and eliminating the duplication, you would 
not have so much trouble meeting your primary job of reporting births 
and deaths. 

What do you have to say to that? 

Dr. Havpeman. The large item of cost in the National Office of 
Vital Statistics relates to the processing of the individual birth and 
death records. Once you have your cards punched and tabulated, the 
analysis of the data in a given fiscal year is not a large item in the 
budget. It is this processing of vital statistics which is a constant 
itemization of the number of deaths and the number of births that 
has us in this somewhat embarrassing situation. 

We have had to attack the problem of reducing the amount of time 
spent in the processing of this data. To that extent, we have had to 
go to a 50-percent sampling of births and have eliminated the coding 
for the place of residence on death certificates. Eliminating the 
coding for the place of residence does not permit us to give data 
reallocated back to the place of residence which will enable a town 
like Baltimore, for example, to adequately analyze that data. It 
does not give us good data refinements between rural and urban 
areas, because the place of either the birth or death in the majority 
of instances is in the urban area. So we are adjusting our schedule in 
terms of processing by annual statistics to bring them in line with our 


Other contractual services: Purchase of data from the Bureau of 


actual operating budget. In order to do this, we have had to drop 
many activities which we feel are very important. We have stopped 
our accident studies and a number of other studies. We have almost 
completely eliminated consultative services to States, which we feel 
is very important, because in this field uniformity State by State 
is very esential to good national statistics. , 


WEEKLY PRESS RELEASE 


Mr. Bussey. I have before me here a weekly press release on com- 
municable diseases and also, for the same week, the publication Mor- 
bidity and Mortality. The publication Morbidity and Mortality 
seems to carry practically the same data and information as is carried 
in the press release that is gotten out every week. I think there is a 
question as to why you need both of them. In dollars and cents it 
may be a small item; on the other hand, you seem to have enough of 
these small items to total a sizable sum at the end of a year. 

Why is it necessary to publish both of these? 

Dr. HatpeMan. I appreciate the point you make. The National 
Office of Vital Statistics has, I think, a dual function in this regard: 
First, it is obligated to get out promptly to State health officers the 
incidences of illness occurring  saprncane in those diseases in which 
epidemiologists and State health departments are vitally interested. 
Second, it also has a responsibility, I think, to the American public 
to make available national data. 

I think the only reason for having the two documents is that there 
are occasions when you wish to include a more detailed account or 
more technical account in information going to official State health 
agencies. 

Mr. Bussey. I am not singling out the Office of Vital Statistics 
particularly; I think it is true all through the Government that there 
are just too many people getting up data and information and re- 
ports and press releases to be published. While they are all nice 
and may all serve a certain purpose, in many cases I just do not think 
it is particularly justified on the basis of cost compared to value. 

Dr. Haupeman. May I speak to that to make just one further 
point? Last summer, as you will recall, the National Office of Vital 

tatistics collected data which was responsible for the national allo- 
cation of gamma globulin which, as you know, is a very scarce com- 
modity. In that instance, of course, we had both a public relations 
problem and a responsibility to the State health officers. That was 
the sort of situation I was referring to in regard to the necessity 
for having two publications. 

Mr. Bussey. I agree there may be good justification in certain 
instances, but I still feel publication activities can be reviewed and 
substantially curtailed without hurting any program. 


VITAL STATISTICS CONFERENCE 


Now you recently had a conference with the various States here 
to discuss vital statistics ? 

Dr. Hatpeman. Yes, sir. 

Mr. Bussey. Tell us briefly about that, please. 

Dr. Hatpeman. The annual Conference on Records and Vital 
Statistics—or, rather, it is every 2 years at the present time—is the 
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working group that the National Office of Vital Statistics utilizes 
in approaching problems of mutual interest. 

I might mention one thing that was discussed in some detail at 
this meeting, to give you an illustration—an attempt to reduce the 
cost of the tabulation of these vital statistics. We have been trying 
to encourage the States to prepare State punched cards in the field 
of birth statistics that can be utilized by the National Office of Vital 
Statistics in its tabulations. I won’t go into the problems involved 
unless you wish, but they are numerous. One of them is getting a 
uniform code and procedure to be used by the States. This year 
we hope to have several States prepunching cards which they will 
send to us. This will help us in making economies. That 1s one 
example of the activity of this annual working conference. 

They also take up all aspects of vital statistics; for instance, the 
manner in which causes of death are coded. For national statistics 
to be meaningful, there must be uniformity of interpretation. As I 
think I said in my earlier testimony, probably none of our areas 
in public health requires more consistency State by State in order 
for the national function to be carried out effectively. 

Mr. Bussey. How many States were represented at that conference ? 

Dr. Hatpeman. I can supply the answer for the record. 

Mr. Bussey. Approximately. 

Dr. Haupveman. I believe probably all States and perhaps most 
of the Territories. 


SOURCES OF MORBIDITY DATA 


Mr. Bussey. Now I have here a publication entitled “Sources of 
Morbidity Data.” It is quite a sizable abstract. From where did the 
funds come for this publication ? 

Dr. Haipeman. I cannot answer that question. I would assume 
the costs were borne out of an appropriation to the National Office 
of Vital Statistics. [After examination.] This publication was pre- 
pared by the staff of the Division of Public Health Methods. 

Mr. Bussey. Did that come out of Public Health funds, Dr. 
Scheele ¢ 

Dr. Scueete. I will have to check that; I do not know. We sus- 
pect this was paid for out of public-health-method funds which are 
part of the S. and E. in the Office of the Surgeon General. 

Mr. Bussey. Should not this be paid for out of funds of the Office 
of Vital Statistics? 

Dr. Scueete. It could be. 

Mr. Bussey. It seems so to me, anyway. 


“WHERE TO WRITE FOR BIRTH AND DEATH RECORDS” 


Now here is another publication entitled “Where to Write for Birth 
and Death Records.” It seems to me the place anybody would write 
for birth and death records would be to the county clerk, or some 
department of the city, if they live in a place like in Chicago. In 
Chicago, we have a Department of Vital Statistics. 

Dr. Hatpeman. Mr. Chairman, you are of course familiar with the 
needs for being able to prove where you are born, and to prove your 
age; so it is not a question, [ am sure, in your mind of the frequency 
with which this inquiry is made. I can only say that because of the 
frequency with which the National Office of Vital Statistics gets 
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inquiries and the amount of time it takes to handle that type of 
inquiry, we felt justified in having a document that we could simply 
send out in an envelope in answer to the inquiry. 

Mr. Bussey. How many inquiries did you have on this in fiscal 
year 1953? Youcan furnish that for the record. 

Dr. Hatpeman. I will be glad to supply that. 

(The information referred to follows :) 

In 1953 the National Office of Vital Statistics mailed 1,040 copies of this leaf- 


let to persons who requested that Office to send them certified copies of vital 
records. 


REPRINT OF HOUSE DOCUMENT 242 


Mr. Bussey. I notice that under date of October 28, 1953, you re- 
printed House Document No. 242. No doubt this is helpful, but I 
am trying to reconcile in my mind why you would be reprinting such 
a House document when you say you do not have enough funds for 
your primary work. The document is entitled “Measures Relating To 
Vital Records and Statistics.” 

Dr. Hatpeman. I am not familiar with the document. May I sup- 
answer for the record ? 

Mr. Bussey. I do not think if you are as short of funds as you claim, 
that this Department ought to be reprinting House documents. 


“UNIFORM DEFINITIONS OF MOTOR-VEHICLE ACCIDENTS” 


Mr. Bussey. Here is another document entitled “Uniform Defini- 

tions of Motor Vehicle Accidents.” It is quite extensive and goes into 

uite some detail on this subject. I am just going to read one item for 
the record entitled, “Flying or Falling Object” : 

If damage to a motor vehicle or injury to an occupant of a motor vehicle is 
caused by an object set in motion by another motor vehicle, the injury or damage 
is classified as a motor-vehicle accident. 

If damage to a motor vehicle or injury to an occupant of a motor vehicle is 
caused by an object set in motion by some force other than another motor vehicle, 
the accident shall not be classified as a motor-vehicle accident. This includes 
objects thrown through the window of a car; a falling tree, etc. Bee stings and 
other insect bites are similarly classified. 

However, if an occupant is struck by an object set in motion by some force 
other than that of another motor vehicle, and if, as a consequence, the vehicle 
becomes involved in an accident (car runs off the road or hits another vehicle, 
causing injury or property damage), the accident is classified as a motor-vehicle 
accident. Ifa driver receives a slight injury from a flying object and runs off the 
road, receiving fatal injuries, his death is classified as a motor-vehicle accident 
death. 

And so on through the pamphlet which is a 20-page booklet on 
motor-vehicle accidents. Again I raise the question why money is 
being spent for publications like that when you do not have funds to 
carry on your primary work. In addition to the cost of publication, 
it takes time for people to do the research and to write and compile 
a booklet like that. 

Dr. Hatpeman. Mr. Chairman, accidental deaths in the country cost 
more man-years of lives lost in terms of life expectancy than any 
other cause. One of the activities of the National Office of Vital 
Statistics has been cooperating in studies on causes of automobile 
accidents. In order to obtain adequate basic information, which can 
be used as a basis for program planning, it is necessary to have good 
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data regarding accidents as to where and how they are being caused 
and what the circumstances are, to be used as a basis in the develop- 
ment of community programs. 

In the course of our studies on accidental death due to motor-vehicle 
accidents, it is necessary to define your terms rather carefully for the 
use of the people doing the tabulations in order to have comparable 
data. This type of study is something that the National Office of 
Vital Statistics feels is a very important part of their activities. 

Mr. Bussey. You have 20 pages of extremely detailed definition just 
like the one I read entitled “Flying or Falling Object.” Do you really 
think that some local person who is charged with the responsibility 
of classifying accidents is going to refer to this booklet and find out 
how he is to classify it, rather than just using his common sense? 

Dr. Hatpeman. No, sir. The method of utilizing these definitions 
is somewhat as follows: The death certificate does not have sufficient 
information, really, to do an analysis of the circumstances surround- 
ing an accident, and a special questionnaire is sent back to the State 
for the State officials, including those responsible for highway safety, 
to fill out. From that questionnaire the data is then tabulated in 
accordance with the definitions outlined in that booklet. 

Mr. Bussey. Do not the various State departments have some kind 
of a form where they can check things off at the time of the accident, 
and which is filed away and can be used for that purpose ! 

Dr. Hatpeman. The purpose of the study is to determine the cir- 
cumstances surrounding the accident; in other words, what the rela- 
tionship is to blowouts, and the blowouts of which tire. 

Mr. Bussey. This question of publications is one that has been com- 
ing up year after year in this committee and frankly I do not see a 
great deal of progress being made in the Department to eliminate 
what I consider unnecessary publications. 

Now will you inform the committee just what has been the result 
of having published this document on motor vehicle accidents ? 

Dr. Hatpeman. The National Safety Council, which is the national 
group interested in highway accidents, has been looking to us to give 
them the basic data which they utilize as a basis for their national 
campaigns. Likewise, the data which we have analyzed has been used 
by various State and local official agencies in their highway safety 


ns 
r. Bussey. Do you have any proof of that? 

Dr. Hautpeman. I believe I could supply for the record the rela- 
tionship with the national association and a statement also of the ways 
in which the data is used by other agencies. 

Mr. Bussey. It is not that; I am not so much interested in that as 
I am in the results. What has been accomplished; what has been the 
result of this? Surely these associations like you to do these things 
as long as they get publications printed free of hori by some Depart- 
ment of the Government; but I wanted to know if there were any 
results. 


USE OF NOVS STATISTICS BY OTHER PUBLIC HEALTH DIVISIONS 


Are the statistics developed through the National Office of Vital 
Statistics being used fully by various programs of the Public Health 
Service ? 
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Dr. Havpeman. I think the answer to that is that the pressure from 
the operating divisions in the Public Health Service is always for 
better, finer breakdowns and for more data than the national office is 
able to furnish them. 

Mr. Bussey. But are they being fully used by the various programs 
in the Public Health Service ? 

Dr. Hatpeman. I think so. 

Mr. Bussey. Give us an example. 

Dr. Hatpeman. Well, as an example, the National Heart Institute 
is very desirous of our giving better information regarding the various 
classifications of heart disease in terms of age distribution, sex distri- 
bution, and geographic distribution. There are, for instance, only 
slightly over 2,000 deaths a year due 2 to rheumatic fever and 
they would like for us to obtain much more complete information re- 
garding deaths due to rheumatic fever, to be used as a basis for pro- 

am planning, than is possible from our present tabulations from the 

asic data we get. 

Mr. Bussey. Are there any other examples? 

Dr. Hatpeman. In our total area of morbidity reporting, we have 
a very real need from the standpoint of our Communicable Disease 
Center and others interested in communicable disease control to get 
much more complete reporting of communicable diseases. We have 
not been able to work with the States in the field of morbidity report- 
ing in the fashion that we have in mortality and birth reporting from 
the viewpoint of completeness of reporting on the diseases. 

Another example which I think is very important relates to infor- 
mation regarding causes of fatal deaths and early deaths among chil- 
dren. Our major gain in public health has been in preventing deaths 
in the age group from approximately 1 month up to 40 and 50 years. 
At the other end of the scale, the deaths of people due to chronic disease 
or deaths occurring in the late months of pregnancy and fetal deaths 
ure really areas which we in public health are going to have to give 
greater attention to in the future. 

One area in which there is a great deal of desire that we do addi- 
tional work is going back, somewhat in a similar fashion to what we 
have done in our highway accident studies, and finding out more of 
the factors that are present in these fetal deaths and early deaths in 
the first months, the circumstances surrounding the condition of the 
mother, and the condition of the fetus in the stillborn child. 

The more detailed information that we could obtain regarding the 
circumstances would give us the leads that the people need in order to 
begin to direct their program activities in a fashion which will do the 
most good, 

Another area is in relation to chronic diseases in terms of multiple 
causes of death. The single cause of death which we use is all right in 
the earlier years, but in the case of most folks who die in the later 
years death is due to a combination of causes. So doing an analysis 
simply of the first cause of death leaves us without a lot of desirable 
information needed for study and investigation. 

Mr. Bussey. What do the program people do in gathering statistics 
they are interested in? You mentioned the Heart Institute as an 
py ae Do not they gather some statistics, or do they rely entirely 
on you’ 
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Dr. Hatpeman. For mortality data, they utilize the National Office 
of Vital Statistics. 


STATISTICAL WORK OF OTHER PHS DIVISIONS 


Mr. Bussey. Dr. Scheele, what about the other statistics? Do not 
the various divisions of the Public Health Service do some gathering 
of statistics? 

Dr. Scurrte. Yes, sir, they do. The Cancer Institute, for example, 
has done an epidemiological study of cancer and has done an inci- 
dence study in 7 or 8 major cities, in part of the effort to determine 
what the actual number of cases of cancer at any one time might be, 
in order to measure their problem. This is done by the Cancer Insti- 
tute in this instance, because of their special interest in the problem, 
and because the National Office of Vital Statistics is just not set u 
to do that kind of operation. Their operation is much more built 
around a Federal-State-local chain of flow of vital data which come 
from the recorder in the county or State to the State Vital Records 
Office and then are assembled in the National Office in Washington. 
But the pinpointed study—— 

Mr. Bussey. That is what I am trying to get cleared up in my mind. 
Where is your line of demarcation between other branches of Public 
Health Service and the Bureau of Vital Statistics, and what do you 
do to be sure there is no duplication or overlapping of work? 

Dr. Scuee.e. We are very careful in this matter of watching out 
for overlapping and duplication. We are very conscious of the fact it 
could occur and we have controls through committee operation and 
central screening of those projects. 

The National Office of Vital Statistics does not have a broad enough 
staff, does not have certain kinds of specialists who are present in 
the National Institutes of Health. It is for that reason that it is more 
appropriate in our opinion to do some of these peepetnted, one-time 
studies that are not just matters of collecting weekly or monthly or 
annual data, but to do this in relation to the type of institute that has 
a special interest in contrast to the work of the National Office of Vital 
Statistics in the collection of data or the uniform reporting of causes 
of highway vehicle accidents. 

Mr. Bussey. It is your judgment, then, that it is better to do it that 
way rather than bringing it together under one head in the Office of 
Vital Statistics? 

Dr. Scurr.e. We believe it is more economical to do it the way we 
are doing it. We believe it is probably more efficient to do it the 
way we are doing it, than to centralize it. 

I do not mean to depreciate in any way the Director of our National 
Office of Vital Statistics and his ability, but there is a difference in the 
general focus, that office having to do with data collected from State 
registrars, county and State registrars, whereas these other problems 
are somewhat different. They are more in the nature of being a dif- 
ferent kind of research. 

Mr. Bussey. I am not going to take up the time of you gentlemen 
here this morning, or the time of the committee, to go through all of 
the various pamphlets that are here. Since two Assistant Secretaries 
are present this morning, I will say that I sincerely hope this field 
will be examined very carefully throughout the Department. I will 
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be most happy, if I am still on this committee next year, to have a 
report back that some progress has been made along this line. 

Mr. Rockeretter. You are speaking now of the publications and 
statistics, both ? ae 

Mr. Bussey. Principally the publications, because naturally I 
would have to leave it to the judgment of the Department as to which 
is the best way to gather these statistics. I was just trying to explore 
it to see what the situation was. 

Mr. Rocxeretter. I think the Secretary mentioned when she was 
here that there is a study under way relating to the whole question 
of Department publications and that she would make that available, 
and I think Mr. Fernandez asked that a copy be made available and 
she stated it would be done. 


INTERNATIONAL HEALTH ACTIVITIES 


Mr. Bussey. On the last page of your statement, Dr. Haldeman, 
you deal with your international health activities. There is $120,000 
for this activity in the appropriation request, but I notice you also 
expect to get $261,000 from other departments and agencies. 

Dr. HatpeMan. That is correct. 

Mr. Bussey. Why should not all of this come from FOA and the 
Department of State; why do we have this split up in two sums like 
this? 

Dr. Hatpeman. The reason for the direct appropriation is that it 
seems to be a well-established principle that the technical phases of 
our international activities are a direct responsibility of the appro- 
priate technical agencies subject to coordination in the executive 
branch by the Department of State. 

Now, for the activities which we carry out under the bilateral pro- 
grams conducted by the Foreign Operations Administration, we do 
get reimbursed. However, from the standpoint of our multilateral 
appropriations, like WHO and the Pan American Sanitary Organ- 
ization, we get a direct appropriation. This is a pattern which is 
similar, I think, to that in the other executive departments; for in- 
stance, the Department of the Treasury in connection with the vari- 
ous international monetary organizations; the Department of Com- 
merce in regard to international aviation organizations, and I think 
the Departments of Labor and Agriculture likewise. So it appears 
to be a common pattern. 


REASONS FOR TRANSFER 


Mr. Bussey. Why is this being transferred to this appropriation 
from the Surgeon General’s Office ? 

Dr. Hatpeman. It was transferred primarily because the Division 
of International Health has a responsibility for recruitment of State 
and local personnel for overseas assignments. The Bureau of State 
Services is the Bureau within the Public Health Service that is sensi- 
tive to the needs of State and local health departments. One of our 
objectives in recruiting for overseas assignments or assignments to 
these international health programs is to have the least possible dis- 
ruption of State and local ea th departments. We have taken it up 
with the State and Territorial Health Officers’ Association, and several 
States have worked out agreements where we deal directly with the 
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State. We do not go out and proselyte their personnel; but we have 
been able to convince the State health officers that they are a partner 
in our international-health activities. At least one State I know of 
has passed legislation which would permit amending their personnel 
practices to permit leaves of absence for public-health workers to go 
into international-health assignments and come back and retain their 
reemployment rights. 

The second principal reason is that the Division of International 
Health is responsible for advising on the program content of com- 
munity-health programs. The Bureau of State Services is the prin- 
cipal Bureau in the Public Health Service which is concerned with 
these community-health programs. That is why in my opening 
statement I referred to the overall objective of this appropriation 
being to assist in the more rapid translation of knowledge into active 
community-health programs. And I was referring, as you recall, 
to both our domestic and international-health programs. 


TYPE OF PERSONNEL SENT TO FOREIGN MISSIONS 


Mr. Bussey. As I recall, a great many Public Health Service com- 
missioned officers who have been identified with State health services 
have been sent to various countries on the point 4 program and other 
international programs. Is that not a fact? 

Dr. Hatpeman. I think many of them possibly held Inactive Reserve 
commissions, and I assume a number of them were Reserve officers 
who have been on active duty. 

Dr. Bussey. Do you have any statistics to show the number of per- 
sonnel sent overseas who were Reserve officers, active or inactive, in 
the ‘eeth Health Service Commissioned Corps, and those that are 
not 

Dr. Hatpoeman. Dr. Hyde, who is in charge of our international 
activities, is here, and perhaps he could speak to that point. 

Dr. Hype. A considerable number of officers are abroad at the mo- 
ment. There are approximately 150 officers abroad now. Approxi- 
mately one-third of them are commissioned officers in the regular 
corps; the other two-thirds are reserve officers. They are all paid 
from funds transferred from FOA, or are reimbursed to us. Some of 
the funds are transferred and some are reimbursed. 

Mr. Bussey. In your regular activities, do you have any task forces 
in foreign countries that are gathering statistics for your department 
or the World Health Organization or any other organization ? 

Dr. Hype. No, sir. The Public Health Service does not. There 
are, under FOA, health missions as part of the United States opera- 
tion in the Foreign Operations Administration in the countries, but 
their job is one of operations and advisory services and not the gather- 
in of statistics. 

r. Bussey. Then there are none of your employees gathering sta- 
tistics in these various countries so far as you know? 

Dr, Hatpeman. No, 

Dr. Scueetr. I believe Dr. Hyde is correct. They do not have a 
specific mission doing special studies of health problems in terms of 
incidence of disease or deaths. On the other hand, they do, I am sure, 
send back with their periodic reports the reports of the national health 
departments in which there may be statistics indicating what their 
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tuberculosis rates are and what their venereal disease rates are and 
malaria problems are. These are very important in the overall plan- 
ning of the programs in those countries. 

Mr. bussey. I did not have in mind the statistics that they receive 
from the various countries that they just transmit, but gathering sta- 
tistics themselves. 

Dr. Scurete. I don’t believe we have such programs. 

Dr. Hype. I would say that there are some personnel assigned to 
FOA that were recruited by the National Office of Vital Statistics for 
the FOA which are advising the governments on the collection of 
statistics in their own services. But in direct answer to your question, 
there is no one that I can think of that is actually collecting statistics 
in other countries. 

Mr. Bussey. Mr. Fogarty. 

Mr, FEeRNANDEz. I was going to ask, Mr. Chairman, may we have 
that Public Health grants-in-aid chart at the easel so we can look 
at it from time to time? 

Mr. Busser. Here in the committee room ? 

Mr. FEerNANveEz. Yes, sir. 

Mr. Bussey. It is all right with me. Can you spare it for a while? 

Dr. Hatpeman. Yes. 

Mr. Rocxeretter. Mr. Chairman, I would like to ask permission, 
in addition to that chart, to provide a chart which covers those same 
appropriations going back over the period of the last 10 years so the 
— perspective can be gained on it. 

Mr. Bussey. Fine; if you will. 

Mr. Focarty. Let’s have one that goes back to 1932. 


Mr. RocKEre.ter. Most of those programs do not go back—— 

Mr. Focartry. Whatever you have, since 1932—— 

Mr. Rockerrixer. Since 1936. Why do we not go back to when 
the program started ? 

Mr. Bussey. I think that would be a good idea. 

Mr. Foaarry. Yes. 

Mr. Fernanvez. Back to zero, in other words. 


BUDGET REQUEST 


Mr. Focarty. Doctor, you are asking for $15,039,000 for 1955? 

Dr. Hatpeman. That is correct, sir. 

Mr. Fogarry. You asked for $16,315,000 in 1954? 

Dr. Hatpeman. That is correct, sir. 

Mr. Focarry. There was appropriated $15,250,000. 

Dr. Hatpeman. That is correct, Mr. Fogarty. 

Mr. AckerMAN. Approximately $16,161,000 was obligated. 

Mr. Fogarry. You had available in 1953 $16,150,000 and you are 
asking for $15,039,000 for 1955. That is about $1,111,000 less than 
appropriated in 1953 ¢ 

r. HatpeMan. That is correct. 

Mr. Fogarty. Now, in the matter of positions, in 1954 you had 507 
and you are asking for 489 which is a decease of 18. The largest 
decrease is 17 positions in technical assistance to the States. 

Dr. Hatpeman. That is correct, sir; yes. sir. 

Mr. Focarry. Where will that reduction apply, to what type of 
personnel ? 
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Dr. Hatpeman. That reduction will apply largely to two activities : 
to our basic regional office staff and to our training activities, which 1 
referred to earlier. 

ae Foearty. Training activities? What are you doing in training 
this year? 

Dr Haupeman. As I indicated earlier, these activities are field 
training activities for State and local public-health workers which 
are carried out at Atlanta and Cincinnati and in our small field train- 
ing centers in the country. Our basic regional office staff consists of 
the regional medical director, regional engineer, regional public- 
health nurse in our present eight regional offices which the Public 
Health Service is staffin 

Mr. Foearry. But ran assistance to States is a very import- 
ant phase of this overall program, is it not? 

Dr. Havpeman. We feel it is very important. 

Mr. Focarry. Give me an example of just what you do in applied 
research. 

Dr. Havpeman. In our study activities under this appropriation 
we are only working in the field of chronic diseases. 

Mr. Fogarty. Tell me something about it. 


DIABETES CONTROL ACTIVITIES 


Dr. Hatpeman. Those activities are largely in the field of diabetes 
control. One example which I used was of the study which we have 
in the prevention of diabetes for which we have so much 7 
We likewise have developed a method which has somewhat. revolu- 
tionized mass case finding in diabetes through the development of what 
we call the clinitron. 

Mr. Focarry. What is that? 

Dr. Havpeman. The clinitron is a mechanical means of making a 
rapid test for the diagnosis of diabetes. Our difficulty in the past in 
applying diabetes detection on a mass basis has been not having a test 
which is economical or suited to mass application, such as the tests in 
diagnosis of syphilis. This has permitted a more economical case- 
finding operation in this particular field. In the field of diabetes 
control we also have given demonstrations in community applica- 
tion of mass-case finding. We are doing more, a little more, basic 
studies in terms of trying to further improve diagnostic tests. 
Through our studies we have also been able to get a better under- 
standing of what the epidemiology of diabetes is. For example, in 
our Oxford study, which we originally did in 1947, we were able to 
go back after 5 or 6 years and find that a sizable percent—I believe 
about 15 percent—of those people with somewhat elevated blood sugar 
levels, but who did not have diabetes, have now developed diabetes. 
This indicates that we should always watch the prediabetic more. 

Mr. Focarry. Did you say there are about 100,000 new cases of 
diabetes a year? 

Dr. Hatpeman. That is an estimate—that there are 100,000 new 
cases developing each year. 

Mr. Fogarty. Since the discovery of insulin and the use of insulin, 
has the death rate caused by diabetes gone down? 

Dr. Hatpeman. The death rate caused by diabetes has gone down. 
It still, however, accounts for approximately 25,000 deaths a year 
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and since it is a cause of death in the older age groups, the actual 
number of deaths is increasing. But the results of diabetes are not 
just those that die in the acute phases of diabetes. The diabetic de- 
velops arteriosclerosis and other: 

Mr. Foearry. Earlier than usual. 

Dr. Hatpeman. That is correct, sir. Asa matter of fact, for most 
diabetics, the ultimate cause of death is cardiovascular death. 

Mr. Foearry. Is there not a need for these studies and statistics 
to determine whether people die because of diabetes or because of some 
cardiovascular disease or cancer or some other reason ¢ 

Dr. Hatpeman. That is correct, sir. 


VITAL STATISTICS 


Mr. Fogarty. There has been quite a bit said about vital statistics 
here this morning and I have heard Members of Congress from time 
to time say that they do not pay much attention to statistics. You are 
asking for $1,295,000 for vital statistics; suppose we decide to cut that 
program off. How would that affect the health needs of the country. 

Dr. Hatpeman. It would severely enone those individuals oak 
ing in medical- and public-health research as well as those groups 
who are interested in the social sciences and in business. The business 
uses of vital statistics are, I think, something which is probably not 
generally recognized. I have here a Kiplinger Washington letter 
which illustrated that to me. I had not seen this before. Somebody 
called my attention to their issue dated December 28, 1953, which says, 
in effect, we want to tell you the latest about population in this 
country. It is growing fast and changing. So now for the story 
about births, 4 million in 1953, the highest ever, means more children 
in schools, more in college later on, more adults later on in an expand- 
ing nation And it goes on and says, “Business angles in babies.” 
Many stores are now getting hep to the business meaning of births. 
So the national statistics are not only necessary for research and study 
in medicine, but also in the social sciences and in business. 

Mr. Fogarry. Last year, you asked for additional positions to dis- 

rose of a backlog. What a to that request? What did we 
do? Did we give you any additional funds? 


PERSONAL SERVICES LIMITATION 


Dr. Hatpeman. The House allowance for the assistance to States 
appropriation would have permitted an increase in our vital statis- 
tics activities. In the appropriation as finally passed there was a 
limitation on personal services in this appropriation. 

Mr. Focarry. That was not put in by the House, was it? 

Dr. Hatpeman. I believe that was by the Senate. 

Mr. Foearry. What was that limitation? 

Dr. Hatpeman. The limitation in the present fiscal year’s appropri- 
ation was that personal services expenditures could not be in excess 
of $2,400,000. 

Mr. Fogarty. How has that limitation affected the program ? 

Dr. Hatpeman. In regard to vital statistics, as an example, we are 
taking a real hard look at our internal operating procedures with a 
view of attempting to reduce some of our nonpersonal service items. 
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For instance, we are negotiating with the States to reduce the pay- 
ment for microfilm records of vital statistics from 3 cents to 2 cents. 
The limitation, of course, would not permit us to shift these savings 
into personal-service items in order to take advantage of increased 
efliciency or the savings in the other areas. 

Mr. Foearry. For what reason did the Senate put that limitation 
in your bill? 

r. Hautpeman. I do not have the exact language here but I think 
the intent was to force a reduction in average employment. 

Mr. Focarry. I see. What vital statistics services are you not per- 
forming now that should be performed ? 

Dr. Hatpeman. We have been forced to reduce certain phases of 
our annual statistics to less than annual frequency. As I mentioned 
earlier in the testimony, the tabulation on place of occurrence of vital 
events such as birth or death is no longer tabulated. We have reduced 
to a 50-percent sample all our tabulations on births, which introduces 
considerable error in small units, such as county or city. We have 
either postponed or dropped most of our studies, some of which I 
have referred to previously, and we have reduced our consultation 
service practically to the zero point. 

Mr. Fogarry. That is not helping the overall health needs of the 
country, is it? 

Dr. Hatpeman. We feel that the National Office of Vital Statistics 
has played a very important role. 


LACK OF STATISTICS REGARDING CERTAIN DISEASES 


Mr. Fogarry. I think I asked last year; do you know, does anyone 
in the country know, how many people die beousie of contracting 
multiple sclerosis ¢ 

Dr. Hatpeman. I cannot answer that question. 

Mr. Focarry. You do not have those statistics ¢ 

Dr. Hatpeman. We would be glad to supply what information we 
have for the record. 

Mr. Focarry. Do you have any information on how many people 
died because of muscular dystrophy ¢ 

Dr. Havpeman. I cannot answer that. 

Mr. Foearry. Cerebral palsy ¢ 

Dr. Hatpeman. No, sir. 

Dr. Scureie. Mr. Fogarty, may I add just a word to that? In some 
of those cases the people do not die from those diseases as primary 
cause of death, but instead they die from other diseases. So it is diffi- 
cult to get exact measures. 

Mr. Foearry. That is the same answer we have been getting for 
about 4 or 5 years now. I have been asking that question, as it applies 
to multiple sclerosis, for about 6 years. 

Mr. Rockere ier. If they do not die from it, it would be hard to 
have it show up in the record. 

Mr. Focarry. That was not the purpose of the question, Mr. Rocke- 
feller. The purpose of the question, originally, was to draw some 
attention to people who develop or contract multiple sclerosis. I 
found at the time 6 or 7 years ago, that the Federal Government. was 
doing practically nothing in research on multiple sclerosis or muscular 
dystrophy. I think maybe $30,000 was being spent at that time on 
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multiple sclerosis. Since that time, there has been a national society 
started in both muscular dystrophy and multiple sclerosis—sinee those 
questions were asked—and the Federal Government is certainly spend- 
ing more now than they did 6 years ago in that field. It was for that 
purpose that the original question was asked 6 years ago. 


STATISTICAL PROBLEMS OF MULTIPLE CAUSES OF DEATH 


Dr. Hatpeman. May I add there, Mr. Fogarty, that that is one of 
the reasons why the National Office of Vital Statistics is interested in 
obtaining data regarding multiple causes of death, 

Mr. Foearry. This would be an example, would it not? 

Dr. Hatpeman. This is an example of the sort of information which 
we cannot get now, cannot get until we are in a position to analyze 
multiple causes of death. For instance, even in diabetes to be 1 
have been referring, utilizing one cause of death, even though diabetes 
is frequently the underlying cause, the death is reported as a cardio- 
vascular death because of the complications of diabetes. 

Mr. Focarry. But the cardiovascular disease was brought on be- 
cause of diabetes ? 

Dr. HatpeMan. Because of diabetes, yes, sir. 

Mr. Focarry. It seems to me that it would be a difficult problem to 
meet. 

Dr. Hatpeman. That is correct, sir. 

Mr. Fogarry. It is one that should be met, though. 

Dr. Scuretr. Mr. Fogarty, in the case of multiple sclerosis, the 
Multiple Sclerosis Society has a 3-year study which is in progress 
and probably in a relatively short time there will be some data coming 
out of that study on the incidence of multiple sclerosis. The prob- 
lem is complicated by many misdiagnoses, complicated by many in- 
stances of diagnoses where there are other things than multiple sclero- 
sis but are called multiple sclerosis and they are doing a specific study 
and we give them all the help we can from the standpoint of data; we 
make it available to make it worthwhile. So we may be able in the 
near future to furnish you with that data so we will not be in a posi- 
tion of saying another year we do not know. 

Mr. Bussey. Will the gentleman yield ¢ 

Mr. Focarry. Yes. 

Mr. Bussey. I want to say I am entirely in sympathy with the 
objective of the gentleman from Rhode Island to get statistics to show 
the relative importance of some of these diseases as causes of death, 
but from the discussion I am frank to admit I do not see how you can 
do it with all these multiple causes. Can you tell us how you could go 
about doing it? I wonder how you would get any statistics that 
would be of real value. If you could, it would be a wonderful thing. 

Dr. Hatpeman. Yes, Mr. Chairman. The principal cause of death 
is coded in accordance with what the attending physician says is the 
primary cause of death. He may list on his death certificate 2 or 
3 contributory causes such as, let us say, multiple sclerosis. So 
you get additional information when you would code not only the 
cause given as the primary cause of death by a physician but also would 
analyze the data regarding contributing causes or other factors in- 
volved. 
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EFFECT OF 1954 BUDGET REDUCTION ON STATE PROGRAMS 


Mr. Focarry. Doctor, you asked for $16,300,000 in 1954 and you got 
$13,250,000 which was a cut of over $3 million. How did that cut 
affect the State and local health programs this year? Have they made 
up the difference or has it not been made up, or what ? 

Dr. Hatpeman. Mr. Fogarty, we have asked our regional offices 
to supply us with information regarding what the present status of 
program is in the States. 

I think in terms of discussing what the effect of the cut has been, or 
the ability of the States to pick up the reduction, I would like to men- 
tion just briefly that in terms of the level of health services recom- 
mended as a desirable minimum, the country is considerably below 
that both in terms of coverage and in terms of a staff and in terms of 
opportunity for service. I do not mean, I am not thinking now in 
terms of what the respective role of the Federal, State, or local gov- 
ernment should be in terms of supporting it. But there are some 18 
million people living in areas that have no health departments. There 
are an additional 25 million people living in areas where they get 
some service from State health districts. Now, the timing of reduc- 
tions last year was such that very few legislatures had a chance to 

ick up the slack at that time. This spring there are only 15 regu- 
arly scheduled legislative sessions which means that not too many 
additional States will be able to have their meeting at this time. How- 
ever, in the legislatures last year, the total amount of additional money 
appropriated or available to State health departments last year was 
approximately equal to the cut in public health service grants. This 
is somewhat misleading, however, since in 31 States the total amount 
of State appropriations, together with Public Health Service grants 
showed a decrease. However, also, in the 22 States in which the total 
amount of funds available increased, the picture was not uniform. 
Three States—Pennsylvania, Florida, and New York—accounted for 
more than two-thirds of this increase. Also, in seven States, the new 
funds were earmarked for new programs which resulted in a cur- 
tailment of the services provided in previously established basic health 
services, 

For instance, in Florida, a million and a half was allocated specifi- 
cally for mosquito control. In Pennsylvania, over a million and a half 
dollars was allocated specifically for school health examinations. 

Again, our information from the —— offices would indicate, as 
might be expected, that the venereal-disease programs in the States 
were the most severely affected. In approximately 45 States, program 
level dollarwise was reduced but also a number of other activities 
were curtailed in many States. 

For instance, in aid to local health units which are the basic founda- 
tion of our public health system, there was a decrease in 34 States. 
In TB control, 28 States indicated substantial program reduction. 

Mr. Foearry. You said in your statement that many States have 
reported substantial curtailment of tuberculosis case finding activi- 
ties and discontinuance of one or more mobile X-ray units. Is it true 
that several States have reduced their tuberculosis case finding activi- 
ties ¢ 

Dr. Hatpeman. That is correct, sir. Dr. Robert Anderson, who will 
be talking to this committee regarding that—— 
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Mr. Foearry. I will ask him, then. I notice that you did comment 
on that in your statement. 

Dr. Haupeman. I think in view of our overall shortages of Public 
Health Service, that perhaps decrease in the training activity has 
been extremely L ssieabie: more than three-fourths of the States have 
made cutbacks in this program and four States have completely elimi- 
nated it. 

Mr. Foearry. Training—— 

Dr. HatpemMan. Public Health training; that is correct, sir. 

Mr. Rocxereuier. Mr. Fogarty, if I might interject, you are getting 
the point of view of a man who represents the technical side of these 
programs. Experience shows, I think, that every technician always 
wants to see his program bigger, he wants to see more people in it. 
I do not say it is empire building; I think it is sincere belief. I think 
in the Federal Government the tendency is to want to take over more 
of these programs by the Federal Government and I think that that is 
why you have to have in any organization a structure where the techni- 
cal point of view is given full weight and full merit and where the 
overall point of view is then taken into consideration and given balance. 

I think that this testimony that you are developing is very interest- 
ing, but I just want to make this point that you are getting it from a 
technical point of view and that you are getting it from the Federal 
point of view and that this is a Federal, State, and local program 
with the principal responsibility in the hands of the State and local 
groups; and that that should be kept in mind. 

Mr. Fogarry. You are just stating your opinion—— 

Mr. Rockxeretier. Yes; that is all. 

Mr. Foearry. I want the record to show that I do not agree with 
your statement. 

Mr. Rockerenter. [ appreciate that, Mr. Fogarty. 

Mr. Focarry. Let us not make any mistake about it, either. 

Mr. Rockeretier. But I just wanted to introduce that point of view 
in the discussion. 


DESIRABLE EXTENT OF FEDERAL APPROPRIATION FOR PUBLIC HEALTH 
PROGRAMS 


Mr. Focarry. If the Congress had followed that point of view over 
the past 8 or 10 years, there would not be this amount of money being 
appropriated today; and if the Congress agreed with your point of 
view, we would not be appropriating several million dollars a year 
for cancer, and for heart, and for mental health, either. So I am 
very happy that the Congress does not agree with your point of view 
on this program, Mr. Rockefeller, because I think there are many 
people living today because of the actions of the Congress in appro- 
priating funds for research on heart, cancer, mental health, salivary 
and blindness, arthritis, and rheumatism that would not be if your 
thoughts or your policies had prevailed over the past 10 years. 

Mr. Rockeretter. I have to answer you on that. My comments 
related to these grant-in-aid programs for the services which we have 
been discussing here this morning, not to research. Those programs 
are entirely different and have nothing to do with research. Those 
research programs are entirely different and have nothing to do with 
this discussion. I think that as far as research is concerned—— 
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Mr. Foearry. I think it has something to do with the discussion. | 
want the record to show that, too. 

Mr. Rockere ier. Please. But as far as research is concerned, 
from my point of view—and I don’t mean to introduce a personal one, 
but you have introduced the personal angle—I think that my family 
has been identified with research for a great many years and long before 
the Federal Government came into the field. That it is something 
that is a tradition with us, and as a family that we believe in it very 
sincerely. The work of the Institute and the Foundation has been 
one of the great things for the health of this country. I was delighted 
and I know you are to see the Federal Government finally enter the 
field of research, and to add the support of Federal funds to the long 
history of important work that has been done with private funds. I 
just wanted to go on record on that. 

Mr. Busrey. Would the gentleman yield? 

Mr. Foearry. Certainly. 

Mr. Bussey. Well, I would like to have the record show that | 
concur in the thoughts expressed by the Under Secretary, Mr. Rocke- 
feller. The hearings over the past years that I have had the honor 
and pleasure of being a member of this committee should show con- 
clusively that while I do not want the Federal Government to shirk 
its responsibilities in any of these grants-in-aid programs whatso- 
ever 

Mr. Rockeretier. Hear, hear. 

Mr. Bussey. But after a certain point is reached, in getting these 
programs into satisfactory operation, where at all possible the activity 
should be given to the States and the Federal Government get out of 
them as far as practical, except for technical assistance and advisory 
service. T believe most of these programs were originally set up 
with the thought that the Federal Government would initiate them 
and the Federal Government would assist in coordinating the various 
State programs in an overall program, and then have the States 
handle them as far as practical. 

Mr. Rockeretier. Mr. Chairman, may I add one word to that, to 
Mr. Fogarty onthat? For 21 years I have been a member of the board 
of a local county health organization and vice chairman for the last 
18, so that I have had an opportunity to see in a very intimate way the 
growth of these services to the community; and to come to understand 
that the vitality and strength of these services grow out of the respon- 
sibility of the citizens in those communities in taking the lead in 
meeting their local needs. The Federal Government is tremendously 
helpful and I think there is a very, as you say, logical part. a logical 
relationship, particularly where there is financial need. The aid of 
the Federal Government, using these weighted formulas which have 
been developed by the Congress which reflect need, financial need and 
its relation to population in the allocation of funds, are a development 
which has been of tremendous importance in this country. I would 
like to concur with your point of view on that. This is a vitally im- 
portant program and that I feel that there is a proper balance that 
can be reached between the relations of the Federal, State, and local 
governments, and that that element has to be kept in mind as we dis- 
cuss these problems. 

Thank you. 
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Mr. Fogarty. I realize that you were not in your position as Under 
Secretary a year ago, Mr. Rockefeller, but I brought out here the other 
day the record of what your budget was a year ago with respect to 
the request for heart, cancer, mental health, and expressed amazement 
at the time that any administration would come in and make recom- 
mendations to cut so drastically those programs that they recom- 
mended a year ago to the Congress of the United States. I for one am 
very happy that the Congress paid no attention to your recommenda- 
tions last year and increased those budgets substantially. I think 
the country is better off for it. 

Mr. Rocxeretiter. Again, Mr. Chairman, Mr. Fogarty, on that— 
you are talking of the research grants and what we have before us is 
these grants-in-aid for services; and when one takes the record of the 
grants-in-aid for services of the past 5 years, it is clear that the cuts 
were commensurate year by year from 1950 on—not only under this 
administration but under the previous administration. The Con- 
gress apparently approved and endorsed these cuts starting in 1950. 
It is clearly shown by the chart which was submitted yesterday. 

Mr. Focarry. I do not think any cut was ever made as large as the 
30-percent cut in 1954. 

Mr. Rocxeretier. I think the cuts are very comparable from 1950 
to 1954. If you take—— 

Mr. Fogarty. I am talking about 1953 to 1954—30 percent. 

Mr. Rockeretuer. I was talking about 1950 to 1953. 

Mr. Focarry. In 1 year there was never that much of a reduction. 

Now, as far as these services ure concerned, I remember a few years 
ago when this mass X-ray technique was developed for TB detection, 
that this committee without any recommendation by the Bureau of 
the Budget put in a small item of $3 million and provided demonstra- 
tion teams for the 48 States in the Union to get this mass X-ray tech- 
nique to the States. I don’t know, maybe it cost the Government $10 
million but there was a service that was not recommended by the 
administration, but this committee went ahead and did it without any 
recommendations, but now the Federal Government is getting out of 
that field. 

This committee went over the recommendations of the administra- 
tion when there was the discovery that sodium fluoride would help in 
the prevention of cavities in children’s teeth. As a result of the 
recommendations of this committee, we spent many millions of dollars, 
without the authority of the Bureau of the Budget, on demonstration 
teams that were sent into the various States to demonstrate how this 
could be applied topically to children’s teeth and decrease cavities by 
40 to 60 percent. Those are concrete illustrations of what I call 
services to the States and things everyone benefits by, whether it is’ 
you or me or any other individual; it does not make any difference 
whether you have a dime or $10 million. 

Mr. Rockeretier. Mr. Chairman, I would like to say that I think 
—= are very interesting and important examples Mr. Fogarty has 
made. 

There are almost unlimited opportunities of service. It is just a 
question of what one feels the Federal Government can do. You are 
the gentlemen who appropriate the money and therefore when you 
take on your own initiative to support a program of that kind it is a 
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matter of great interest to the Public Health Service and they are de- 
lighted to have the opportunity of moving into another new field. 

Mr. Focarry. The Public Health Service in those two instances did 
not ask us for a dime; we did it on our own. 

Mr. Rockeretter. I did not mean to imply that at all. I mean if 
you see fit to add an appropiration of that kind because of your inter- 
est in a particular field, the Congress is the group that appropriates 
the money and—— 

Mr. Foearry. I do not think we should be interested in a particular 
field. I think we should be interested in promoting better health for 
all the people in this country if we can do it. If it is going to cost 
us a few million dollars, we ought to appropriate a few million dollars. 

Mr. Rockere.ier. But you mentioned particular fields. 

Mr. Focarry. Well, I am just throwing those out as 2 or 3 examples 
that came to my mind, that if we followed your philosophy we would 
not have appropriated that money. 

Mr. RockeretiER. That was not for research; that was for services 
to these States that you were talking about a few moments ago. My 
philosophy is that everything possible should be done for the health 
of this Nation, but that there is more than one group that is servicing 
the health of the Nation. It is not only the Federal Government. It is 
Federal, State, the local governments and these tremendous private 
organizations 

Mr. Fogarty. That is right. 

Mr. Rocxeretter. And private groups throughout the country. 
There is a place for all of them in this picture. It is a question of 
finding the balance and keeping the thing moving forward as a joint 
effort. I think that is the great strength of democracy in this country 
and the great strength of our Federal-State structure and local struc- 
ture. I think there is a place for private initiative in the whole field 
of philanthropy, that they have been the pioneers in health. While 
we sit around this table, true, we are only considering the Federal 
point of view but there are other groups that are in this and we have 
got to gear in and mesh in to the total picture and let the Federal 
Government play the part which is right for it to play. 

Mr. Fogarry. I do not think we are going far enough. I think we 
should be doing more than we are doing. I think the field is open— 
that the Federal Government could do more than it is doing at the 
present time and accomplish results by spending money. 

Mr. Rockeretter. And it is the Congress that has the decision to 
make in that area and it is the executive branch that is here to carry 
out and that is the service that we all are in who are sitting here before 
you today. 

Dr. Scuerete. Mr. Fogarty, may I add a word? 

Mr. Focarry. Certainly. 

Dr. Scurretzr. There seems to me to be, aside from whatever differ- 
ence of opinion may exist on levels of dollars, a principle involved 
here in terms of Federal support. Citing the two examples that you 
took, fluoridation, the determination made by the Congress in appro- 
priating $1 million for the teams to go into each State was made on 
the basis that there was a technique which the Public Health Service 
should demonstrate to all of the States, but it was also said at that 
very time that we should, as the States picked this up or as it has been 
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demonstrated, not as they picked it up, gradually move out of the 
field and over a progressive period of time our appropriations for that 

urpose were reduced to zero because the demonstration had served 
its purpose. It seemed no longer necessary to the Congress that we 
continue in the field through Federal expenditure. 

In the case of the X-ray, the small chest film, this was a technique 
that funds Congress appropriated to the Public Health Service played 
a major role in the development of. We pan in large measure 
the whole concept of developing a useful, small film technique for 
case finding of tuberculosis, an inexpensive technique. We carried on 
through direct operation surveys in certain major cities. We cer- 
tainly covered a small part of the country as a whole with the program 
of the scope we had. ‘That program, too, has been to demonstrate what 
can be done and for all the X-rays we have taken, States and other 
political subdivisions, tuberculosis associations have done vastly more 
than we ever did in our direct program. So it would seem that we 
demonstrated the technique, showed its value, and in the normal course 
of conversion from Federal assistance it was possible to withdraw. 
That the Congress has allowed to happen over the last several years. 

The case-finding program in tuberculosis, however, has not gone 
to pot just because we are not operating in it directly. 

Mr. Fogarty. I do not think anyone said it has, but some of the 
States are not doing what they were doing a couple of years ago. Is 
that true or is it not? 

Dr. Scuerre. It is assumed that the data that Dr. Haldeman is 
giving you represents an adequate portrayal of what is happening. 
I will point out that even though as we have to look at all of our 
programs and ofttimes draw balances in terms of ‘pyran, the States 
may still be doing many things which they could drop, if, in fact, 
these things have a higher priority in the States. They may be 
carrying on some types of activities which are now somewhat anti- 
quated. They may be overdeveloped in some areas; and if these are 
still important, they can continue these fields. 

For example, in the case finding: 

Mr. Foearry. If that is so, why don’t you recommend a 50-percent 
reduction in assistance to States generally ? 

Mr. Rockeretier. We do not feel it would be wise. 

Mr. Fogarty. Are the States that are in better position financially 
to carry the burden than the Federal Government is—— 

Mr. RockereLiER. Because we do not feel it would be wise, Mr. 
Fogarty, and because the support to the States is basic to the general 
health program and is based on an equalization formula which 
weighs very heavily the flow of money to those areas which are less 
able to carry on public health service, the basic services to their people. 
Therefore, it is an appraisal or an estimate of the share of the Federal 
Government, what assistance the Federal Government should give for 
that purpose. 

Mr. Foaartry. Do you believe in technical assistance to States ? 

Mr. Rocxeretxer. I think technical assistance to States plays a 
very important part in these basic programs. 

Mr. Fogarry. To what degree? 

Mr. Rockere.ter. You have got a question of judgment as to what 
level of expenditure, and opinions can differ on that. You can keep 
it at the same level over a period of years; you can determine whether 
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programs should be raised or whether States can carry more of the 
cost of a particular type of work and the Federal share of the program 
could be slightly reduced. That was our opinion this year. 


SHIFT FROM CATEGORICAL TO GENERAL ASSISTANCE 


Dr. Screetr. May T also point out, Mr. Fogarty, that while there 
appears to be reductions or there are reductions in the tuberculosis and 
venereal disease, there is an increase in general assistance and the States 
can apply those funds to their tuberculosis and venereal-disease 
problems. TI would like also to point out that the States would seem to 
have had some warning that there was a decreasing interest in supply- 
ing funds at peak levels over the years and while they may not have 
faced this realistically in a few instances, nevertheless it seems to 
me that the trend was ample evidence to them. In venereal disease. 
for example, our peak vear was 1943 when almost $10 million, just 
$2,000 less than $10 million, was appropriated. This has been com- 
ing steadily down, year bv year. The same thing is true in the field 
of tuberculosis control where our peak year was 1947 when the big 
push was put on and when we were trying to stimulate the States the 
most. We were giving them almost $7 million. That has been com- 
ing steadily down year by year; so it seems to me that they have had 
warning that these were program areas that not only the Depart- 
ment but also the Congress itself was expecting them to pick up in 
increasing measures. 

Mr. Focarry. In 1946, $11 million was appropriated for assistance 
to States. 

Dr. States, general. 

Mr. Foearry. Assistance to States, general. Your are asking for 
$15 million this year. 

Dr. Scurere. I would like to point out, too, that we have requested 
in past vears substantial increases in the general assistance item which 
have not been allowed. 

Mr. Focarty. That is right. I remember verv well the first year 
you came up here with that proposal. when Mr. Keefe was chairman 
of this commitee, and I agreed with Mr. Keefe that we would rather 
see this money kept in tuberculosis and venereal disease and these 
categorical grants rather than make it all in one lump sum in assist- 
ance to States, general. We refused you in other years to raise that 
appropriation on the basis that we wanted the money kept in tuber- 
enlosis control and venereal disease control and these other categorical 
grants. I still believe the same as I did in 1946 and 1947 on that 
matter. 

Mr. Rocxererter. They did not keep up the level of appropriations 
categorical grants. They’were cut much more than the general 

ealth. 

Mr. Fogarty. In the past couple of years, 2 or 3 years. 

Mr. RocxeretirR. I think the record is 5 years. 

Mr. Fogarty. All right: 5 years, whatever it was. That is right. 
For a couple of years the Bureau of the Budget was responsible for 
that because they took off money from tuberculosis control and 
venereal disease control and added it on the proposed budget for 
general assistance when they came in for those increases in 1950 and 
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1951, when you asked for the largest increase, $26 million in 1951 
and $24 million in 1950. As a result, the tuberculosis program and 
the venereal disease program got hurt because of that budget request. 

Mr. RockeFretter. Those cuts they recommended were allowed to 
stand, then ? 

Mr. Focarry. They were because there was some mixup at the time. 
That was the reason; it was not because of a specific determination to 
cut the venereal disease control program. 


PROGRAMS AFFECTED BY 1954 REDUCTIONS 


Where did your biggest cut come last year, Doctor; in what activity ? 

Dr. Hatpeman. Our biggest cut in the 1954 estimate as compared 
to 1953 actual appropriation was in grants. That appropriation was 
reduced from $13 million in 1953 to $10,135,000 in 1954 in the grants 
item. 

Mr. Fogarty. What programs were affected by that cut? 

Dr. HatpeMan. The assistance to States, general, appropriation is 
utilized to assist States, largely, as I indicated in my opening remarks, 
in the basic health activities: the health officer, the nurse, communi- 
cable disease control, vital statistics, sanitation. They can be used 
flexibly throughout pretty well the whole of the array of public health 
activity. 

Mr. Fogarry. Now, in technical assistance to States, the cut this 
year will be made in activities at the Communicable Disease Center 
at Atlanta? 

Dr. Hatpeman. No, sir. It will be taken in our regional offices. 

Mr. Focarry. Regional offices and local 

Dr. Hatpeman. Regional offices and some in our training activities. 

Mr. Foearry. Training activities. That would be Cincinnati and 
Atlanta ¢ 

Dr. Hanpeman. That is correct. 

Mr. Focarry. You have in your statement on page 5 a paragraph 
which I have already agreed with. 

The status of the health of the people of the United States is a matter of par- 
amount Federal concern. No asset which the United States possesses is of 
greater importance than the health and well-being of its people. This is true 
not only from the humanitarian point of view but also because only a population 
with maximum good health can economically and adequately man our industries, 
farms, and military services. Only through the prevention of disabling illness 
can the costs of medical care and hospitalization and of welfare payments to 
physically incapacitated individuals and their families be materially lessened. 
Both of these types of costs constitute a much heavier drain upon the Treasury 
of the United States than do the costs of preventive measures which can be in- 
stituted to prevent or minimize their effects. 


I agree with that 100 percent. 


To say that the Federal Government has an obligation to help provide public 
health protection to the people of the United States, however, is not to say that 
the Federal Government itself must directly provide and administer such pre- 
ventive services. Through the mechanism of grants to States the Federal Gov- 
ernment can and does discharge part of its responsibility while at the same 
time taking full advantage of the State and local units of Government which are 
close and responsive to the particular needs of the people whom they serve. As 
the State and Territorial Health Officers Association, in its meeting in Novem- 
ber 1958, affirmed, “Federal grants-in-aid provide a democratic substitute for 
direct national action in the field of health; they prevent centralization and 
progressively strengthen the health program of States and localities.” 
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The job of protecting public health is, therefore, a partnership of the Fed- 
eral Government, the State governments, and the local units of government. 
Only when all three members of this partnership contribute their full share of 
resources to the total effort can this country achieve the kind of public health 
protection for the people to which they are entitled and which our modern 
scientific knowledge makes possible. 

That statement which appears on pages 5 and 6 I agree with 100 
percent. 


HISTORY OF APPROPRIATION “ASSISTANCE TO STATES, GENERAL” 


Now, how long have we been appropriating funds for “Assistance 
to States, general” ¢ 

Dr. Hatpeman. The appropriation, “Assistance to States, general,” 
is the funds that were provided under the provisions of the Social 
Security Act which passed in 1935. The first appropriation was made 
available for fiscal year 1936. 

Mr. Foearry. In 1936 the first appropriation was made. 

Dr. Hatpeman. That is correct, sir. 

Mr. Fogarry. What was the status of the local public health units 
in our country at that time? 

Dr. Hatpeman. In 1935, there were 886 local health units serving 
762 counties covering a population of 74,133,000. In 1953, there were 
1,365 health departments serving 2,197 counties covering a population 
of 137,800,000. 

Mr. Fogarry. Serving how many? 

Dr. Hatpeman. Approximately 138 million. 

Mr. Foearry. 138 million; nearly double the population that had 
been served in 1936. 

Dr. Hatpeman. That is correct, sir. 


CHRONIC-DISEASE STUDIES 


Mr. Fouanrr. What are you doing in the field of chronic-disease 
studies ¢ 

Dr. Hatpeman. Our chronic-disease activities, dollarwise, are 
largely in the field of diabetes control. However, we do have a small 
unit. working in hygiene of the aging and also we carry out general 
chronic-disease activities which are related to the analysis of such 
things as multiphasic screening programs and various aspects of a 
chronic-disease program. 


TRAINING CENTERS 


Mr. Foaarry. You are operating regional training facilities now in 
some universities and local health agencies? 

Dr. Hatpeman. Yes, sir. 

Mr. Focarry. Where are they located ? 

Dr. Hatpeman. Our regional training centers are at Amherst, 
Mass.; Yonkers, N. Y.; Pittsburgh, Pa., and Denver, Colo., in con- 
nection with health departments and universities in those areas. 

Mr. Focarry. What is the basis, what is the reason for this sort of 
service ? 

Dr. Hatpeman. Consultative services are carried out through per- 
sonnel located in headquarters as well as in the regional offices. B- 
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sonnel carrying out these activities in headquarters are largely carry- 
ing out activities in more specialized fields. 

Por instance, moneys appropriated for this purpose under this 
appropriation go into our public-health nursing headquarters opera- 
tion as well as our health-education headquarters operation, which 
provide national leadership in those activities and are available for 
more specialized type of consultation. That is likewise true in our 
chronic-disease activities. 

In the field, the consultative staff supported by this appropriation 
is the basic regional office staff which I referred to earlier in the 
testimony. The regional medical director, the regional public-health 
nurse, the regional engineer, and the public-health representative 
are responsible for our overall Federal-State relations with the States 
in those areas. They give consultation, occasionally perform surveys 
upon the request of the States, and provide what I like to refer to 
as intellectual leadership in relation to program planning and pro- 
gram evaluation in relation to our overall Federal-State cooperative 
program. 

Mr. Focarry. The private physician gets some advantages from 
this program, then, does he not # 

Dr. Hatpemen. That is correct, sir. 

Mr. Fogarty. Give us an example. 

Dr. Hatpeman. I think the advantage on the private physician is 
in terms of cooperative programs which are worked out on a local 
basis. As has been stated previously, the Public Health Service does 
not operate, does not provide in most instances, any direct operating 
program in the community. The program in the community is devel- 
oped through the cooperation of the local health department, with 
the local medical society, in terms of a locally planned pregram. 
There may be financial assistance coming from Federal grants-in-aid, 
but there is also local and State money. There is, on occasion, con- 
sultative service available, but it is a locally planned program rather 
than a program in which personnel located either in our headquar- 
ters office or our regional office have direct relationships with the 
individual physicians in a community. 

Mr. Fogarty. I think that is all, Mr. Chairman. 


REDUCTION IN GRANTS TO STATES 


Mr. Fernanvez. Dr. Haldeman, the written statement you have 
I think is very fair and very splendid and you should be commended 
for it, in my opinion. 

On page 2 of the statement you point out that the level of these 
grants, that is, grants to States for the fiscal year 1953, was $32,- 
952,000; that reductions in the current fiseal-year appropriations 
brought this total figure down to $22,626,500, or a reduction of 30.4 
percent below 1953 ; and that $20 million, or a reduction of 11.6 percent 
below 1954 is budgeted for the year 1955. What is the percentage of 
reduction from 1953 to the recommended $20 million appropriation 
for 1955? 

Dr. Hatpeman. That is a 37-percent reduction. 

Mr. Fernanpez. 37 percent total, overall reduction. Again, on 
page 2, you say, referring to these reductions which I consider rather 
drastic reductions, you say, there have been serious reductions in the 
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services and activities of State and local health departments through- 
out most of the United States. 

You also find, do you not, that there has been serious dissatisfaction 
and complaint among the people of the various States because of the 
conduct of our Government in this respect ? 

Dr. Hatpeman. The level—for the record, I would like to say that 
T am speaking to the appropriation, defending the as it 
exists, as is presented—as I prefaced my remarks earlier in answer to 
Mr. Fogarty’s question on what the effect of the reductions have been, 
I prefaced it with a remark that it was without relation to what the 
respective role, Federal, State, and local governments should be in this 
program. Ithink our response from the people has been not all on one 
side. I am more familiar with the reaction of the State health of- 
ficers themselves. The State health officers, I believe, have felt that 
the timing of the reduction was poor in terms of the immediate fu- 
ture. The timing on a long-range basis involves a philosophy of the 
role of Federal, State, and local governments which is somewhat 
different than the immediate results of the reduction in terms of the 
legislative sessions that were held last spring. 

Mr. Frernanpvez. There has been also some serious alarm and con- 
cern as to what we are going to do this year when the situation is still 
the same, that the legislatures are not in session and will not be in 
session until next year, a good many of them, and some of them not 
at all. That is true, is it not? 

Dr. Hatpeman. Yes, sir. 


ADJUSTMENTS BETWEEN GRANT APPROPRIATIONS 


Mr. Fernanvez. On page 4 you point out that grants for venereal 
disease control have been eliminated and grants for tuberculosis con- 
trol have been reduced below the 1954 level. But you point out that 
the amount of grants for general public health purposes contained 
in this appropriation have been raised above the 1954 level to a total 
of $11,760,000 for an increase of $1,625,000. 

Dr. Hatpeman. That is correct, sir. 

Mr. Fernanvez. It was pointed out yesterday by Dr. Scheele, I be- 
lieve, and you also point out in connection with that, the following: 

This adjustment has been made because funds under the general health grant 
can be used more flexibly by State health officers to support public health activi- 
ties having the highest priority in their States. In some States these funds 
will be used in partial support of venereal disease and tuberculosis control 
activities if these programs are of greatest public health significance in those 
particular States and Federal and State funds specifically appropriated for this 
purpose are inadequate, 

And it was pointed out yesterday by Dr. Scheele, I believe, that this 
was in line with the health bill which is now in process of enactment 
by the Congress and in line with the policy, health policy therein 
expressed. Do you agree with that? 

Dr. Hatpeman. Yes, sir. ! 

Mr. Fernanvez. Yet, I find that although the increase in the general 
health service grants is $1,625,000, the decrease in venereal disease 
control for this year and tuberculosis control for this year is $3.200.000, 
which is about twice as much as the increase. Is that also in line with 
the health policy of the administration ? 
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Dr. Hatpeman. Mr. Fernandez, I feel that the question relating to 
the overall policy of the Department should be answered by Dr. 
Scheele and Mr. Rockefeller. 

Dr. Scoeeite. Mr. Congressman, we feel that the amounts that have 
been placed before you that you are considering here for these activi- 
ties will cover the most important phases of work that require 
Federal assistance. 

You recognize that it may not make possible all the things that the 
experts in the field would like to do, but we feel it is an adequate 
amount of money to request and to have appropriated for these 
purposes. 

INTERNATIONAL HEALTH ACTIVITIES 


Mr. Fernanpvez. I notice in your justifications on page 1-11, the 
estimates for international health activities for 1955 are on exactly 
the same level as for 1954. 

Dr. Hatpeman. That is correct, sir. 

Mr. Frrnanpez. There is no possible way of cutting the appropri- 
ation for international health activities it the same time that we are 
cutting the health activities and health grants an:! health services to 
the States, is there? 

Dr. Hatpeman. We feel that this amount of money is the minimum 
which will permit an effective operation in that rather small unit. 

Mr. Frernanpez. As I understand the picture now, so far as venereal- 
disease control is concerned, that goes out of the picture this year? 
I mean there is no appropriation at all for the year and none con- 
templated for the future? 

Dr. Hatpeman. Only the grants item of the activity has been 
eliminated. Other activities relating to assistance to the States are 
maintained and will be discussed, I believe, in the appropriation im- 
mediately following this one. 

Mr. Fernanvez. But as I understand, the appropriation for general 
assistance may be used in lieu of those appropriations. 

Dr. Hatpeman. That is correct, sir. 

Mr. Fernanvez. That is all, Mr. Chairman. 

Mr. Buper. Mr. Chairman, may I be recognized for a unanimous- 
consent request ? 

Mr. Bussey. Yes, sir. 


EsTIMATES AND APPROPRIATIONS FOR Pusiic Servicer, 1936-55 


Mr. Buper. At this point in the record I would ask unanimous 
consent that the Department insert a tabulation showing the amounts 
of the appropriations for the Public Health Service grants-in-aid 
commencing with their inception in 1936, together with a tabula- 
tion of the successive appropriations for the National Institutes of 
Health from the inception of each institute, including the estimate 
of the Department for fiscal year 1955. 

Mr. Bussey. Without objection, it is so ordered. 

Mr. Foearry. To make it cmaple'e, I wish you woald, here or at 
some other part of the record, put in the Truman budget last year 
for the Public Health Service and the Eisenhower budget and the 
amounts that were finally appropriated. 

(The requested tabulations follow :) 
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Administra- 
Truman 
Appropriation title : tion revised 
budget, 1954 |octimate, 1954 


Appropriated 
for 1954 


Public Health Service: 
$8, 325,000 | $6, 695, 000 
Control of tuberculosis i 7, 645, 000 
Assistance to States, general 16, 315, 000 4 
Control of communicable diseases 5, 735, 000 5, 335, 000 
Engineering, sanitation, and industrial hygiene 3, 985, 000 3, 850, 000 
Grants, water-pollution control 900, 000 
Disease and sanitation investigation and control, Terri- 4 
, 107, 000 
75, 000, 000 b 65, 000, 000 


19, 804, 000 , 700, 19, 700, 000 
1, 200, 000 25, 875, 000 
Hospitals and medical care ae 35, 224, 000 33, 551, 000 A 
Foreign Quarantine Gervice. . ............-.--..-......-. 3, 100, 000 3, 050, 000 
Operating expenses, National Institutes of Health __-.-_- 5, 180, 000 4, 675, 000 
Salaries, expenses, and grants, National Cancer In- 
; _..| 22,000, 000 15, 780, 000 20, 104, 775 
15, 500, 000 9, 817, 000 12, 039, 575 
Salaries, expenses, and grants 
stitute eS ee 16, 500, 000 11, 040, 000 15, 169, 750 
Dental health activities. _.__- dedhivadededatsid 2, 700, 000 , 740, 000 1, 740, 875 
Arthritis and metabolic disease activities _...... a 8, 450, 000 , 976, 000 6, 985, 150 
Microbiolozy activities ae 7, 000, 000 5, 738. 000 5, 721, 300 
Neurolozy and blindness activities 7, 670, 000 . 574, 000 4, 501, 750 
Construction of research facilities 


3, 000, 000 
1, 215, 000 ss 1, 197, 000 
3, 138, 000 , 100, 000 2, 815, 000 


Service and supply fund... 200,000 | 200, 000 


Total, Public Health Service 270,893,000 | 219,665,000 | 233, 030, 950 


Mr. Bussey. Now, just 1 or 2 observations before we adjourn. 

In regard to the matter of Congress acting when the State legisla- 
tures are not in session, that is a question that has been brought up not 
only in committee but on the floor of the House in debate year after 
year as long as I can remember, and we will always have that problem 
with us. It is true that a great many States are not in session this year 
and therefore they are not in a position to take any action. On the 
other hand, if we take that into consideration and let it go over to the 
next fiscal year, most of the State legislatures will be adjourned before 
any appropriation is passed by the Congress. So I do not see any 
particular end to that question. 

I would like to say for the record that I think the Under Secretary, 
Mr. Nelson Rockefeller’s attitude and interest in these various health 
programs is evidenced to a far greater degree than any words can 
say, by the fact that he is down here working as hard as any Member 
of the Congress or any member of the executive branch of the Govern- 
ment, putting in as many hours from month to month as anybody in 
Government, when certainly he does not have to do it. I think it is an 
expression of his interest in these programs that is far beyond descrip- 
tion. As the old saying goes, “Actions speak louder than words,” and 
as Grover Cleveland was once credited ‘with saying, “We are con- 
fronted with the fact and not a theory,” and what I have said is a fact 
and the record would show it. 

Certainly, no one can deny that he could spend his time at a 
beach in Florida and doing a lot of other things that might be con- 
sidered pleasanter and more relaxing than working night and day on 
these worthwhile and humanitarian programs in the Department of 
Health, Education, and Welfare. I wanted the record to show, Mr. 
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Rockefeller, that I as one individual appreciate the tremendous 
sacrifice that you are making for your country. 

And regarding the responsibility of the States, I have, ever since 
I first campaigned for Congress, dedicated myself to a program of 
trying to reverse the centralization of Government that has been 
going on for a great many years. I think that evaluating these 
the greg with a view to determining how the burden can be shifted 

rom the Federal Government to the States is a very commendable 
one and I personally endorse it 100 percent. 

Are there any further questions ? 

Mr. Fogarry. I am glad that the views of the chairman of this 
committee did not prevail in the Congress of the United States over 
the past 20 years. If they had, and this help had not been given to 
the States, we would be ina “wT sorry mess as far as the health needs 
of our country are concerned. 

Mr. Buspey. If the views of the chairman had prevailed for the past 
20 years, we would not have had this great centralization and bureauc- 
racy built up here in Washington in the Federal Government. I have 
just enough faith in the States to believe they can take care of most 
of their needs themselves. 


Any further questions? The committee stands adjourned. 


Tuorspay, Aprin 1, 1954. 


CONTROL OF VENEREAL DISEASES 
WITNESSES 


DR. JAMES R. SHAFER, CHIEF, DIVISION OF VENEREAL DISEASE 

STEPHEN ACKERMAN, FINANCIAL MANAGEMENT OFFICER, BU- 
REAU OF STATE SERVICES 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 

ROY L. HARLOW, CHIEF FINANCE OFFICER 


SALARIES AND EXPEensEs 


Amounts available for obligation 


| 
1953 actual | 1954 estimate | 1955 estimate 
Appropriation or estimate $5, 000, 000 
TPransterred to “Assistance to States, general, Public Health 20,000 
Service,” pursuant to Public Law 452... 50, 000 | 
Adjusted appropriation or estimate -_..-.-.............-- 9, 800, 000 5, 000, 000 2, 300, 000 
... ... ~ 9, 751, 081 5, 000, 000 2, 300, 000 
Comparative transfer to— 
“Salaries and expenses, Public Health Service”... -_____. “78,281 
“Salaries and expenses, Office of the Secretary of Health, 
Total obligations _ ------------------------------ “a+ 9, 644, 117 5,000, 000 2, 300, 000 


| 

| 
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Obligations by activities 


Description | 


1953 actual ROTTER, | 1955 estimate 


1. Grants to States for general venerea! disease control, case 
finding, and treatment 
2. Direct operations: 
(a) Clinical and laboratory research _- 
b) Technical assistance to States 
¢) Administration - - 


Total obligations 


$6, 061, 881 


541, 494 
2, 797, 850 | 
242, 892 | 


964,017 | 


by objects 


$1, 976, 500 


525, 000 | 
2, 268, 500 | 
_ 230, 0 000 


5 000, 000 


0, 000 
1, 590, 000 
200, 000 


2, 300, 000 


1953 actual | 1954 ediesnel 1955 estimate 


Object classification E 


Total number of permanent positions._...____.___- 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 

General schedule grades: 
Average salary__ 
Average grade. 

Crafts, protective, and custodial 1 grades: 
Average salary__ 
Average grade 

Ungraded positions: Average salary 


Personal services: 
Permanent positions 
Other positions -_- 
Regular pay in excess of 52- 
Payment above basic rates__ 


Total personal services 
Travel_. 
Transportation of things. 
Communication services. 
Rents and utility services 
ane 
Other contractual services 
Supplies and materials__ 
Equipment 
Grants, subsidies, and contributions 
Refunds, awards, and indemnities - 
Taxes and assessments... 


Subto 
Deduct ae for quarters and subsistence 


(32 
GS-7.3 


$3, 051 
CPC-3.9 
$3, 2 247 | 


Gs-7.9 


070 
CPC- 


Analysis of expendi 


9, 644, 117 


tures 


1953 actual 


Unliquidated obligations, start of year 
Obligations incurred during the year____- 


Deduct: 
Adjustment in obligations of prior years 
Obligated balance carried to certified claims account 
Unliquidated obligations, end of year 


Total expenditures 
Expenditures are distributed as follows: 
Out of current authorizations 
Out of prior authorizations 


$513, 376 
9, 751, O81 


2, 426, 000 
189, 000 
42, 900 
21, 500 
14, 000 
38, 600 
62, 800 
197, 100 
19, 000 

1, 976, 500 


12, 600 } 


5, 000, 000 | % 300, 000 


wer 000, 000 | 


1954 estimate 


300, 000 


| 1955 estimate 


$360, 581 
5, 000, 000 


10, 294, 457 
19, 010 


9, 913, 534 


9, 418, 511 
495, 023 


5, 360, 581 


$300, 581 
2, 300, 000 


240, 581 


2, 360, 000 


2, 080, 000 
280, 000 


Mr. Bussey. The committee will come 


to order. 


We have before us for consideration this morning the appropriation 
request for fiscal year 1955 for “Control of venereal diseases.” 
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| 
) 
661 492 | 877 
13 | 3 
614 | 465 | 353 
$5, O87 
| | 
$2, 870 
01 | | 
$2,826,484] $2,390,800 | $1, 904, 800 
bel 59, 581 18, 100 11, 100 
reek base. 9, 188 7,100 5, 600 
wetnnnnnannnnnnsesnennene 21, 574 10, 000 1, 500 
| 2,916, 827 | | 1,923, 000 
02 224, 694 147, 500 
; 03 55, 934 30, 900 
q 4 | 17, 655 16, 500 
05 18, 950 9, 500 
| 47,700 | 38, 600 
@7 85, 258 48, 800 
4 08 | 244, 876 64, 100 
27,029 13, 700 
15 14, 992 7,400 
| 2, 600, 581 
4, 720, 000 
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GENERAL STATEMENT 


Dr. Shafer, we will be pleased to hear your statement. 

Dr. Suarer. Mr. Chairman and members of the committee, congres- 
sional action in 1938 inaugurated a program of grants-in-aid to States 
for venereal disease control. This action had been preceded by a 
decade of effort directed toward determining the extent and distribu- 
tion of the venereal disease problem and developing diagnostic and 
treatment tools. From 1938 to 1949, the grant-in-aid program facili- 
tated the development, testing, and adaptation of venereal disease con- 
trol techniques and skills in the various States and communities 
throughout the Nation. From 1949 until 1953, an increasing propor- 
tion of grants were allocated to States on the basis of specific projects 
in specific problem areas. In 1954 all formula grants-in-aid are elim- 
inated and only special project grants are being made to meet the 
venereal disease problems in the 24 States that have not brought 
syphilis under control and in other selected high prevalence areas in 
States that have reached control. In the fiscal year 1955 estimate, all 
special project grant funds are also eliminated. 

Although significant reductions have been made in the incidence of 
venereal diseases since the postwar years of 1945-47, the rate of de- 
cline of this incidence has slowed up markedly in recent months. 
There are still occurring at the present time over 90,000 cases of 
syphilis and 1 million cases of gonorrhea. Venereal diseases still com- 
prise approximately one-half of the communicable diseases among the 
adult population. There is a current reservoir of about 2 million peo- 
ple with syphilis who need treatment and who, without treatment, are 
candidates for disability and premature death. 

The 1955 estimate, however, provides for field operations in only 
the most critical venereal disease problem areas, primarily around 
military camps, defense industries, and recreational areas. The prob- 
lems in these areas are largely the result of defense activities which 
are the direct responsibility of the Federal Government. The elim- 
ination of the special grant funds in fiscal year 1955 will reduce 
epidemiologic services to critical military, defense industrial, and de- 
fense recreational areas from 255 areas served during the current fis- 
cal year to 107 of these areas. 

Pending the development of immunizing agents and their national 
application to eliminate the continuous hazard of venereal-disease 
epidemics, the necessity remains for continuous study and improve- 
ment in the fields of diagnosis and treatment, for intensive case find- 
ing, and for training. The lack of immunizing agents makes it essen- 
tial to continue the intensive effort to inform oncoming generations of 
the nature of venereal diseases and their prevention and cure. 

Maintenance of adequate laboratory services will continue as one of 
the prime requisites in successful detection of syphilis throughout the 
Nation. Provision of such service by all State and local health depart- 
ments requires the maintenance of uniformly high standards of tesi 
performance, use of tests with known high efficiency, proper training 
of laboratory personnel, and competent evaluation and interpretation 
of serologic results. Such services will be provided for the Nation by 
the Venereal Disease Division. , 
_ Research will be continued in the attempt to establish an immuniz- 
ing agent against syphilis. Successful developments in this attempt 
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would m2an an extensive forward step in the control of venereal 
disease, in terins both of local programs throughout the Nation and 
also in protecting civilian and military personnel serving outside the 
borders of the United States. 

Further research will be devoted to determining the cause, diagnosis, 
treatment, and epidemiology of nonspecific urethritis. Chancroid, 
lymphogranuloma venerum, and granuloma inguinale also present 
problems of increasing importance with the expansion in foreign 
travel, and will receive all possible attention. 

In attacking the reservoir of late syphilis in the United States, one 
of the problems has been to eliminate those cases with biological false 
positive serologic tests. Present developments in this field, though 
encouraging, have not yet provided a simple, economical method of 
eliminating such false positives, nor a procedure which is readily re- 
producible in all laboratories. Research will be continued in this field 
to determine whether certain new modes of inquiry may not open the 
door to an increased specificity in laboratory testing for syphilis. 
This avenue of research may also lead to a broadening of the field of 
use of serologic analysis to uncover other disease entities. 

The proposed budget permits continuation of necessary evaluation 
service to provide (1) a critical analysis of control problems; (2) as- 
sistance in a continuing evaluation of the changing problem to deter- 
mine the most critical areas in which epidemologic service must be 
rendered under the 1955 budget; and (3) continued evaluation of all 
therapeutic agents. 

The budget will also provide for consultative and epidemiologic 
services to States to assist in locating and controlling venereal disease 
problems which are imposed by or are a threat to national interests; 
especially in situations where there is a problem of transmission of 
venereal disease infections across State and National boundaries which 
is beyond the scope and resources of the jurisdictions involved. It will 
assist in the development of procedures for the effective control of 
emergency problems, the maintenance of adequate epidemiologic in- 
telligence between health jurisdictions, the intensive pursuit of case- 
finding programs in pinpointed areas of high prevalence and limited 
application of new technques in the control of gonorrhea. 

To the extent possible, it will attempt to develop, in cooperation with 
other agencies and health authorities, protective devices against the 
threat of venereal disease brought to the United States by migrant 
agricultural workers, merchant sailors, travelers, and military per- 
sonnel. The hazard of venereal disease from this source is particularly 
acute on our Southwestern border where hundreds of thousands of 
workers enter the United States illegally each year. 

Finally, the budget provides for general administration of the pro- 
gram and coordination of its activities together with the provision of 
information on technical, research, and control developments to State 
and local health departments, to physicians, to professional and edu- 
cational agencies and institutions, and to the general public. 


BUDGET REQUEST 


__Mr. Bussey. Dr. Shafer, your request for fiscal year 1955 is for 
$2.3 million, which is a reduction of $2.7 million from the fiscal year 
1954 appropriations? 
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Dr. Suarer. That is correct, sir. 

Mr. Bussey. The budget schedules and the justifications indicate 
that no grants will be made to States, but you are asking for a con- 
— of appropriation language on authorized grants. Why is 
that? 

Dr. Suarer. Well, we feel that inevitably there will be an inability 
of some of the States to utilize completely all of the funds that have 
been appropriated for this current year, and we would hope to use 
any unexpended funds to liquidate the programs that they have 
started during fiscal year 1954 with those unexpended funds. 

Mr. Bussey. Do you have any estimate of approximately how 
much the unexpended funds might amount to? 

Dr. Suarer. Well, at the present time our funds for grants to the 
States during fiscal year 1954 are completely allocated so that the 
only unexpended funds that we can visualize are those that are now 
earmarked for expenditure, but inevitably, will not be spent. 

It should be a very small amount of funds. 


RAPID TREATMENT CENTERS 


Mr. Bussey. Your budget includes the following requested 
appropriation language : 

Including the operation and maintenance of centers for the diagnosis and 
treatment of persons afflicted with venereal diseases. * * * 

Is the Public Health Service still operating the so-called rapid 
treatment centers for veneral diseases? 

Dr. Suarer. No, sir; our rapid treatment centers—which were in- 
patient hospitals—all of our hospitals of that sort have been closed 
out as of July 1, 1953. 

We are now assisting States and cities in the operation of preven- 
tion and control centers, which are simply outpatient clinics, located 
in about 42 of the major cities around the country where we are at- 
tempting to do the same job that we formerly did with our rapid 
treatment centers. 

Mr. Bussey. Under those circumstances, do you think this language 
is necessary in the bill? 

Dr. Suarer. Well, we would hope that as we liquidate our program 
during the coming year, that some of these funds could be used in 
the liquidation of our prevention and control-center program. 

In other words, we would hope that prevention and control-center 
operations would not have to be stopped now, or in the very near 
future, but would be permitted to continue through this fiscal year. 


TECHNICAL ASSISTANCE TO THE STATES 


Mr. Buspry. In your justifications, under the heading of “Technical 
assistance to the States,” you have an item, “(1) 150 venereal-disease 
investigators will be assigned to military camps, defense, and indus- 
trial and recreational areas.” 

At first blush that looks like you are running an operational pro- 
gram instead of giving technical assistance; is that correct ? 

Dr. SHarer. Well, this is a part of our technical assistance; it is 
under the technical-assistance aid to the States. 
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We feel that it is vitally important that the Public Health Service, 
through its venereal-disease division, be able to meet the responsibility 
that we see in the problem around these military installations. 

We feel that the very establishment of a military installation makes 
for additional venereal-disease problems or creates completely new 
ones in areas where venereal diseases have been under control. ‘There- 
fore, we feel that it is a Federal responsibility to give assistance in 
such areas. Logically, the venereal-disease problem of a military 
installation is reflected into the civilian population that surrounds the 
camp, and of course many of those camp followers do come into a 
military area after a camp is established and do create additional 
venereal-disease problems. 

Therefore, we feel that this is a form of technical assistance that 
is highly justifiable. 

Mr. Bussey. I do not think this is any new problem which has 
developed in the last few years; is it? 

Dr. Suarer. That is true, sir. It is a problem that has always been 
with us. 

Mr. Busser. Just what are these investigators, and what are they 
doing? Perhaps that is the wrong terminology for the men that are 
working on this, but from your justification 1 have a little difficulty 
reconciling investigators and technical assistance. 

Dr. Suarer. Perhaps I could preface my explanation by saying 
that the various departments in the Department of Defense—the 
Army, Navy, and Air Force—have for years attempted to train their 
own venereal disease interviewers and investigators, and primarily 
the interviewers. 

After training we found that frequently they were moved on to 
other assignments, according to the needs of the service. 

Contact interviewing is a highly specialized job that requires train- 
ing and years of experience. 

We feel that it was much more satisfactory, and certainly this has 


been confirmed by the Army, Navy, and Air Force, to have Public 
Health Service or State or local health department interviewers, who 
could work either full time or part time at these military installa- 
tions. 

They would interview the military personnel who developed vene- 
real diseases for their contacts, and then in many cases were able to go 
out into the 2 oe civilian population and actually make the 


contact investigations. In other words, they followed their informa- 
tion right down to the infected contact, and could bring that contact 
into the civilian health department or send him to a private physician 
for diagnosis and treatment. 

We found that it was much more satisfactory than having military 
— interview the patient, and then have to transmit that in- 

ormation to the nearby health department where a second person 

tried to find the contact. 

Mr. Bussey. The military personnel do none of the interviewing? 

Dr. Suarer. Well, it is not a uniform situation, Mr. Chairman. In 
many areas we do find that trained Army or Navy or Air Force per- 
sonnel do the interviewing, and they in turn send a report forward to 
the civilian health department, where civilian investigators take 
action. 
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However, as I said previously in many areas the change in military 
personnel takes place so frequently that they have been unable to 
maintain any continuity of interviewing personnel, and we have sup- 
plied a serious gap in their VD program, by giving them one of these 
contact interviewers. 


REDUCTION IN PERSONNEL IN GRADES ABOVE $8,000 PER ANNUM 


Mr. Bussey. I note that there has been about a 50-percent decrease 
in personnel in this program from fiscal year 1952 to the budget 
for fiscal year 1955. I think there were 735 ego positions 
in 1952, and the 1955 budget calls for 377, but there has been only a 
decrease of 12.5 percent in the positions paying over $8,000, and there 
has been no decrease at all in these higher paying jobs in Washing- 
ton. According to my table, here in Washington there were 15 jobs 
at $8.000 or more in 1952, and there are still 15 in fiseal year 1955. 

vir has practically all of the reduction been made in the lower 

ades ? 

ie. Snarer. One reason that occurs to me immediately, Mr. Chair- 
man, is that in 1952 we were operating a rather sizable number of the 
rapid treatment centers, and, naturally, we had a considerable num- 
ber of routine hospital personnel such as nurses, attendants, janitors. 
maintenance personnel, clerks, and so on, and as hospitals were closed 
out, naturally, those were the people who were removed from employ- 
ment. 

Mr. Bussey. In the field, I note that there has only been a drop 
of five positions paying $8,000 or more from 1952 to 1955, a decrease 
from 40 positions to 35 positions in the upper brackets. 

Dr. Suarer. Well, I am going on to say that our higher-paid medi- 
eal personnel and people with many years of experience and training 
in our program have been shifted to our prevention and control cen- 
ters, where they are performing the same job that they did at the 
rapid treatment centers. 

Mr. Bussey. Who performed those jobs in the States before these 
men were transferred ? 

Dr. Suarer. We had our physicians doing the medical work and, of 
course, they have been continued in the prevention and control centers. 

The interviewing was done, again, by our trained interviewers, and 
our big problem has been that as we would close a rapid treatment 
center and shift that activity to an outpatient clinic type operation, in 
many cases we have had to set up two or three prevention and control 
centers to do the job that was formerly done by the rapid treatment 
center. 

For example, in one State, the closing of a single ranid treatment 
center caused the necessity for more interviewers. We have been 
forced to hire as many, and in some cases more, of our highly trained 
personnel in certain areas, and this has prevented reduction of the 
personnel that we would have in those higher categories. 


ADEQUACY OF REQUEST 


Mr. Bussey. I think anyone would appreciate that the more money 
you have to work with, the more personnel vou can have, and certainly 
it follows that a more thorough job should be done, but has this pro- 
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gram progressed sufficiently so that with the appropriation requested 
for fiscal year 1955 you can do what might be termed a satisfactory or 
effective job? By that, I do not mean a 100-percent perfect job, be- 
cause you will never get a 100-percent perfect job regardless of how 
much money the program has, but I think the committee is interested 
in knowing if the program is going to be wrecked by the cut in the 
fiscal year 1955 budget. 

Dr. Suarer. Well, you will note from our reports on syphilis and 
gonorrhea that the number of cases brought to treatment has decreased 
in fiscal year 1953, as compared with previous fiscal years. 

We feel that the State and local health departments have shown 
an awareness of the problem and are moving into the situation to con- 
tinue their programs at an effective level. 

Of course, I am what you might call a medical technician in this 
field, and I firmly believe that every dollar invested in the program 
will be a solid investment, and that there will be returns from it, but 
I realize at the same time that our budget must be worked out accord- 
ing to the budgetary requirements of our Service and Department. 


COMPARISON OF 1954 AND 1955 STAFFING PATTERN 


Mr. Bussey. Now, on this matter of personnel, I notice that in 
Washington the number of positions dropped from 112 in fiscal year 
1954 to 88 in fiscal year 1955. However, again, there has been no drop 
in the grades of $8,000 or over, and certainly the matter of having 
a rapid treatment center closed in that period here in Washington does 
not enter the picture. 

I feel quite concerned not only about this program, but many of the 
programs of the Government, that there is not a greater percentage of 
the higher paying jobs eliminated or consolidated along with this 
reduction in force that has been going on during the past year. It 
uppears that. in nearly every division of the Government the only ones 
that get “riffed” are those in the lower brackets. 

Dr. Suarer. I do have a tabulation here of the vacancies that will 
be brought into the picture in the coming year. I see at least 14 posi- 
tions at the level of grade 11, or above, that will be removed. 

Mr. Bussey. In looking at page 327 of the budget supplement, I 
find 2 positions in fiscal year 1954 for $20.400, and you have the same 
for fiscal year 1955; there is 1 position for $8,960, and you have the 
same for fiscal year 1955; there are 6 positions for a total of $53,760 
and 6 positions for fiscal year 1955 for the same amount. 

Then down in here in another grouping is another position for 
$12,566 for 1954, and the same position for fiscal year 1955; you have 
% positions for a total of $32,656 for fiscal year 1954, and the same 
amount for fiscal year 1955; 2 positions for a total amount of $16,782, 
and the same amount for fiscal year 1955. 

There is not a single top position dropped but in total there is a 
reduction from 112 positions to 88 positions. 

Dr. SHarer. Well, we feel very strongly that we must continue our 
top-flight trained personnel who are experienced in venereal-disease 
control. We are going through a rather serious readjustment pro- 
gram. 

Mr. Bussey. I have no quarrel with that, but certainly with those 
reductions in the program, you do not need so much supervision and 
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as many top administrative positions as you have had with a much 
larger program. 

It is the same old story. We increase these top-level jobs as we 
expand the program, but we never seem to be able to eliminate these 
top-level jobs when the program is contracted. 

Dr. Scrueete. Mr. Chairman, in many of these programs, this one 
in particular, these people are not in a supervisory position. Even 
these investigators supervise themselves. They do not have a sub- 
ordinate staff. 

I think the basic answer, so far as most Public Health Service 
programs are concerned, and I would not defend that we have the 
right ratio in each of our programs, but in general we are dealing 
with health problems and we require professional workers. 

Many of these people are working with their own hands. The 
man at the prevention and treatment center would only have 1 stenog- 
rapher or he might have 1 nurse, but there might be 8 professional 
— actually treating and examining patients. So, you do not 

ave the normal working relationship here as you have in a machine 
operation. 

Mr. Bussey. However, your patient load should go down in this 
program ? 

Dr. Scueerr. Yes, sir; but you cannot use stenographers or clerks 
to examine or treat patients, or even, for that matter, go out and to 
investigate. We are dealing with a requirement in which we require 
professional people. I think that is the reason that our programs 
are biased up toward the professional grades. 

Mr. Bussey. I think they should, rightfully, be biased toward the 
professional grades. I concur in that 100 percent, but it certainly 
stands to reason that with a greatly reduced program a few of these 
people in the top positions could be eliminated without injuring the 
program one iota. 

Of course, so far as the investigators are concerned, I assume the 
are not in the $8,000 and above grades, which I have been speaking of. 

Mr. Hartow. Mr. Chairman, apropos of Dr. Scheele’s remark, I 
was looking at the situation in the Public Health Service as a whole, 
and in our 1955 budget 88.6 percent of the positions are in grades 
9 and below. 

Whether that is an extravagant ratio I do not know, but it seems 
to me that it shows that certainly we are not overloaded above grade 9. 

Mr. Bussey. Does that include the commissioned corps? 

Mr. Harrow. I do not have the percentage on the commissioned 
corps, no, sir; but it does compare very favorably with our situation 
in 1948, when we had 91.5 percent in grade 9 and below, and had 
1,000 less people. 

Mr. Bussey. Would you supply a comparable figure for the com- 
missioned corps, for the record, please ¢ 

Mr. Harrow. Did you not develop that a day or two ago? 

Mr. Bussey. I asked for certain information about the commis- 
sioned corps, but I did not develop that particular percentage figure. 
As I remember, we dealt with the overall picture. 

Mr. Hartow. Yes, sir; we can do that. 


5 
4 


119 


(The matter referred to is as follows :) 


All commissioned medical and dental officers, and all other officers with 6 or 
more years of service, receive pay and allowances higher than grade 9 classified 
employees. Of the 2,371 commissioned officers (excluding interns) on duty Feb- 
ruary 28, 1954, 128, or 5.8 percent, were receiving pay and allowances equivalent 
to or less than grade 9 classified employees. 

Mr. Bussey. Mr. Budge, any questions? 

Mr. Buper. No questions. 

Mr. Bussey. Mr. Fogarty? 


HISTORY OF RECENT BUDGET SUBMISSIONS 


Mr. Fogarry. Dr. Shafer, what was the Truman budget for this 
program a year ago? 

Dr. Suarer. The Truman budget of a year ago was, I believe, 
$8,325,000. 

Mr. Fogarty. How much? 

Dr. Suarer. $8,325,000. 

Mr. Fogarry. What was the Eisenhower budget ? 

Dr. Suarer. $6,695,000. 

Mr. Focarry. What did this committee allow ? 

Dr. Suarer. This committee allowed $5 million last year, sir. 

Mr. Foearry. And, the Senate allowed that same figure ? 

Dr. Suarer. That is correct, sir. 

Mr. Fogarty. Which was $3,325,000 less than the Truman budget 
request ¢ 

r. Suarer. That is true, sir. 

Mr. Focarry. Now you are taking another cut of $2.7 million, which 
is about a $6 million cut that you are taking from the budget of 
$8,325,000 recommended by President Truman a year ago. 

Dr. Suarer. That is correct. 

Mr. Fogarty. What did you request of the Bureau of the Budget 
this year? 

Dr. Suarer. Our request was $2.3 million, which is the same as their 
allowance. 

Mr. Fogarty. Did you have an A budget and B budget ? 

Dr. Suarer. We had no additional budget on this appropriation. 

Mr. Fogarry. You do not have an A and B budget this year? 

Mr. AcKEerRMAN. Not this year. 

Mr. Fogarty. You have had them prior to this year? 

Mr. AckrerMAN. Yes, sir. 


CHANGES IN VENEREAL-DISEASE PROBLEM 


Mr. Fogarry. What significant changes, if any, in the venereal- 
disease problem have taken place since this budget was submitted ? 
Dr. Suarer. Since this budget was prepared, we have been able to 
tabulate our figures for fiscal year 1953, and as you will note the 
syphilis morbidity decreased from 176,000 cases to 162,000 cases. 
r. Focarry. What page is that on? 

Dr. Suarer. That is on page 2 of the budget, sir. The reports on 
the incidence of gonorrhea remained essentially the same. There are 
scattered areas throughout the country that show some very slight 
increases for the fiscal year 1953, but the overall trend has been 
steadily downward for the last several years. 
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Mr. Fogarry. 1952 and 1953 are about the same, so far as gonorrhea 
is concerned ? 

Dr. Suarer. That is correct, sir. 

hh pea And, there is not much of a difference in regard to 
syphilis? 

"De. Suarer. Well, it is true that the decline in morbidity has slowed 
up considerably, or has slowed since the previous year. 

In syphilis, you will note that there was a decrease of some 32,000 
cases between 1951 and 1952, whereas in 1953 and 1952 there was 
only a decrease of 14,000 cases. 

The decrease from 1950 to 1951 was some 30,000 cases. In the 
previous year it was some 58,000 cases. 

Mr. Focarry. Some Members of Congress have been led to believe 
that since the discovery of penicillin and other drugs that venereal 
disease is no longer a problem in this country, and it appears to me 
from the way this budget has gone down in the last few years that 
more than Members of Congress think it is not any problem. 

However, according to this, it is still a problem. 

Dr. Suarer. Well, of course, we in the field of venereal-disease 
control feel that patients must be brought to treatment before the 
penicillin can do them any good, and it does require case finding, 
and it does require education of the public so that they will recog- 
nize their symptoms, and go to a physician for treatment. 

We would hope that the State and local health departments will 
continue their laboratories so that blood testing will be done, and 
that they will continue their staff of investigators and physicians so 
that the program will carry on at much the same level as it has in 
the past. 

Mr. Fogarty. Syphilis and gonorrhea are contagious diseases, are 
they not? 

Dr. Suarer. That is correct, sir. 


INCIDENCE OF VENEREAL DISEASE 


Mr. Focarry. I notice in your statement you say that it is still 
occurring at the present time at the rate of over 90,000 cases of 
syphilis and 1 million cases of gonorrhea. Does that mean yearly? 

Dr. Srarer. That is the annual incidence of syphilis and gonor- 
rhea, as we estimate it. 

T might say that among the infectious communicable diseases, and 
I am correct, I believe, in saying this, measles is the one that occurs 
most frequently, gonorrhea is second, and syphilis is third. 

Mr. Focarry. You further state that venereal diseases still comprise 
about one-half of all communicable diseases in the adult population? 

Dr. Suarer. That is correct. 

Mr. Fogarty. Even with the morbidity rate going down, and with 
the discovery of these new drugs, it still accounts for about one-half 
of the communicable diseases now ? 

Dr. Suarer. That is correct. 


CURRENT CASES IN NEED OF TREATMENT 


Mr. Foaarry. I also notice that you say you have a current reservoir 
of about 2 million people with syphilis who need treatment. 
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What happens if they do not get treatment ? 

Dr. Suarer. Well, approximately 12 percent of those people, accord- 
ing to our best data, will wind up with complete disability because of 
their syphilis, and we estimate that almost 4 percent of these 2 million 
will go into mental institutions because of syphilis. We have data to 
show that the average cost per year of hospitalization is about $830, 
and they have an average life expectancy of 10 years after they enter 
these institutions. So, if this reservoir of 2 million people were not 
treated at all, the hospitalization of those going into mental institutes 
would cost some $257 million. 


FALSE POSITIVE SEROLOGIC TESTS 


Mr. Foearty. You further stated: 

In attacking the reservoir of late syphilis in the United States, one of the 
problems has been to eliminate those cases with biological false positive serologic 
tests. 

What is your experience with these tests ? 

Dr. Suarer. Well, we have come to a stage in our syphilis control 
program where the number of people who have biological false posi- 
tive serologic tests is increasing. 

In former years, we felt that meant that we had simply poor labo- 
ratory techniques, although we knew that there were many conditions 
which would give a false positive test for evaluation, and those are 
such conditions as malaria, leprosy, and so forth. 

Occasionally, after a person has had a vaccination for smallpox, for 
a short period of time they will show a positive blood test for syphilis. 
However, in recent years we have developed serology to the point 
where we realize that these biological false positive te:ts for syphilis 
may indicate another group of chronic diseases whic: are a rather 
serious problem for us in the future, and it comes under the category 
of what we call the collagen disease. It is any disease involving the 
connective tissue. I think the various types of arthritis are the best 
examples of that. 

In the serological test. for syphilis, we may have an early case-finding 
mechanism for some of these so-called chronic diseases which are a 
serious problem at the present time. 

We have also assisted in the development of the treponema immobili- 
zation tests. 

Mr. Foearry. What are those tests? 

Dr. Suarer. They are rather new, very complex, and, unfortunately, 
expensive tests, which are highly specific for syphilis, and if these tests 
are perfected and the cost of testing can be reduced to a practical level 
we feel we can eliminate this problem of biological false positive tests. 


MEXICAN MIGRANT WORKERS 


Mr. Fogarty. You say in the last page of your statement that the 
hazard of venereal disease from this sourcee—and I presume from 
migrant agricultural workers, or wetbacks—is particularly acute on 
our southwestern border where hundreds of thousands of workers 
enter the United States illegally each year. 

What has been your experience with these agricultural workers that 
come across, whether they come across legally or illegally? 
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Dr. Suarer. Well, we have been able to blood-test a rather large 
sample of some 12,000 of these workers. 

i. Foearry. You are talking about the legal entrants now, are you 
not! 

Dr. Suarer. Yes, sir. 

Mr. Fogarry. Do you know anything about the incidence of the 
disease among the wetbacks? 

Dr. Suarer. Only as they are blood-tested at some of these jails in 
the Southwest. We know that the legal entrants have run between 
13 percent positive, and 16 percent positive, which is not a much 
smaller number than wetbacks. 

Mr. Fogarty. That is, about 14 percent of these legal workers from 
Mexico have syphilis? 

Dr. Suarer. That is correct, sir; they have shown positive blood 
tests for syphilis. 

Among the illegal entrants based on the few which have been blood- 
tested, they have consistently run between 15 and 20 percent positive. 

Mr. Fogarty. They have run a little higher than the legal entrants? 

Dr. Smarer. That is true. 

However, we feel that there is an explanation for that in that most 
of the legal entrants have come from deep in Mexico—from, you might 
says, the heart of Mexico. They are truly rural workers, whereas 
most of the wetbacks come from the border areas, where they have a 
more serious venereal-disease problem. 

Mr. Focarry. All of these workers are screened, are they not, when 
they come across the border? 

Dr. Suarer. The legal entrants are screened as they cross the border. 

Mr. enn What do you do with them when you find them to be 

itive 
Ort Suarer. Those that show any signs or symptoms of either 
syphilis or gonorrhea or of a venereal disease are treated at the 
border, and it is my impression that they are returned to Mexico, 
though I am not absolutely certain on that point. 

Even though they are treated, I do not believe they are brought on 
into the United States, but I may be in error on that particular point. 

Mr. Foearry. Will you ascertain the answer to that and place it in 
the record? 

Dr. Suarer. Surely. 

(The matter referred to is as follows:) 

Mexican contract laborers are given a general medical examination at the 
recruiting centers in Mexico and further inspection as they enter the United 
States through the border stations. No blood tests are routinely performed. 

At the border station treatment is given to those who have evidence of syphilis 
or gonorrhea and a medical determination is made whether it is necessary to 
return them to Mexico or whether they may be allowed to enter the United States. 

Mr. Focarry. You mentioned a figure of 12 to 16 percent, which 
had syphilis. 

What about the other venereal diseases, such as gonorrhea? 

Dr. Suarer. We have found comparatively small numbers with 

norrhea. There have been no cases of chancroid or granuloma 
inguinale or coy venereum reported in these workers, 
according to my knowledge. 
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BWI AND PUERTO RICAN MIGRANT WORKERS 


There was a group of laborers that came in through the South- 
eastern part of our country recently, which was found to have a 
rather high incidence of gonorrhea, but that situation has been ade- 
quately handled. 

Mr. Focarry. Where did they come from ? 

Did they come from the West Indies ? 

Dr. Suarer. They came from the Bahamas, as I recall, sir. 

Mr. Focarry. What about the percentage of those that have 
syphilis ¢ 
"Dr. Suarer. A few of those workers did have syphilis, but, again, 
they were treated by the local health department, as they entered this 
country. 

Mr. Focarry. What is the situation in regard to the Puerto Ricans 
which are imported into the northeastern section of the country / 

Do you know anything about that ? 

Dr. Suarer. The information that I have is that as Puerto Rican 
workers leave Puerto Rico, they are given a complete physical exam- 
ination, including a blood test, and X-rays, and the same is true of 
the Jamaicans that come into this country. 

Mr. Focarry. They, no doubt, would not be allowed to come in if 
they had some disease ? 

Dr. Suarer. They are excluded if found to be positive for syphilis. 


EFFECT OF REDUCTIONS ON STATE PROGRAMS 


Mr. Focarry. With this big cutback from $8 million to $2 million 
plus, and with the incidence and morbidity rate not going down any- 
where near that percentage, what has been the reaction of the States? 
Have they increased their appropriations enough to counterbalance 
the decrease in Federal appropriations ? 

Dr. Suarer. Well, we do know that in the transition between fiscal 
years 1953 and 1954 that the States were able to shift some $887,000 
of other funds to the venereal-disease-control program across the 
country. 

We i know, however, that there have been cuts in personnel at the 
State level. 

Mr. Focarry. There have been cuts in personnel in the States? 

Dr. Suarer. Yes, sir. 

Mr. Foearry. If there have been cuts in personnel, they have not 
been able to keep the program up to what it was before? 

Dr. Suarer. No, sir; that is true. State and local appropriations 
during fiscal year 1953 for venereal disease control were some $15.6 
million. During the current year their appropriations have dropped 
to about $13.5 million. 

So, with the $2.1 million decrease in State and local appropriations 
and the decrease in Federal appropriations, there naturally has been 
some decrease in personnel. 

Mr. Fogarty. But, still, this is a highly contagious disease and the 
State line is no barrier. These people do not lose the disease when they 
cross a State line; do they? 
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Dr. Suarer. No; I am afraid that our transient population repre- 
sents one of our greatest problems at the present time, but most of the 
State and local health departments have readjusted their methods of 
operation by using the shortened schedule of treatment. 

In fact, we now are treating syphilis with a single injection of peni- 
cillin, and economies have been possible in the program. 

The State laboratories have been able to reduce some of their opera- 
tions, so as to make savings in the program, and the program is still 
operating. 

FEDERAL RAPID-TREATMENT CENTERS 


Mr. Focarry. Is the Federal Government operating any rapid- 
treatment centers at all at the present time? 

Dr. Suarer. No, sir; we discontinued our last rapid-treatment cen- 
ter as of July 1, 1953. 

Mr. Focarry. When were the first rapid-treatment centers estab- 
lished ? 

Dr. Suarer. It was in 1943. 

Mr. Fogarry. During the war? 

Dr. Suarer. Yes, sir. 

Mr. Foearry. And, then, they were revived to some extent during 
the last emergency; is that correct ? 

Dr. Suarer. No; I feel that we reached our peak of rapid-treat- 
ment-center operation in 1948 and since that time we have been able to 
consolidate a number of our hospitals, and cut down our operations. 

There has been a steady, gradual decreave in the nuinber of hospitals 
operating, as our outpatient centers have been able to take over the 
problem of treating these cases. 

Mr. Fogarty. Am I right in stating, then, that even though we have 
new drugs to take care of these diseases, it is still quite a problem in 
the countey with 90,000 yearly contracting syphilis and 1 million 
gonorrhea 

That is still a problem; is it not? 

Dr. Suarer. That is still a considerable problem in terms of num- 
bers, and our only problem remaining is to bring those cases to a 
physician for diagnosis and treatment. 

Mr. Fogarty. It is something that cannot be passed over lightly. 
I have heard people say “Well, it is just a case of giving one shot of 
penicillin, and that is all that is necessary.” 

Dr. Suarer. No, sir; I personally feel that the psychiatric trauma 
of having even a case of gonorrhea is very real, and I am sure that the 
people in this country would be far better off if they did not experi- 
ence such an infection. 

Mr. Foearry. That is all, Mr. Chairman. 

Mr. Bussey. Mr. Fernandez? 


GRANTS TO STATES 


Mr. Fernanvez. This may be somewhat repetitious, but you say on 
page 1 that all formula grants-in-aid are eliminated, and only special 
project grants are being made to meet the venereal-disease problems in 
the 24 States that have not brought syphilis under control, and in 
other selected high-prevalence areas in States that have reached con- 
trol, and that in the fiscal year 1955 estimate, all special project grant 
funds are also eliminated. 


| 
3 


125 


Am I to understand by that that during this current year only the 
special project — were made to any of the States? 

Dr. Suarer. During the current fiscal year 1954, only special project 
vrants are being made, and I recall that they are being made to 36 
of 48 States, District of Columbia, and 3 of the Territories. 

Mr. Frrnanprz. How are those handled? How are they deter- 
mined ¢ 

Dr. Suarer. These special projects are developed by the State and 
local health departments and our field personnel, sometimes assisted 
by our central services personnel. 

‘The project is developed when the State or city can visualize a 
special venereal-disease control problem in a particular area. If the 
problem is such that it is logical to have Federal funds to assist it 
to meet that problem, then a special project is developed, and approved, 
and funds are made available to that State or health department to 
meet their problem. 

Mr. FerNanpez. But, they are now to be made available in your 
diseretion ? 

Dr. Suarer. They are very carefully worked out by the State and 
local health-department personnel, and we take into very careful 
consideration the resources that they already have available in that 
area. 

Mr. Fernanvez. You further state: 

Although significant reductions have been made in the incidence of venereal 
diseases since the postwar years of 1945—47, the rate of decline of this incidence 
has slowed up markedly in recent months. 

Is it not only logical to conclude that some of that marked slowing 
up or decline is due to the cutting down of this program ¢ 

Dr. Suarer. I feel that that would be a logical assumption ; yes, sir. 

Mr. Fernanpez. And yet the cures and the causes of the disease 
are well known, and when it seems that we are about to lick the prob- 
lem, we begin to slow down. 

That does not seem sensible to me. How do you justify it? 

Dr. Suarer. Well, we have been forced to consider the needs of the 
venereal-disease control program with those that exist in other parts 
of the health department, and I suppose, as priorities are assigned at 
the local level, they have been forced to shift personnel and resources 
to other more pressing problems. 

We feel that with the constant decline in the incidence of these 
diseases that perhaps the time has come when the State and local 
health departments can more readily assess their problems and develop 
the team with which to meet those problems, and that they can do this 
with a minimum of actual assistance from us. 

Mr. Fernanpez. These diseases are highly contagious and, to a 
large extent, are rather secret. People are inclined to keep them 
secret, and it is reasonable to assume, is it not, that when a cutting down 
in the program shows a slowing down of the decline in the rate of inci- 
dence, that eventually it will begin to go up and spread, and the more 
it spreads the faster it spreads, and then it will cost the Government 
more money to again bring it back to present levels. 

Is there any economy in that approach ? 

Dr. Suarer. Well, one of our functions is to maintain a very careful 
surveillance on just what is happening across the country. We hope, 
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with the funds available for this coming year, that we will still have 
emergency epidemiology teams that can move into a critical area, and 
help reduce any upsurge in the venereal-disease field. 


CURRENTLY UNTREATED SYPHILIS 


Mr. Fernanpez. You further say that there is a current reservoir 
of about 2 million people who suffer with syphilis and who need treat- 
ment, and who, without treatment, are candidates for disability and 
premature death, 

We know the problems, and we know how big the problem is, and 
we know where it is, but yet we will say “Now, we need this money 
somewhere else,” and you let them die. 

Ts not that about what it amounts to? 

Dr. Suarer. Well, we know that that reservoir of people with 
syphilis is still under attack by our State and local health depart- 
ments, and by our private physicians, and they are constantly being 
screened out of the population and diagnosed and treated as time goes 
by. 

“Mr. Fernanpvez. You say the fiscal year 1955 estimate however, pro- 
vides for field operations in only the most critical venereal disease 
problem areas, primarily around military camps, defense industries 
and recreational areas, which, by the way, does not include Indian 
areas like the Navaho Indian Reservation. 

You say the problems in these areas are largely the result of de- 
fense activities, which are the direct responsibility of the Federal 
Government. 


FIELD OPERATIONS 


mata are those field operations that you speak of going to be carried 
on 

Dr. Suarer. We still would hope to have a staff of 150 epidemiologic 
workers, or investigators, and interviewers, working in and around 
these critical problem areas. 

We feel that since it is in the Federal interest to have those military 
establishments around the country, it logically follows that it is a 
Federal responsibility to control these rather serious problems of 
venereal diseases around these camps. 

As we explained earlier, the military has considerable difficulty in 
keeping interviewers on their own staff at these military installations. 
They have found it far more satisfactory to keep an interviewer as- 
signed there, to work at their camp, either part time or full time, either 
a State or local health department worker, or perhaps a Public Health 
Service worker. 

Mr. Fernanpez. Well, that is perfectly natural. 

Dr. Saarer. We found that that has been a much more satisfactory 
way of handling the problem, and we do know, for example, in your 
State, that the workers that are working around some of those military 
installations, such as Kirkland Air Force Base, around Santa Fe and 
Los Alamos, and other installations, are also working with the Indian 
population in those areas. 

Mr. Frrnanpez. When you say that we still have epidemiology 
workers and investigators, by the use of the word “we,” do you mean 
the Federal Government alone? 
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Dr. SHarer. The Public Health Service will have approximately 
150 such personnel for use across the country in fiscal year 1955. 

Mr. Fernanvez. Will they work with the States? 

Dr. SHarer. They will work with the State and local health depart- 

ents. 
we. Fernanpez. But the State gets no funds whatsoever for their 
end of it? 

Dr. Suarer. There will be no cash grants to the States during the 
next fiscal year. 

Dr. Scnee.E. Mr. Chairman, may I add something to that ¢ 

Mr. Bussey. Yes. 

Dr. ScHEE.E. The States are not precluded from using the funds 
from the general-assistance grants for venereal-disease control. So 
whether the States do have funds in the current program will depend 
on the determination made within the States. There is almost $2 
million more proposed for the general assistance for next year than 
there is in that account this year. 

So, I do not believe the States will reduce their venereal disease 
control expenditures by the amount that is shown in our reduction in 
State grant funds in the category of venereal disease. 

Mr. Fernanvez. Well, I hope | am exaggerating when I say I am 
afraid that the dependence upon the general-assistance grants is going 
to be somewhat of a delusion. 

You also say on page 2: 

The elimination of the special-grant funds in fiscal year 1955 will reduce 
epidemiological services to critical military, defense, industrial, and defense 
recreational areas from 255 areas served during the current fiseal year to 107. 

That seems to me to be a very, very drastic reduction in the number 
of areas, which is more than one-half of the number originally served. 

How do you justify that? 

Dr. Suarer. First, a few of the camps are closing. They are clos- 
ing now, and, of course, we can only go on the best information that 
we get, and we realize that everyone is making, perhaps, only a guess 
or an estimate, but we feet that there will be fewer camps covered 
during the coming year. 

We are quite hopeful that State and local health departments will 
have personnel that can be assigned to the field to fill these gaps in 
assignments to military installations or the defense recreational areas. 


SHIFT OF PROGRAM TO STATES 


Mr. Fernanpvez. Even with the New Look, I do not think there are 
so many of those defense installations and camp installations being 
closed, and it is a question of going back and saying, “We know the 
problem is there, we know the money is needed, we know the services 
are needed, but we think and hope and pray that the States will take 
it over and do it.” 


That is about what it amounts to; is it not? 

Dr. Suarer. Well, we feel that this program has been in operation 
for a good many years, and very lo ically our purpose was to stimulate 
State and local interest in venereal disease control, and we think that 
result has been a very good one, because the States increased their 
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appropriations to some $16 million for venereal disease contro] in 
fiscal 1949. 

Mr. Fernanvez. I thoroughly agree with you that we should stimu- 
late the States into doing it, but what you are doing here by drastically 
making these reductions is discouraging them when they come up 
against a situation like this where they are not going to be able to do 
even a fairly good job in the first place. 

The reduction should be more gradual. 

In the second place, they are taking on more and more and more of 
these various things in this field and other fields that are being shoved 
onto them. There is a limit to what some States can do. 

There may be no limitation to what some of the States may be able 
to do, but ion is a limit to what a good many States can do, when 
they have to take over these and so many other fields, for which the 
Federal Government is declining to assume the responsibility, and 
which the Federal Government is rather abruptly turning back to 
the States. 

Dr. Suarer. Well, it has been encouraging to us that while the 
Federal funds have been reduced, the State and local appropriations 
have only been cut, over the years, from a peak of $16 million, to 
the current year’s expenditure of some $13.5 million. 

In other words, they have maintained funds for the venereal disease 
control program, even though the incidence has gone down rather 
sharply. 

Mr. Fernanpez. Well, that being the program, I do not suppose 
there is too much we can do to head it off—that being the policy at. the 
present time, but I am satisfied that, at least, in my State and in 
some other States that I know of, the opie are going to want this 

rogram effectively continued, and I thin they will be justified in 
feos puzzled and alarmed about these reductions. 

That is all, Mr. Chairman. 


USE OF PENICILLIN 


Mr. Bussey. Doctor, when did they start using penicillin? 

Dr. Suarer. Penicillin was first used in 1943. 

Mr. Bussey. The use of that drag for treating venereal diseases is 
more or less universal now; is it not? 

Dr. Suarer. That is correct, sir, and is correct even in foreign 
countries. 

Mr. Bussey. First of all, I personally want to express my gratifica- 
tion at the Department’s outlook and evident opinion that after you 
have stimulated these programs and after you have worked with the 
States in setting up the programs and getting them into efficient op- 
eration, little by little this program and responsibility should 
be turned over to the States and the local communities. I think that 
was the reason for starting most of these Federal programs, but 
all too often the Federal Government is expected to carry on an op- 
eration long after the need for centralized operation and control has 


passed. 


STATE APPROPRIATIONS 


I believe you made mention of the fact that the States have increased 
their appropriations for this program by some $16 million. Did I 
understand you correctly ? 
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Dr. Suarer. Well, we have a tabulation that shows that when the 
Federal appropriations were established for venereal disease control 
in the 1939 fiscal year—the State appropriations have increased along 
with Federal appropriations to a peak of $16 million. 

Whereas the Federal peak was $17 million, and, as the Federal 
funds have been withdrawn, the State and local funds have decreased 
only from $16 million to $13.5 million. : 

Mr. Bussey. Do you have a tabulation to show what the various 
States have appropriated for the treatment of venereal diseases ¢ 

Dr. Suarer. During this current fiscal year ¢ 

Mr. Bussey. No; I mean since the Federal Government started 
this program. 

In what year did you say it was started ¢ 

Dr. Suarer. In 1939. 

Mr. Bussey. Do you have a tabulation of the various State appro- 
priations from 1939 down to 1954? 

Dr. Suarer. No; we do not have such a tabulation, and there is a 
question as to whether that information could be obtained. 

I would be very happy to try to obtain that information, however, 
sir. 

Mr. Bussey. Is there anything that the States could not do that 
the Federal Government is doing at the present time in treating these 
people who suffer with venereal disease ¢ 

Dr. Suarer. Insofar as treatment is concerned, we feel that we are 
in the best position to conduct research in the use of new drugs, to 
evaluate the effectiveness of those new drugs, and that, of course, 
would include development of completely new drugs. 

We presently are conducting research which would give us new 


therapeutic eeapene to use in the treatment of syphilis and gonorrhea. 


Mr. Bussey. I am not talking about research, Doctor. I am talk- 
ing about treatment. In other words, if the State legislatures ap- 
propriated enough money for the State public health services to treat 
these people who suffer with venereal diseases, there is no reason why 
it could not be done at the State and local level; is there? 

Dr. Suarer. No; I feel we have the weapons with which they can 
do the job now. The big problem is to find the case and get it treated. 

Mr. Buspey. All States, to some degree, have a program for the 
treatment of venereal disease. Is that not a fact? 

Dr. Suarer. That is true, sir. 

Mr. Bussey. It is just a matter of how much they want to expand 
that program, or how much they want to try to lean on the Federal 
Government. 

Dr. Suarer. That is correct. 

Mr. Bussey. The natural tendency for them is to say “if we can 
get it from the Federal Government, let’s go get it.” But if it is not 
there, they have to raise their own funds. 

Dr. SHarer. Of course, they feel very keenly about this when a 
problem is imposed upon them from outside their own borders, and 
they feel that, perhaps, there is a Federal responsibility. 

Again, I am thinking of the military situation, or the migratory 
agricultural labor problem. 

Mr. Bussey. I would agree with the States on that. I think there 
is a responsibility of the Federal Government in those areas. 

Dr. Suarer. That is true. 
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PROGRAM IN AREAS RECEIVING REDUCED FEDERAL ASSISTANCE 


Mr. Bussey. In regard to the statement on page 2, where you said 
that under the 1955 budget the areas where you are rendering assist- 
ance would have to be reduced from 255 to 107, is it not a fact that 
in many of these areas the State and local communities have programs 
operating, and it would not mean that they would be without a 
pro; 

Dr. Suarer. No; but the fact that we have covered these areas 
indicates that there is a problem there that is beyond their ability 
to meet, and we have moved in during this current fiscal year to give 
them assistance. 

It would simply mean that they must increase their ability to meet 
the problem during the coming year. 

r. Fernanpez. May I interpolate this thought, Mr. Chairman?! 

Mr. Bussey. Surely. 

Mr. Fernanpvez. With the cattle prices and the prices of other 
industries in my State going down, which will result in a curtailment 
of tax revenues in the State, if they were not able to take the program 
under favorable conditions, how in the world are we going to be able 
to do it now? 

I think we have quit at the wrong time. 

You take the case of the disease of smallpox, which was the scourge 
of my State many years ago, when the Federal Government went into 
that problem, they stayed with it until they licked it, and now you 
do not find one case of smallpox anywhere in the State, and that is one 
of those diseases that was very, very contagious. It spread like wild- 
fire, and years ago whole communities were decimated. You see old 
people who are all pockmarked from the disease in their youth, but 
ms ou do not find any smallpox because we stayed with it and 
licked it. 

Mr. Bussey. I am very sympathetic with the particular problem 
that the gentleman from New Mexico has in his State. He does have 
a problem down there. I think probably his situation is possibly 
a little more acute than most other States. 

I can appreciate the position he takes, and also his thinking on the 
matter. 

Mr. Fernanpvez. I do not have any figures to show what my State 
has been doing with respect to appropriations, but I do know from 
experience that in the late years after this program got started, they 
have had a much greater awareness of it, and appreciation of what 
can be done, and were very happy that we were aiming toward what 
we thought was the same treatment of those diseases that we dealt 
to the smallpox problem in that State. They are very appreciative 
of what has been done, and their hopes have been raised so high that 
it is quite a letdown now. 

Mr. Bussey. Does the gentleman from New Mexico envision a time 
when we can say that there is not a single case of venereal disease in 
the United States, as we can say in regard to smallpox? 

Mr. Fernanpez. You know, I do not think that is impossible. It 
would be a wonderful thing if it could be done in this whole United 
States, but it will have to be done in the entire country. 

This is one illness that you cannot treat in spots. If you are going 
to eliminate it, it has to be done by making an effort to defeat it 


4 
| 


131 


throughout the United States and, perhaps, in time, throughout the 
world. 

That is the only way you can do it, but it can be done. 

Mr. Bussey. Just out of curiosity, Doctor, if we reach the mil- 
lenium where we could say that there is not a single case of venereal 
disease in the entire United States, would that mean that it would 
be permanently eliminated from the United States ? 

r. Suarer. Definitely not. We would have to watch every da 
of our lives to keep it from crossing our borders, and coming re. A 
in, because the mechanism is constantly with us to develop new epi- 
demics in our country. 

I might even show you how explosively and how quickly these 
epidemics can develop. 

Mr. Bussry. We are not doing a very good job of keeping people 
we don’t want out of the United States; there are just thousands and 
thousands of people coming in illegally all the time, and this applies 
not only to Mexicans, but some other people. 

Mr. FernaNpez. But every time you stamp one case out, you pre- 
vent, perhaps, a hundred cases, but every time you let one case travel 
across the United States from one State to another, you contaminate 
others, and that will mushroom and get out of control. 

Dr. Suarer. I have charts here of a few small epidemics that we 
have experienced in the past few months that indicate the explosive- 
ness with which this problem could get out of hand, if nothing is done 
about it. 

Mr. Frernanpez. That is all, Mr. Chairman. 

Mr. Fogarty. Dr. Shafer, this cut is from $8 million last year 
down to $2.3 million this year, which is about the most severe cut of 
any constituent in the Federal Security Agency. 

What did you say the cut was in the States? You said earlier that 
there was some cut made last year in the State appropriations. 

Dr. Suarer. The State and local appropriations were $15.6 million 
during fiscal year 1953, and that was reduced to about $13.5 million 
during this current fiscal year. 

Mr. Fogarry. In other words, about a $2 million cut? 

Dr. Suarer. That is correct. 

Mr. Fogarty. They cut their expenditures instead of increasing 
them, as many people think will happen if the Federal Government 
gets out of these programs. That figure shows that they did not take 
- the slack but, in fact, they reduced their appropriations as the 

ederal Government reduced its appropriation. 

Dr. Suarer. That is correct. 

Mr. Fogarry. When the appropriations of the Federal Government 
started upward, the States increased their appropriations ? 

Dr. Suarer. That is true. 

Mr. Fogarty. In this particular phase of the Public Health Service, 
that figure shows that their appropriations were decreased by around 
$2 million last year? 

Dr. Suarer. That is correct. 

Mr. Focarry. And, the problem is still with us? 

Dr. Suarer. Yes, sir. 
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RECENT EPIDEMICS 


Mr. Fogarty. In regard to some of these outbreaks, how fast can 
they happen? I have not had a chance to go over this matter, but I 
notice there was one outbreak in West Virginia. 

Dr. Suarer. That particular epidemic occurred in a group of white 
teen-age children. We had the experience of chancroid being intro- 
duced into a community, and some 41 of these individuals were exposed 
to this one female. 

And I believe there were 23 of the 41 cases that were found to have 
a clinical chancroid when examined by our private physicians and 
the prevention and control center in West Virginia. Fortunately, 
we were able to get into that epidemic early and stamp it out. If we 
can cut across these chain infections quickly, we can very effectively 

revent the development of an epidemic. But, for example, this epi- 
Reaitle in Georgia was one we came across after it developed to a con- 
siderable extent, and it took quite a force of epidemiologists to go in 
and work out all those cases. But despite the effectiveness and quick- 
ness with which they worked, there were some 61 cases of infectious 
syphilis and about 7 or 8 others that had gone past the infectious stage 
and we treated a comparable number with what we call epidemic treat- 
ment to prevent further infection in that group. 

Mr. Focarry. 'The way I look at an infectious disease is that we have 
to stay with the problem until it is licked. I do not think we can say, 
with the record as it is and the statistics as we receive them, that this is 
the time for the Federal Government to get out of this program; but, 
when something like this is getting under control, that is the time we 
ought to police it more, and we ought to continue appropriating at a 
fair rate in order to keep up this good policing system. With the new 
drugs, and you are working on some new maethote of diagnosis, as you 
said this morning—— 

Dr. Suarer. That is correct. 

ar Focarry. If they are developed, that will all help as the doctor 
said. 

Mr. Bussey. If the gentleman will yield; you made some reference 
to somebody wanting the Federal Government to get out of this 
program. Ido not recall any discussion to that effect. 

Mr. Fogarty. I do not think I said it that way. I said I do not 
think the Federal Government should get out of this program. Any- 
way, I would not expect the Federal Government to get out, or to cut 
down to this extent. I think we are cutting this program too far; 
that is my feeling. If anyone could prove to me that the States 
were going to take up this slack, as we decreased these appropria- 
tions, I would be the first one to say amen to that type of control. 
But no one has proven to me or to this committee or to the Health, 
Education, and Welfare Agency that the States are doing that, or are 
going to do it. And if they do not do it, I do not think it is right 
for the Federal Government to say “All right; let it go.” I think 
the Federal Government has a responsibility in an area like this. I 
think it is a lot different than saying in general terms “We ought to 
let the States take care of these particular problems.” 

When the foot-and-mouth disease broke out in Mexico a few years 
ago, we appropriated $25 million or $30 million with no hesitation 
and with hardly any hearings, to kill cattle down in Mexico and 
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set up quarantine lines in order to prevent their being transported 
into this country. Does anyone know how much money is being 
appropriated by the Federal Government for research in diseases 
t plants and animals? 

Dr. Scurete. No, sir. 

Mr. Focartry. That is all the questions I have. 

Mr. Bussey. Thank you very much, Doctor. 


Tuourspay, Aprit 1, 1954. 


CONTROL OF TUBERCULOSIS 
WITNESSES 


DR. ROBERT J. ANDERSON, CHIEF, DIVISION OF CHRONIC DISEASES 
AND TUBERCULOSIS 

DR. OTIS L. ANDERSON, CHIEF, BUREAU OF STATE SERVICES 

STEPHEN ACKERMAN, FINANCIAL MANAGEMENT OFFICER, BU- 
REAU OF STATE SERVICES 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 

RUSSELL R. LARMON, ASSISTANT SECRETARY, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 

JAMES F,. KELLY, BUDGET OFFICER 


Savartes, Expenses, AND GRANTS 


Amounts available for obligation 


1953 actual | 1954 estimate | 1955 estimate 


Appropriation or estimate $8, 240, 000 
Unobligated balance, estimated savings —174, 948 


Obligations incurred 8, 065, 052 
Comparative transfer to ‘Salaries and expenses, Public Health 
Service”’ —17, 633 


Total obligations 8, 047, 419 


Obligations by activities 


Description 1953 actual | 1954 estimate 


1. Grants to States for tuberculosis control activities $5, 300, 000 
2. Direct operations: 

(a) Cooperative applied research 869, 537 
Technical assistance to 1, 678, 722 
(c) Administration 199, 160 


Total obligations 8, 047, 419 


| || 
I 
| 
] 
5 
4 
$6,000,000 | $3, 500, 000 
| 6, 000, 000 | 3, 500, 000 
| 
| 4 1955 estimate 
| $4, 275, 000 $2, 000, 000 
680, 000 485, 000 
Ri 170, 000 140, 000 
| F 6, 000, 000 3, 500, 000 
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Obligations by objects 
Object classification 1953 actual | 1954 estimate | 1955 estimate 
Total number of permanent positions__--._...........-..----- 419 340 245 
Full-time equivalent of all other positions... 10 10 9 
Average number of all employees--._-...-.........------------ 357 265 223 
Average salaries and grades: 
General schedule grades: 
Average grade ___ GS-5.7 GS-58 GS-~6.6 
Crafts, protective, and custodial grades 
$2, 836 $2, 913 $2, 875 
CPC-3 3 CPC-3.1 CPC-28 
Ungraded positions: Average salary...................-.-- $2, 925 $2, 896 $2, 806 
01 Personal services: 
42, 240 43, 300 41, 550 
Regular pay in excess of 52-week base. _.............-- 4, 265 3, 400 3, 530 
Payment above basic rates.......................-.--- 14, 910 1, 400 1, 400 
Total 1, 700, 661 1, 280, 800 1, 153, 300 
17, 766 8, 700 7,300 
04 Communication 11,374 7, 900 5, 200 
19, 615 15, 800 12, 800 
06 Printing and reproduction. 15, 501 10, 000 8, 000 
Oller sontractusl services. 350, 689 124, 100 60, 300 
267, 436 167, 100 160, 000 
66, 662 13, 400 10, 800 
11 Grants, subsidies, and contributions 5, 300, 000 4, 275, 000 2, 000, 000 
15 Taxes and 4,059 3,000 2,7 
8, 047, 419 6, 0C0, 000 3, 500, 000 
Analysis of erpenditures 
1953 actual | 1954 estimate | 1955 estimate 
Unliquidated obligatiors, start of year_................---._- $346, 820 $341, 147 $253, 647 
Obligations incurred during the year__..__._...____. ys 8, 065, 052 6, 000, 000 3, 500, 000 
- 8,420,222 6,341,147 3, 753, 647 
uct: 
Obligated balance carried to certified claims account 
Unliquidated obligations, end of year.................-.-- 341, 147 253, 647 168, 647 
8, 079, 002 6, 087, 500 3, 585, 000 
Expenditures are distributed as follows: 
Out of current authorizations...............------.-----.- 7, 748, 942 5, 767, 500 3, 385, 000 
Out of prior authorizations... ...._................------- 330, 060 | 320, 000 200, 


Mr. Bussey. The next budget request we have before us today is for 
the control of tuberculosis. We will be pleased to hear your genera! 


statement, Dr. Anderson. 


GENERAL STATEMENT 


Dr. Roserr J. Anperson. Mr. Chairman and members of the com- 
mittee, since the specific tuberculosis control program of the Public 
Health Service was formally —— with passage of Public Law 


410 in 1944, tuberculosis contro 
markable progress. Increased 


in the United States has made re- 


concentration—by governmental 


groups, tuberculosis associations, universities, medical schools, private 
industry, and individual investigators—on the multitude of problems 
associated with tuberculosis has yielded, in 9 years, such achieve- 
ments as— 
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The successful development and application of the mass chart X- 
ray survey technique for finding hidden cases of tuberculosis among 
large, apparently healthy population groups; 

The improvement and refinement of bacteriological culture tech- 
niques for detecting tuberculosis earlier and for diagnosing it more 
accurately ; 

The application of the coordinated clinical approach to therapy 
evaluation by which private investigators throughout the United 
States cooperate under a common protocol and pool their findings, 
thereby arriving at earlier and more precise answers in the evaluation 
of drugs; 

The discovery and development of new surgical techniques and anti- 
microbial drugs, increasing the hopes for an ultimate cure of the 
disease ; 

The extension of clinic, laboratory, nursing, and other tuberculosis 
control services to many more tuberculosis patients (much of this with 
the assistance of the Public Health Service grant-in-aid program). 

These effective developments are the factors which have given us 
improved diagnosis, better treatment, and a higher rehabilitation rate 
among tuberculosis patients. These are the factors which have saved 
lives: Since 1944, tuberculosis deaths have decreased 54 percent, from 
54,731 in that year to about 25,000 in 1952. However, this decline in 
mortality has not been accompanied by a corresponding decline in 
either the number of cases in existence or in the number of new cases 
occurring each year. 

While new treatment techniques have enabled us to arrest the course 
of the disease and to prolong the life of the tuberculosis patient, they 
do not provide the cure-all that had been hoped for for many years, 
and the overwhelming fact is that these treatment techniques cannot 
help the hidden cases in our population until they are discovered. 
Yet accumulating evidence shows that the number of persons X-rayed 
in casefinding activities is declining, the number of tuberculosis clinics 
is decreasing, laboratory services are being curtailed, and the training 
of Public-Health personnel is being reduced. 

In spite of the davelapuena and successful application of such posi- 
tive methods as the communitywide chest X-ray survey, in spite of 
the refinement of treatment techniques, in spite of the promising re- 
search that is now being done toward the development of an immuniz- 
ing agent, people are still falling ill, and hidden cases are still spread- 
ing the disease. Paradoxically, these decreases are occurring at a time 
when our chance of successfully controlling the disease is at a new high. 

Concentration on past success may well lead to a sense of com- 
placeney that may block future gains. Only continuing and undimin- 
ished efforts can make complete control of the disease a reality. 

Tuberculosis is a major public health problem. Based on actual 
studies in numerous communities it is estimated that in 1952, about 
1,200,000 Americans—8 out of every 1,000—had tuberculosis in some 
form; more than half of these were unknown. At any moment, there 
are 400,000 persons with active tuberculosis; of these, 150,000 are uni- 
dentified. These 400,000 persons are actual or potential spreaders of 
the disease unless they have proper medical and public health super- 
vision. 

Eight hundred thousand Americans have inactive tuberculosis which 
can become active again at any time. An estimated two-thirds of 


le 
45 
4 

23 4 

20 j 

50 

30 

00 

0) 

0) 

00 

00 

00) 

te 

47 

47 

47 

00 

00 

00 

il 
= 

- &§ 

ic 

i] 


136 


these are unknown to health departments. These people, too, are 
potentially capable of spreading infection unless they are discovered 
and placed under supervision. 

New cases répoetel 4 to health departments have remained at a leve! 
of about 110,000 per year. Since many cases go unrecognized and 
unreported, this is a minimum indication of new tuberculosis in our 

pulation. In this context, it is important to note that of the 25,000 

eaths from tuberculosis in 1952, one-fourth were unknown as tuber- 
culosis cases until the certificate of death was filed. 

These figures represent the human toll of tuberculosis. The dollar 
cost is similarly great and the burden is widely dispersed throughout 
the Nation. Cash outlays by the Federal Government and by public 
and private agencies—in terms of direct expenditure—were over $620) 
million in 1952. More than half of this amount went toward hos- 
pitalization of tuberculosis — (exclusive of hospital construc- 
tion), while less than $15 million was spent in the casefinding activity 
of X-ray screening. 

Individuals ill with tuberculosis in 1952 lost an estimated $500 mil- 
lion in income. In that year, over a quarter of a million Americans of 
working age were unable to work because of the disease. In terms of 
Federal tax revenue this represents a loss of about $40 million. 

In addition, about $114 billion in potential future production was 
lost due to premature deaths from tuberculosis in 1952. 

The sum of these costs—$2,620,000,000—represents the total esti- 
mated dollar cost of tuberculosis in 1952. Based on this figure, it is 
estimated that each new case of tuberculosis today costs the Nation 
about $30,000. This cost per case has another meaning, in that the 
current program under this budget request will pay its way as an 
investment in health with the prevention of only 125 cases of tuber- 
culosis. 

Many of the costs resulting from tuberculosis cannot be calculated. 
The long-continued period of medical care invariably involved in 
tuberculosis drains accumulated savings from most patients and their 
families. In addition to the financial problem, there are also the 
burdens of readjustment, lowered standards of living, assumption of 
the wage earner’s role by someone else, interrupted schooling, and the 
uprooting of children. 

These serious problems still confront us and must be dealt with 
directly if adequate control is to be achieved. If in actuality there 
were either a treatment capable of rapidly and completely curing 
tuberculosis in all stages, or if in actuality there were a completely 
effective immunization technique, control could be accomplished 
simply. These measures do not exist. 

It is the aim of the Public Health Service in the present program to 
further the development of methods and techniques and to stimulate 
and promote the application of these methods and techniques toward 
the complete control of the disease, for although there have been many 
contributions to our knowledge of tuberculosis, some of that knowledge 
has been only partially applied and much of it remains to be developed. 

The Public Health Service is continuing research studies in such 
areas as immunization and therapy evaluation. Because an effective 
immunizing agent could eventually reduce the tuberculosis problem 
in this country to the proportions of smallpox as a public-health 
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problem, the Service has, since 1946, been engaged in a large-scale 
evaluation of BCG vaccine, involving a total of 400,000 people. To 
date, results are inconclusive, and for this reason the Service has not 
made a recommendation for its widespread use in this country, but 
dees recommend it for use in limited selected _ s. 

Using the coordinated clinical approach, the Service has been en- 
gaged in a continuing evaluation of isoniazid since April 1952. To 
date, the study has involved over 3,500 tuberculosis patients. 

The most urgent operational problem confronting us today is a 
direct result of the application of the new therapeutic drugs. The 
drugs result in more rapid changes in the patient’s condition and 
it is, therefore, necessary to keep him under close supervision. Effec- 
tive as the drugs are, however, the tubercle bacillus becomes resistant 
to them and more frequent and more elaborate laboratory examina- 
tions are necessary to detect this and to appropriately alter treatment. 

As a result, the Public Health Service is undertaking operational 
research studies with the responsible participation of State and local 
health agencies. These studies are designed to secure fundamental 
knowledge of such practical questions as: 

(1) The value of treatment in the home as compared with treatment 
in the hospital, and its effect on communities in terms of the spread 
of infection as well as its effect on the recovery of the individual 
patients; also the duration of hospitalization for TB cases and the 
need for and the availability of tuberculosis beds. 

(2) The applicability of specific case-finding methods to selected 
population groups under varying conditions, including (@) X-ray 
sereening of special groups such as populations of mental and penal 
institutions, migrant workers, older age groups and alcoholics; (>) 
tuberculin testing (skin test) as an effective screening technique in 
geographic areas with low tuberculosis incidence; (¢) the followup 
of persons who have been in contact with tuberculosis. 

(3) The evaluation of tuberculosis laboratory services with specific 
attention to their adequacy in connection with the use of the new 
antimicrobial drugs. 

The Public Health Service is also actively engaged in providing 
expert consultation to help the States apply to their tuberculosis-con- 
trv] programs the latest methods and techniques that have been devel- 
eped. This consultation includes demonstrations in new or improved 
methods of case finding, case followup, clinic operations, and the 
training of professional personnel. 

The Public Health Service grants-in-aid program assists the States 

in applying the latest methods and techniques which are developed 
for tuberculosis case finding, nursing services, clinics, and laboratory 
services. 
_ Tuberculosis, with its enormous Federal expenditures; with its high 
incidence among migratory workers; with its hidden cases moving 
freely; with many remaining scientific and operational problems, 
requires nationwide planning. The Public Health Service program, 
under this budget request, recognizes the responsibility of the Federal 
Government in meeting the challenge of a disease that does not recog- 
nize State boundaries. 
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BUDGET REQUEST 


Mr. Bussey. Dr. Anderson, for this program you are justifying a 
budget request for $3,500,000, which is $2,500,000 below the 1954 ap- 
propriation. Most of this reduction is accounted for in the proposed 
reduction in grants from $4,275,000 to $2 million; is that correct ? 

Dr. Rozert J. ANpERSON. Yes, sir. 

Mr. Bussey. In the third paragraph on page 2 of your statement 
you say: 

While new treatment techniques have enabled us to arrest the course of this 
disease and to prolong the life of the tuberculosis patient, they do not provide 
the “cureall” that had been hoped for for many years, and the overwhelming 
fact is that these treatment techniques cannot help the hidden cases in our 
population until they are discovered. 

Would you expand on that sentence a little? 

Dr. Roser J. ANperson. Today there are about 400,000 persons in 
the United States who have active tuberculosis, contagious tuber- 
culosis. Of those, we know about 250,000. The other 150,000 are yet 
to be discovered. This is on the basis of surveys we have made in 
local areas. ‘Those 150,000 unknown cases do not have the symptoms 
of the disease which prompts them to go for medical attention. Their 
disease has not progressed that far. 


NUMBER OF X-RAY PICTURES TAKEN FOR DETECTION OF TB 


Mr. Bussey. What is the estimated number of case-finding X-ray 
pictures taken in the calendar year 1952 as compared with 1953? 

Dr. Rovert J. ANperson. In calendar year 1952 there were 13,466,- 
229 persons reported by State and local health departments who were 
X-rayed in mass surveys. Those were apparently well people, not 
peapee going to hospitals or physicians for treatment. In 1953 that 

gure is about 12,600,000 according to our figures. 

Mr. Bussey. Many of those people found they were not as well as 
they thought they were. 

r. Roperr 7. Anperson. Unfortunately that is the situation. 
About 85 percent of those that we discover in X-ray surveys are 
people who have no previous knowledge of their having had the 
disease. 


PERCENTAGE OF PERSONS FOUND TO HAVE TB 


Mr. Bussey. What percentage of the persons X-rayed are found to 
have tuberculosis ? 

Dr. Roserr J. Anperson. Of the total number of those X-rayed 
about seven-tenths of 1 percent will show evidence of having had 
tuberculosis at some time during their life and, of the total number 
X-rayed, one-tenth of 1 percent, or 1 person in a thousand, will have 
active disease in a contagious state. 

Mr. Bussry. That is one out of every thousand will show evidence 
of tuberculosis. 

Dr. Roserr J. Anperson. No; seven out of every thousand will 
show evidence of having tuberculosis; one per thousand X-rayed will 
have it in a contagious state; this one will be active right at the 
moment the pictures are taken. 
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Mr. Bussey. The statistics are gathered through State health 
departments, are they ? 

Dr. Ropert J. Anperson. Yes, together with our own experience 
in the survey program, in which we were active in the big cities. 
The statistics are comparable, however 

Mr. Bussey. Are these final figures arrived at by a sampling 
method, or are they arrived at by an actual count ? 

Dr. Roserr J. Anverson. These are figures from specific experi- 
ence of State and local health departments, as well as that of our own 
units operating in various places. 


NEW DRUGS 


Mr. Bussey. On page 5 you speak about the new therapeutic drugs. 
Tell us a little more about the hope these new therapeutic drugs hold 
for more successful treatment. 1 remember a year or two ago there 
was a new drug that some people thought was the answer to tuber- 
culosis control, but apparently it was not. 

Dr. Roserr J. ANperson. The drug you refer to is the one we call 
Isoniazid now. That drug, as I say, has not been a cure for all cases 
of tuberculosis; but we have found it to be a definite addition to all 
previously existing therapy. 

In our applied research program, in the work we are doing with 25 
State and local tuberculosis sanatoria, we are treating cases in those 
institutions for the purpose of obtaining the quickest results. We 
find this new drug, Lsoniazid, by itself to be the equal of the best pre- 
vious therapy we had, which was streptomycin plus para-amino sali- 
eylic acid. We find that Isoniazid plus either para-amino salicylic 
acid or streptomycin is better than streptomycin and para-amino 
salicylic acid. The problems from the standpoint of the control of the 
disease exist in the fact that the best treatments that we have a the 
moment require a period of 4 months to achieve their maximum effec- 
tiveness, and in the fact that 25 percent or better of the cases that have 
been treated and who were originally sputum positive, still have tuber- 
culosis bacilli in their sputum and, therefore, are not counted as cured. 

Mr. Bussey. What has taken place in the past year in regard to 
new drugs? 

Dr. Ropert J. ANperson. We certainly are alert to the development 
of drugs in commercial laboratories and other research laboratories, 
as well as our own Public Health laboratories, for the possible discoy- 
ery of any additional drug which in combination with some of the 
drugs we have, will improve the results we are achieving at the present 
time. The laboratories are continuously turning out new drugs. Some 
are at the stage where they must be tried out on animals; others are 
at the stage where they may be tried out in humans to determine the 
toxic effects as well as the therapeutic benefits. Some drugs that look 
well in the test tubes fail on animals; and some that look good on 
animals, will fail in humans. 


ADMINISTRATIVE COSTS 


Mr. Bussey. As T recall last year, you blamed your high adminis- 
trative cost on your X-ray teams, which are out of the picture now ; but 
comparing the 1955 budget with the 1953 expenditures, I note there is a 
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reduction of 62 percent in grants and 47 percent in direct program 
operations, but only 30 percent for administration. Why is that? 

Dr. Rozert J. Anverson. The administration item in our budget 
request provides for overall program direction, the grant-in-aid opera- 
tion, as well as direct operations. It covers the items of my own 
office, for example, and is related to the overall planning and direc- 
tion. It is not just administrative services that are included here in 
the item of administration. 

In 1953 we did have our full-scale field-service operation and pro- 
vided X-ray services for the big cities and our administrative costs 
were higher. In 1955, all of those items related to the X-ray services 
have been taken out of the administrative cost. 

Mr. Bussey. On page 625 of the hearings last year I asked this 
question : 

Mr. Bussey. I notice there is a 12-percent reduction in total personnel but 
that no reduction in the personnel engaged in administration is contemplated. 
Would you like to comment on that? 

Dr. Rosert J. Anderson. Our administrative-service activities include my 
own. office together with the central administrative services of personnel, pur- 
chase and supply, and keeping these X-ray teams going. With the program 
as it is proposed here, we need roughly the same staff that we have had before. 
These people are constantly on the road, Mr. Chairman, and the X-ray teams 
are constantly on the road, and we need to meet their needs for supplies and 
equipment. Also, if we do not get their checks to them, we hear about it. 

Now it seems to me the X-ray teams last year were being blamed 
for a great deal of these administrative expenses. Now you don’t 
have these teams, but your administrative costs are still not going 
down nearly in proportion to your total program. 

Dr. Rosert J. ANperson. In 1953, we had 31 persons engaged within 
the Division on servicing all of the administrative needs; in 1954, 
because of the fact our X-ray survey team operation did decrease, 
we reduced that to 22, and in 1955, when the X-ray survey team is 
eliminated entirely, our staff is below that—is 17 within the Division 
itself. 

Mr. Bussey. I assume that makes up the 30-percent reduction, but 
I was thinking of the 62-percent reduction in grants and 47-percent 
reduction in direct program operations. It seems to me that the ad- 
ministration ought to follow the other reductions more closely than it 
does, especially in view of the fact that last year, also, administrative 
costs failed to decline when the program was reduced. 


REDUCTION IN PERSONNEL IN GRADES ABOVE $8,000 PER ANNUM 


When we had the budget for control for venereal diseases under 
discussion a few minutes ago, I explored the situation in regard to 
people receiving salaries above $8,000 a year as compared with those 
receiving salaries under $8,000. Your budget request for 1955 is for 
a total of 245 permanent positions. This is a reduction of over 45 
percent from the 461 positions you had in 1952, but in the positions 
that pay over $8,000 per year there is only a reduction from 35 to 32, or 
less than 10 percent. 

Now why is that true? ' 

Dr. Rosert J. ANverson. In the mass survey operation that was dis- 
continued, there were em ages a large number of X-ray technicians 
and clerical workers in the low grades, and when that operation was 


discontinued they were reduced in force. 
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The operations in technical assistance to the States, exclusive of the 
X-ray service, and the operations in cooperative applied research have 
not been reduced. Therefore the position structure is about the same. 

Mr. Bussey. I notice in the Washington office that back as far as 
fiscal 1952 you had 22 positions at $8,000 and above, and you still 
have 21 for fiscal 1955. 

Then in the field you had 35 positions above $8,000 in 1952 and in 
fiscal 1955 you still have 32, notwithstanding the big reduction in 
appropriations. 

Dr. Ropert J. ANDERSON. Once again it was the X-ray survey team 
that was reduced in the budget, and the personnel that comprised the 
bulk of that staff was X-ray technicians and clerks. With the dis- 
continuance of that program we have a discontinuance of some high- 
grade departmental positions, but they are not as numerous as are 
the lower grade positions because of the fact it was X-ray technicians 
and clerks who were reduced. 


TOTAL OF ALL GOVERNMENTAL EXPENDITURES ON TB 


Mr. Bussey. How much money Federal, State, and local is spent per 
year on tuberculosis, including research, control, casefinding, care, and 
treatment? Do you know how much that amounts to? 

Dr. Ropert J. ANperson. Yes. We made an estimate for the year 
1952 of $620 million total for direct services in connection with TB 
and excluding the matter of indirect costs in the loss of income and 
that sort of thing. 

Mr. Bussey. What percentage would the reduction in the 1955 
budget represent, if the States and localities made no change in the 
amount of their expenditures ? 

Dr. Rosert J. ANperson. From the standpoint of specific activities 
for which they use these grant-in-aid funds, namely, epidemiologic 
control of disease, our study indicates a total of about $53 million is 
spent by all groups. 

Mr. Bussey. I mean in comparison to the grand total. 

Dr. Rozert J. ANprerson. In terms of comparable expenditures, this 
would be a reduction of $2.2 million out of a total of $53,687,000. Now 
the State health departments and the local health departments spend 
about $25 million; so that this reduction would be about a 10-percent 
reduction in terms of State and local health department expenditures. 


Note.—The answer to the question is approximately 0.4 of 1 percent. 


Mr. Bussey. What did you say the grand total was? 

Dr. Rosert J. ANperson. The grand total was $620 million. 

Mr. Bussey. That was for the calendar year 1952? 

Dr. Rosert J. Anverson. For 1952, for the United States and its 
Territories. 

Mr. Bussey. Then the percentage of the total that the proposed 
reduction represents is about four-tenths of one percent. 

Have you made any recent estimate since then? 

Dr. Rosert J. ANperson. No, sir. 

Mr. Bussey. So this reduction between what was appropriated in 
1954 and what is requested in 1955, taking into consideration the total 
amount spent on tuberculosis, would be a very small percentage, 
would it not? 

Dr. Roserr J. Anverson. Yes, sir. 
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WORK OF NATIONAL TUBERCULOSIS ASSOCIATION 


Mr. Bussey. What does the National Tuberculosis Association do 
in the field of detection ¢ 

Dr. Roserr J. ANperson. The National Association itself does not 
have any operating X-ray services. They do have committees on 
X-ray casefinding, in industry and that sort of thing. There are 
local groups in some instances which participate with the local health 
department in supporting X-ray units working in cities and coun- 
ties and even in some instances in States. 

In one instance our reports indicate after the cuts have been made 
in this program they have had to put some of their own money into 
X-ray surveys. 

Mr. Bussey. To what does their annual expenditure ameunt ! 

Dr. Roserr J. Anprerson. I do not know the exact figure. 

Mr. Bussey. Just give us an approximate figure. 

Dr. Rosert J. Anperson. Roughly, $23 milfion. That is the total 
over the country by county, city, State, and National groups. 


HISTORY OF RECENT BUDGET REQUESTS 


Mr. Focarry. Doctor, for how much did you ask the Bureau of the 
Budget ? 

Dr. Roserr J. Anprrson. $5,775,000. 

Mr. Foearry. And they allowed you $3.5 million ? 

Dr. Rorerr J. ANprerson. Yes, sir. 

Mr. Focarry. That is quite a cut, over $2 million cut by the Bureau 
of the Budget. 

What was the Truman budget a year ago? 

Mr. Ackerman. $7,645,000. 

Mr. Focarry. What was the Eisenhower budget ? 

Mr. AckEerRMAN. $5,725,000. 

Mr. Focarry. What did the committee allow ? 

Mr. Ackerman. The House allowance was $5,725,000. 

Mr. Focarry. So the House gave you last year just what the Eisen- 
hower budget calls for? 

Mr. Ackerman. Yes, sir. 

Mr. Focarry. Well, under this budget, you are not anywhere near 
the point of being wiped out as venereal disease control is. 

Dr. Roserr J. Anperson. Direct operations, with the exception 
of the mass survey team, are at the same level as last year, that is, 
in research activities and technical assistance. 


DEATH RATE FROM TUBERCULOSIS 


Mr. Focarry. I think someone gave some figures here 2 or 3 days 
ago about the death rate from tuberculosis going down. 

Dr. L. Annerson. Yes; I did. 

Mr. Focarry. What were those figures? 

Dr. Orts L. Anperson. I stated that the 1940 death rate for tubereu- 
losis was about 46 per 100,000 of population, and in 1946 the death rate 
had dropped to 40 per 100,000 of population, and in 1953 to approxi- 
mately 12. 

Dr. Ronerr L. ANperson. In 1953, it will be about 12.6. 

Mr. Foearry. 12.6 deaths per 100,000? 
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Dr. Rosert L. ANperson. Yes, sir. That represents a total of about 
20,000 deaths in 1953. And the rapid decline, you notice, has come 
about since 1946 and is a consequence of the total program. We have 
been extremely successful in reducing tuberculosis fatality by using 
our drug therapies which have come into being since 1946—these drugs 
that I mentioned. 

STREPTOMYCIN 


Mr. Focarry. Streptomycin was discovered about that time, was 
it not-—1945 or 1946? 

Dr. Rosert J. ANperson. Yes, sir. 

Mr. Foearry. I remember at the time streptomycin was first used, 
it was at a tremendous cost per gram. 

Dr. Ronert J. ANperson. Yes. I have forgotten the exact figure. 
It was $30, or so, per gram. 

Mr. Foearry. It was 2 or 3 years, or 3 or 4 years, before the average 
individual could afford to buy it. Did not we do something about 
that, too? 

Dr. Ronerr J. Anperson. Yes; there was an appropriation to the 
Research Grants Division of the Public Health Service for a research 
program in this new drug. I do not recall the exact figure. 

Mr. Foearry. I think we gave you some money for that program 
over and above what the Bureau of the Budget allowed, because of the 
information we received about the possibilities of streptomycin at 
that time? 

Dr. Roserr J. Anperson. I do not remember that. Maybe Dr. 
Scheele does. 

Dr. Scneseve. I think there was a sum put in the Appropriation Act 


to enable us to conduct a streptomycin study. I do not recall the 
amount, but it was a substantial amount. 

Dr. Ronert J. ANperson. I seem to remember a figure of $1,200,000 ; 
1 am not certain. 


CURRENT TUBERCULOSIS PROBLEMS 


Mr. Fogarry. That sounds like it to me. 

Because your death rate has gone down considerably since 1946, does 
that mean the problem itself has gone down with the death rate? 

Dr. Ronerr J. Anprerson. The problem has not gone down in the 
way the death rate has gone down. The newly reported cases of tuber- 
culosis reported by the health departments remain at about the same 
level they were in 1940. This last year there were about 108,000 new 
eases of tuberculosis reported. The number that has been reported 
year in and year out has ranged between 100,000 and 130,000. 

Mr. Focarry. When tuberculosis is at the advanced stage. it is a 
highly contagious disease, is it not ? 

Dr. Rosert J. ANprerson. Yes; that is so. 

Mr. Fogarty. If there are no hospital beds available for them, they 
have to be isolated at home: do they not? 

Dr. Roserr J. ANperson. That istrue. Tuberculosis is a contagious 
disease and one of the functions of the hospital or the Public Health 
Nursing Service, is to achieve isolation and prevention of the spread 
of that disease to others. 
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Mr. Focarry. What is the explanation for the decline in the number 
of people being X-rayed. 

Dr. Ronert J. ANperson. The decline in the number of people being 
X-rayed results from a lower number of X-ray units in operation in 
the States. The decline, as IT mentioned, has been from about 14.6 
million down to about 12.6 million. 

Mr. Focarry. That is in case findings? 

Dr. Rozerr J. Anperson. That is in case findings; yes, sir. That is 
a consequence of the decrease in the units available for case findings. 

Mr. Focarry. What is the reason for the decrease in case findings? 

Dr. Roserr J. ANperson. The reason for the decrease in case find- 
ings has been that the total resources of all health departments and 
health agencies have not kept pace with the demand we have had. 


STATE AND LOCAL APPROPRIATIONS 


_ Mr. Focarry. By that, do you mean that the appropriations at the 
local and State levels have not kept up in the last 2 or 3 years? Are 
they decreasing or increasing ? 

Dr. Roserr J. ANprerson. “They are increasing. The general trend 
has been upward in State and local expenditures, as we have observed 
them over the years. 

Mr. Focarry. What happened last year? In venereal disease, 
where we reduced the appropriation last year, the States appropri- 
ated $3 million less than they did the year before. How about 
tuberculosis ? 

Dr. Roserr J. Anperson. In tuberculosis the net decrease in total 
Federal, State, and local funds available was $311,000, although our 
reduction was $1,025,000. 

Mr. Fogarty. You mean there was a reduction of $300,000 in appro- 
priations at the local and State level last year? 

Dr. Roserr J. Anprerson. Yes, sir. 

Mr. Focarry. They did not increase their appropriations? 

Dr. Roserr J. ANpErson. That was spotty. Some States increased 
their appropriations; others did not. 

Mr. Fogarty. I am talking about the national level. In the over- 
all picture, the appropriations were not increased; in fact, there was 
a $300.000 decrease ; is that correct ? 

Dr. Roserr J. ANperson. Yes, sir. 


LIMITATIONS OF TREATMENT DRUGS 


Mr. Fogarry. Now, what is your experience with the new drug, 
Isoniazid? I remember when streptomycin was discovered they 
though that was going to be a cure-all, but then I think experience 
showed it only affected certain types of tuberculosis, is not that right, 
and that some TB patients built up a resistance to it ? 

Dr. Rosert J. ANperson. Yes, that is true for streptomycin, and is 
also true for Isoniazid. In fact, our treatment of tuberculosis with 
either drug, streptomycin or Isoniazid, which are two very potent 
drugs, may end up by having a resistance of the organisms developed 
to the drugs that were used in their cases. It may be in not more than 
25 percent of the treated cases that this happens, but that poses a 
problem for us technically, namely, to determine the importance of 
those resistant organisms from the standpoint of transmitting the 
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disease to other persons and, from the standpoint of the program, to 
find out whether or not we need to continue to isolate those people 
for as long as they have resistant organisms in their sputum and spit 
them out. 


TUBERCULOSIS SANATORIA 


Mr. Fogarty. Does every State have State sanatoria ‘ 

Dr. Rosert J. ANperson. No; in some States there is no State sani- 
torium but only county sanatoria. 

Mr. Fogarty. Is there any difference in the results, State by State, 
in the sanatoria ? 

Dr. Roserr J. ANprerson. The general trend in accomplishment is 
pretty well uniform over the country, the rate of improvement has 
been fairly consistent in all of the States. 

I am not sure that is responsive to the question you asked. 

Mr. Foearry. The reason I ask is that we have a pretty good sana- 

tarium in Rhode Island and I was just wondering how it compares 
with the other sanatoria as far as you know, or if you have any infor- 
mation along that line, and whether the conditions that exist in some 
parts of the country are conducive to quicker recovery of tubercular 
vatients. 
Dr. Rosert J. ANperson. I know your State sanatorium does enjoy 
an excellent reputation. About the effect of climate on the response 
patients make in the treatment of the disease, most people feel now 
that climate has little effect if any on the course of the disease; drugs 
today are the most important factor. 

Mr. Fogarty. Is that so? 

Dr. Rosert J. ANpeRson. Yes, sir—drugs and surgery. 

Mr. Fogarty. Why is the TB rate so high in Alaska ? 

Dr. Rosert J. Anperson. The TB death rate in Alaska is high—— 

Mr. Focarty. The highest in the world; is it not? 

Dr. Ronert J. Anperson. Not in the world, no, sir; but it much 
higher there than in this country. 

Mr. Fogarty. More than double; is it not? 

Dr. Rosert J. Anperson. Yes. It is interesting that in the two 
extremes of Alaska and Puerto Rico are possessed the highest mortal- 
ity rates of any of our States and Territories. I think in both instances 
it is due to population problems that exist in both places—in Alaska, 
the Eskimo and Indian, or more particularly the Eskimo and 
Aleutians. 


WOLVERTON REPORT 


Mr. Fogarty. Did you testify before the Wolverton committee ? 

Dr. Rosert J. ANperson. Yes, sir. 

Mr. Fogarty. Have you read the report? 

Dr. Rosert J. ANperson. Yes, sir—that part of it that pertains to 
tuberculosis. 

Mr. Fogarty. Could you in a few words tell me what is in it? I 
have not read it yet; I just got it this morning. What does it say about 
tuberculosis? 

Dr. Rosert J. ANnperson. It tells about the extent of the problem 
as we talked about it here this morning in terms of the number of 
deaths and cases. It presents information about what we believe are 
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the remaining problems; namely, that of continuing to seek a vaccine 
which would be better than anything we have now, and to improve 
our therapy; to develop more rapidly effective treatment for the di- 
sease than anything we have at the moment, and to improve our case- 
finding performance, too. 

Mr. Focarry. I notice the last paragraph on page 194 says: 


Though Koch identified the tubercle bacillus 70 years ago, and many workers 
have since contributed to our stockpile of knowledge about the disease, progress 


in tuberculosis can be achieved through discoveries about new things and new 
discoveries about old things, and through sound application of the knowledge 
that we already possess. This will require more funds and more trained 
workers than are now available in order to speed the development of scientific 
knowledge and techniques. 

What do they mean by that? Is there a dearth of technicians in 
this field, and trained workers in the States? 

Dr. Roserr J. Anperson. Yes, there is. The States are finding 
difficulty in finding nurses for their sanitoriums and for their public 
health departments and clinics in tuberculosis. The same is true for 
doctors and laboratory technicians. Doctors is probably the tightest 
commodity that there is, and nurses is second. 

Mr. Focarry. They conclude by saying that the Federal Govern- 
ment should still continue in this work. ‘ 

Dr. Roserr J. ANperson. I might say with regard to the achieve- 
ments I referred to earlier in the reduction of the tuberculosis deaths 
from about 52,000 in 1945 to 20,000 in 1952, that the income potential! 
of the group that died, according to their age, sex, and occupational 
status in 1945, would have been 62.5 billion if they had stayed alive. 
In 1952, those that died had an income potential of $1.5 billion if they 
had lived the rest of normal life. So through the saving of lives alone 
we have achieved a $1 billion increase in income capacity. 


VACCINE INVESTIGATIONS 


Mr. Fogarry. It says: 


Because an effective immunizing agent could quickly reduce tuberculosis in 
this country to the proportions of smallpox as a public health problem, the 
evaluation of BCG vaccine and the search for other immunizing vaccines will 
be carried on through thorough and extensive investigations. 

What are you doing now in the way of Federal research on BCG 
vaccine ¢ 

Dr. Roserr J. Anperson. We have established in past years two 
large projects to determine exactly how effective BCG vaccine is and 
whether we can improve it. Those are in Puerto Rico and Columbus, 
Ga., where we have worked with 400,000 persons. Our evaluation 
and review of that program at the end of last year, 1952, showed us 
that the time which had elapsed since we had done the vaccination 
was yet too short to demonstrate the effectiveness of the vaccine. 
We can make no calculation yet of the effectiveness of the vaccine. 

The cases that developed tuberculosis in Puerto Rico and Columbus, 
Ga., were cases that had been infected years before we came along 
with our vaccination program. 

Mr. Foearry. This would be the best answer yet, would it not, if 
this vaccine would turn out to be really effective? That would be 
the ultimate goal; would it not? 
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Dr. Ronerr J. Anperson. Yes, sir. In another vaccination 
activity we are working with animals at our laboratory at the Com- 
municable Disease Center to test out products developed in the 
various laboratories over the country on a sufficient scale so that we 
can draw some conclusions before we try them out in humans. 

Mr. Fogarty. Have you had enough money in this appropriation 
to carry on this investigation ? 

Dr. Roserr J. ANDERSON. Yes, sir. 

Mr. Fogarty. When do you anticipate you will have a better 
answer than you have at the present time? 

Dr. Roperr J. ANprrson. ‘The value of Puerto Rico and Columbus, 
Ga., is going to continue down through the years, because we have 
groups of people who were exactly alike when we first started work- 
ing with them, and thus we can view the results of the vaccine pro- 
gram years afterward. That is going to be important to us, because 
in order to know whether or not we should revaccinate people for 
tuberculosis, we have to know how long the vaccine is effective. Un- 
til we have finished the experiment we are working on now with 
different vaccines, we are not able to make any prediction as to 
when we will have anything new. 

We have found already, however, that the way you handle and 
care for the vaccine before giving it to humans 1s very important. 
The present vaccine is very sensitive to daylight. If you take it out 
and leave it in the vial on the table here, within a few hours it will 
be impotent so far as creating the desired effect in people as a vaccine. 
So we have to be very careful in the vaccine program to handle the 
vaccine properly. 

Mr. Fogarty. But you think it does show some promise? 

Dr. Rosert J. ANverson. We are just beginning to see there may 
be something going to appear as a consequence of the vaccine program 
in Puerto Rico. 

Mr. Fogarty. It is something along the line of the vaccine developed 
for smallpox? 

Dr. Rosert J. ANperson. Yes. In smallpox, the smallpox vaccine 
is highly effective compared to the vaccine we have for tuberculosis 
at the moment. We just do not have it in the TB vaccine. 

Mr. Fogarty. Could it be compared to the vaccine against typhus 
that was developed by the Public Health Service? 

Dr. Roserr J. ANperson. No, I do not think BCG, as we know it, 
would be as effective as the typhus vaccine. 


TYPHUS VACCINE 


Mr. Focartry. The typhus vaccine is practically 100 percent effec- 
tive, is it not ? 

Dr. Rozert J. Anperson. I do not know what it is in percent. 

Mr. Foearry. Dr. Scheele, did not you people develop this typhus 
vaccine? 

Dr. Scurete. Yes, sir, we developed the present type of vaccine. 

Mr. Focarty. Is that practically 100 percent effective? 

Dr. Scueete. So far as we know, it is. Of course it is difficult to 
have a sort of human experiment. 

Mr. Fogarty. Was it not used to a considerable extent by our 
Armed Forces overseas ¢ 
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Dr. Scueete. It was and one of the things that made us feel it was 
fully effective was the fact we did not have cases of typhus in our 
troops in Africa. The British at that time had not swung over to the 
use of this new type of vaccine which was developed in the United 
States and they did have a number of cases in their troops in Tunisia 
and Egypt. 

We had, as I recall, a few cases turn up in our folks in northwest 
Europe. I think there was a sergeant who developed the disease who 
was working in some displaced-persons camp where there had been a 
number of cases, as many as 1,000, at the time the camps were liberated. 
en found he had had it at some time or other, but had not had his 

ster. 

Then we had another case in which our physician working with 
DP’s had typhus. For some strange reason he had forgotten to have 
himself immunized, and he slipped through under the immunization 
program in the military service. And after he had it, we went back 
over the record and found he never had been immunized for typhus. 
His case was a very severe case; the sergeant had a very, very mild 
case; but he had not had the booster, which he should have had. 

Mr. Focarry. When was the typhus vaccine discovered ? 

Dr. Scuretr. I am sorry to say I cannot tell you when the labora- 
tory method of producing the vaccine was discovered. The type of 
vaccine used by the Armed Forces was developed in the course of 
studies carried on early during the last war by the National Institutes 
of Health. 

Mr. Focarry. In the early 1940's? 

Dr. Scuretr. Yes, sir. 

Mr. Foearry. It is not daydreaming, then, for one to hope that 
a recone can some day be discovered that will prevent tuberculosis, 
is it? 

Dr. Scueetr. No, sir; it certainly is not. 

Mr. Foearry. Or for venereal disease ? 

Dr. Scuerte. It is possible. In fact, as you have properly pointed 
out, that would be a real solution to the problem. 

I was thinking sometime ago when Mr. Fernandez was referring 
to eradicating venereal disease, that so long as we do not have an 
immunizing agent the eradication of diseases such as syphilis and 
gonorrhea will be very difficult, and the same thing is true of tubercu- 
losis. The production of a worthwhile vaccine would be a major 
accomplishment. 

Mr. Focarry. That is all I have, Mr. Chairman. 


FEDERAL PART IN X-RAY CASE FINDING PROGRAM 


Dr. Scurrete. May IT extend 1 or 2 comments that Dr. Anderson 
made? One had to do with case finding, with X-rays done in the 
States. I think the record should show that actually the part of the 
case-finding program in the States done through Public Health Serv- 
ice help was but a small portion of their total programs. In other 
words, the reduction that has occurred is not related entirely—to 
put it another way, the bulk of the work is done by the States or 
other agencies, and our part was the helping hand and not the whole 
show. 
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Also, the mobile units that we formerly had, I believe with one 
exception, have been or will be loaned to the States and it is our 
hope and it is their promise that they will continue to use those in the 
case-finding program; so that we should see, as they build up again, 
some increase in the work they are doing. 


NEGOTIATIONS WITH BUREAU OF THE BUDGET 


I would also like to point out, that while it was indicated we had 
asked the Bureau of the Budget for $5,775,000, and that they had 
allowed $3,500,000, that there were certain negotiations with the 
Bureau of the Budget and that on our own initiation, the smaller sum 
which appears in this request was developed. As a part of that 
negotiation and our departmental discussion, something approaching 
$2 million additional money was shifted to general assistance grants. 
So that the record should not show that we went to the Bureau of the 
Budget asking for this larger sum and that they arbitrarily made a 
cut. 

Mr. Fogarty. Then you had better complete the record and tell 
us exactly what happened between you and the Bureau of the Budget. 
Just tell me where they gave in, where you gave in, what they 
promised, and what you promised. 

Dr. Scnerte. Very frankly, we were considering at one time lower 
sums of money for some of the other grant programs—heart, cancer, 
and mental health—than appear in our budget request before you. 
We had discussions with them and discussions in our staff of the most 
appropriate ways to use money in categorical programs, and as a 
result of those discussions came up with the distribution exactly as 
presented in the President’s budget. 

Mr. Fogarty. Tell us what vou told the Bureau of the Budget, now. 
Who did you work with in the Bureau of the Budget on this dea! you 
made with regard to the appropriation for the control of tuberculosis 
and appropriations for grants to the States? 

Dr. Scuretr. Actually the discussions and the work on this were 
not done in long discussion with people in the Bureau. Mr. Carey, 
who is head of the Estimates Division which handles our budget, and 
members of his staff were in on part of the discussions with the 
Public Health Service, and there were other discussions between mem- 
bers of the Public Health Service staff, including myself, and mem- 
bers of the Secretary’s staff. 

Mr. Fogarry. Did you tell the Bureau of the Budget “O. K., you 
take off a couple million dollars here, but put it back in general as- 
sistance to the States and it will be all right with us?” Is that the 
approach you made? 

Dr. Scurete. In part, that is correct. Actually, we decided what 
to ask the Bureau of the Budget for; these things were not firm re- 
quests ; these things were in process of discussion ; they were exchanges 
of conversations. There were, I presume, some budget. estimates on 
pieces of paper; on the other hand, it was not a cut-and-dried matter 
of simply asking on our part for one exact amount and a simple action 
on their part of saying, “You shall have only this.” 

Mr. Bussey. I would like to have you enlighten me a little on this. 
I was wondering if your negotiation with the Bureau of the Budget 
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is not something like when we meet in executive session to decide on 
the final figures we are going to recommend to the full Appropriations 
Committee for consideration. I may have one figure in mind; Mr. 
Budge may have another figure in mind on the same appropriation, 
Mr. Jensen may have a different figure, and Mr. Fogarty a fourth 
different figure, and Mr. Fernandez a fifth different figure, and then, 
by just talking and explaining our position, we arrive at a compromise 
figure. 

Is that similar to what goes on in those discussions you have? 

Dr. Scueete. Yes, sir. 

Mr. Bussey. In other words, it is discussed from the point of view 
of the Public Health Service, the whole Department, and the econ- 
omy and public health needs of the Nation. 

r. Scueere. That is correct. We had a proposal which had a 
series of components in the various grant lines, and once we had <e- 
termined what the total would be, something approaching $20 million 
for the six lines, then we looked at it again bes redeveloped the dis- 
tribution for those lines. And this process is very much like the 
process you described in discussing the type of report or agreement 
you arrive at on figures in your committee. 

Mr. Bussey. It is the best judgment of everybody with all of the 
factors considered. 

Dr. Scuerete. That is correct, and with the additional factor in 
this case, as in the other funds in the Public Health Service, that ob- 
viously that any one line has to be related to the other funds in the 
Public Health Service and the Department as a whole. 

Mr. Foearry. Did you do that same thing in hospital construction ; 
did vou bargain with them ? 

Dr. Scutete. Well, we do not necessarily bargain with them. 

Mr. Focarty. Trade, bargain, negotiate—you can use whichever 
term you want, but they all mean the same thing to me. 

Dr. Scurete. In the case of the hospital facilities program, we re- 
quested 950 million and that is what they allowed. 

Mr. Focarry. You requested $50 million because you had an overall 
ceiling. Is that not right? 

Dr. Yes, sir. 

Mr. Fogarty. The Public Health Service was given a ceiling; is 
that right? 

Dr. Scurerr. That is correct. 

Mr. Focarry. What was the ceiling? 

Dr. Scurete. I am sorry to say that IT do not recall what the ceiling 
was. 

Mr. Bussey. Mr. Kelly could probably furnish that for you. 

Mr. Ketry. Mr. Fogarty, as you recall, when we discussed this the 
other day, I did give you, in effect, a ceiling on several of the constitu- 
ents of the Department, and when we came to the Public Health 
Service, I explained that this had been somewhat of an evolutionary 
process, and that it was difficult to identify that there was a specific 
ceiling, because there were, in effect, several budgets in the Public 
Health Service. 

It went through an evolutionary process of starting with one figure: 
and moving to another, and each time the Public Health Service was 
making a revised distribution of this total figure, based on their prior- 
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ities of which were the most important items, and which ones should 
be given emphasis within a given field. 

As close as you can come, in my opinion, to a ceiling is to say that 
the Department requested of the Bureau of the Budget $198,298,750 
and that, in effect, was the final ceiling which was established for the 
Public Health Service, within which they made a distribution to the 
various appropriations programs. 

Mr. Fogarry. Who made the distribution ? 

Mr. Ketty. The Public Health Service, but on the basis of a quite 
considerable amount of negotiation that went back and forth in arriv- 
ing at this ceiling. 

Mr. Bussey. But, that $198 million did not include this proposed 
legislation which would add $60 million for categorical grants, that 
has passed the House, and other legislative proposals yet to be acted 
on by the House. 

Mr. Ketty. That is right, Mr. Chairman. It does not include ary 
of those proposals, for later sums. 

Mr. Focarty. These figures that we have before us in these justi- 
fications do not mean much, then. We do not know what deals have 
been made between the Public Health Service and the Bureau of 
the adi that are behind the figures presented in these justifica- 
tions 

Mr. Bussey. As far as I am concerned, the request for the control 
of tuberculosis is very plain.. These figures do mean something to 
me. 

Mr. Fogarry. I thought it was plain, also, until Dr. Scheele. I 
thought, confused the record. 

Mr. Bussey. It did not confuse me. 

Mr. Fogarry. Maybe it did not confuse you, but it certainly con- 
fused me. You requested of the Bureau of the Budget $5,775,000 
and you received $3.5 million for control of tuberculosis, this categor- 
ical item right here before us. That was the understanding I had, 
and that was in the record, and now the record shows that is not 
correct. 

Maybe those are the figures but that is not what is going on. 


ADJUSTMENT IN GENERAL GRANT ITEMS 


Mr. Bussey. Mr. Fogarty, as I understand it, this is definitely a 
departmental request presented to our committee. Dr. Scheele was 
iy referring to the fact that there is $2 million more requested 
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in the appropriation for grants to States for general health activities 
and the States will, of course, use some of it for tuberculosis if the 
problem warrants it. 

Mr. Fogarty. This appropriation request was cut $2,275,000. How 
much of that has been transferred to the item of general grants to 
States to be used for the control of tuberculosis ? 

Dr. Scurere. Mr. Fogarty, as I understand it, that would be up 
to the States to determine whether they wish to use the money for 
= purpose or not, and whether it is more important than something 
else. 

Mr. Fogarty. What authority does the Bureau of the Budget have 
for taking away money in a categorical grant, and putting it into gen- 
eral assistance for the States to spend for whatever they want? 
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Mr. Larmon. I assume, again, it is a matter of the discussions with 
the Department people, at the time, as indicated, but I was not present 
and, again, I cannot speak factually upon it, but the Department 
agreed to the increase of roughly $2 million. 

Mr. Bussey. The committee, if it disagrees with this, can recom- 
mend to the full committee that these adjustments be reversed. 

Mr. Focarry. Was there a request made by the Bureau of the Budg- 
et a few years ago to eliminate these categorical pasts! 

Dr. Scurete. There were discussions on combining the appropria- 
tion lines into a single line for grants to States. That would not have, 
necessarily, taken away the earmarking of funds for categorical use. 

Mr. Focarry. Do you remember what this committee said in its 
report that year about that suggestion ? 

r. Scueeir. My recollection is that the committee preferred to see 
the funds divided into the separate lines. 

Mr. Focartry. This committee made it very plain in the report that 
we would have nothing to do with that suggestion at all, and that 
we wanted the funds kept in these categorical grant appropriations. 
Is that right? 

Dr. Scneete. Yes, sir; that is my recollection. 

Mr. Focarry. That is as I remember it, I think Mr. Keefe was chair- 
man at the time, and I agreed with him. Now the Department is try- 
ing to change that, either you or the Bureau of the Budget has made 
that change. 

Dr. Scueete. I take full responsibility for it, Mr. Fogarty. 

Mr. Fogarty. Have you had any wish expressed by this committee, 
or the committee in the Senate, that it should be done that way? 

Dr. No, sir. 

Mr. Focarry. Or, by anyone else? 

Dr. Scueete. No, sir; we have none. Mr. Harlow reminds me that 
the State health officers who receive these grant funds have, over a 
period of 2 or 3 years now, been passing resolutions which they have 
given to us, recommending the elimination of categorical grants, and 
their combination into a single, general grant program. 


REVISED REGULATIONS CONCERNING STATE ACCOUNTING FOR FUNDS 


Mr. Foearry. Did you make a request to the State health officers 
within the last year or two to give you better information as to how 
these funds were spent? 

Dr. Scuereir. Yes, sir; we have a new regulation which became 
effective July 1, of last year, which requires that they keep their books 
in such a way as to be able to permit adequate verification of expendi- 
ture of the categorical grant funds. 

Mr. Focarry. Why was that regulation issued ? 

Dr. Scuretr. This was done to give us a better chance to test their 
performance in using the funds for the purposes for which the Con- 
gress was appropriating them. 

Mr. Focarry. That was my understanding of why this committee 
a few years ago refused the advice of the Bureau of the Budget to 
consolidate these grants into one appropriation item. I did not know 
that the committee had changed that concept. 

Mr. Bussey. Will the gentleman yield ? 

Mr. Foearry. Yes. 
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Mr. Bussey. As my friend, Mr. Fogarty, knows, one appropriations 
committee, or one Congress, cannot bind another Congress. 

Mr. Foearry. That is right. 

Mr. Bussey. One committee cannot bind another committee. 

This committee can decide to take the wishes of the Public Health 
Service in this matter or it can reaffirm the position which the com- 
mittee took when the gentleman from Wisconsin, Mr. Keefe, was 
chairman of the committee. 

Mr. Foearry. You are absolutely right. 

Mr. Bussey. I frankly say that these departments, as you know, are 
trying to do some things I don’t approve of; like the request last year 
for authority to transfer funds, up to 5 percent, between constituents. 
The committee thought they should not be allowed that authority, 
and it was not allowed. This year they want to put this $2 million 
into general assistance grants instead of categorical grants. I am 
frank to admit that, so far as I am personally concerned, I have no 
definite opinion on it at this time, but we ought to think about it, and 
be in a position when we mark up the bill to make a reasonable deter- 
mination at that time. 

Mr. Focarty. Well, agree with you to a certain extent. We should 
make the decision and not the Public Health Service. 

Mr. Bussey. That is the responsibility of the committee, but that 
does not prevent their expressing their judgment to the committee 
on this question of allocation of funds. If we decided it should be 
categorical, then we would just take it out of the general assistance 
program and put it in the categorical appropriation. 

Mr. Fogarty. You are right, but that is not the way they are using 
the committee. 

If they had come to the committee and said “This is what we are 
doing, and the way we are doing it now, and we think for this reason 
or that reason it is the way to do it,” that would have been different, 
but we have had to dig this thing out of them. I am just now finding 
out what has been done. 

Peo Bussey. I think there has been a pretty thorough discussion 
of it. 

Mr. Fogarty. This is a change which has taken place without the 
prior consent of this committee. 

Mr. Bussey. The change has not taken place. 

Mr. Fogarty. It has taken place? 

Mr. Bussey. No. 

Mr. Fogarty. Up to this point it has. 

Mr. Bussey. It does not take place until the Congress acts. 

Mr. Fogarty. I know that, if you want to be that technical, but 
there is a change before us. As we have it now, it has been changed. 
There is no question about that. 

Mr. Bussey. This is only a request. 

Mr. Fogarty. That is what Iam talking about. Iam talking about 
this budget that is before us, and it has been changed. 

In regard to the 5 percent transfer authority, if they had come in 
and said, “We are going to transfer 5 percent of our funds without 
— the committee,” you would be disturbed about that, and so 
would I. 

Mr. Busser. They asked for that language change, and they are 
asking for this change. 
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Mr. Foearry. They have not asked for it. They have done it 
without asking for it. Where have they asked for it? Show me in 
the record where they have asked for it. 

Mr. Bussey. By the mere fact that it has been placed in the budget 
request for general assistance grants. 

r. Focarry. They did it without asking. That is the point I am 
making. There is nothing in the record which shows they have asked 
for it, and they know that this committee did take action and turned 
down a similar suggestion 6 or 7 years ago. I know it does not bind 
future committees, and future Congresses, but it seems to me that if 
I was in the Public Health Service and a committee had taken action 
before I changed my mode of procedure I would at least ask the com- 
mittee about it. 

Mr. Larmon. Mr. Fogarty, as I understand it, the Department is 
simply requesting this amount for tuberculosis and this amount for 
assistance to States in general. I mean, that is the recommendation to 
the Congress. 

Mr. Focarry. That is not the way I understood it. As T under- 
stood the explanation, the main reason for this cut from $5,775,000 
down to $3,500,000 was that, because of negotiations with the Bureau 
of the Budget, they decided to use that money in the general assistance 
to States program and the States could spend it for whatever they 
wanted to, venereal disease or heart disease, or anything else. 

That was the explanation on the record. That is what Dr. Scheele 
just explained. It is not earmarked for tuberculosis. 

Mr. Larmon. The departmental recommendation is simply this, 
and that is the justification given. 

Mr. Focarry. I just happen to be a firm believer in categorical ap- 
propriations. Now, it may be that the Congress will not agree with 
me, but when we appropriate money for the heart program, I want it 
to be spent. on the heart program. I do not want $5 million of it to be 
spent on heart, and $10 million on cancer. 

When we make these appropriations to these medical schools 
throughout the country for teaching in the heart and cancer program, 
T think we have strings on those appropriations to make sure that the 
money is spent for the heart program and not for tuberculosis or 
venereal disease. 

Mr. Bussey. We cannot prove that the funds we have been appro- 
riating have been spent in those particular categorical programs. 
he audit report which we had before us the other day, and which was 

put in the record, showed that pretty definitely. 

Mr. Fogarty. If that is so, and it is the wish of the committee that 
we should insist upon an accounting, then we should write some lan- 
guage in the appropriation bill to the effect that. this money that is 
going to the States shall be spent in such a way and accounted for in 
such a way that it can be shown that each dollar went to the purpose 
for which the appropriation was made. 

Mr. Bussey. They are starting on a new system of accounting, as I 
understand it, to be sure that the funds are spent in that way now, but 
it has not. been that way in the past. 

Mr. Fogarty. That is right, but now they are taking $2 million away 
from one program, and putting it into the general assistance program 
to the States with no earmarking at all. 


x 

q 
: 
i 
4 
4 


155 


Mr. Bussey. Dr. Scheele, in making that decision did you have in 
mind that the States are in a better position than the Federal Gov- 
ernment to know their problem at the local level, and to know what 
health problems are the most urgent, or what did you have in mind in 
that regard? 

Dr. Scueete. Our thinking, as a matter of fact, was very much 
like the expression which you have just made. It was our feeling that, 
because of the Federal support to the States coming down, it would 
be then better for the States to have more leeway to determine pri- 
orities within their own program. 

The fact we were coming in with no venereal disease request did 
not mean that they would have no need in that area. They might 
want to continue some program, and we decided to handle the tuber- 
culosis problem the same way. We felt that it was much more appro- 
priate for them to have this responsibility to judge the problem the 
same way, to judge between their programs themselves, than for us 
to earmark that additional amount for tuberculosis. 

That position was taken in the light of the overall amount that 
we were asking for for all of the grant items. Although we made 
those decisions in the case of venereal disease and tuberculosis, the 
committee will note that we made decisions in the case of mental-health 
grants, cancer grants, and heart grants to hold those at the same 
level as they are in fiscal year 1954. 

Mr. Bussey. Frankly, there is no secret about it, the hearings since 
I have been on this committee will disclose the fact that I am one 
of the greatest States rights advocates in the House of Representatives. 
I always have been and always will be. 

Will emphasizing the general assistance grants have a tendency 
to point up the responsibilities of the States and make them more 
conscious of their responsibilities for their programs? 

Dr. Scurete. I hope that it will, Mr. Chairman, and we have been 
working with them, giving them some consultation service and advice 
on improving their own management and accounting procedures as a 
part of our continuing program. 

Mr. Fogarty. I do not think there is anything in the record so far 
that will show that this transfer of funds from categorical grants to 
the appropriation for general assistance to the States will induce 
the States to put up more money. There has not been anything in 
the record developed along that line. I think these figures that were 
given were misleading. 

Mr. Bussey. At this point, I would like to ask Dr. Scheele to 
supply a statement on that for the record. 

Mr. Focarry. Let us have it now, and let us discuss it. 

Mr. Bussey. We can discuss it now. 

Dr. Scuerete. I believe it should be in the general assistance line 
in order to give the States greater leeway. It does not preclude the 
spending of the additional general funds if appropriated for 1955 
for either venereal diseases or tuberculosis. It is in line with our 
policy, which is identical with that expressed by the chairman, to 
control less from Washington, and to permit the States to assume 
more control. 

Mr. Bussey. I will say it is my understanding, and that is the 
general policy of the Congress, and that is expressed in the Hill- 
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Burton law. That is one of the grant-item programs, and the policy 
is to give the States control. 

Dr. Scueete. Yes, sir. 

Mr. Bussey. That is, to give the control to the States, rather than 
have Federal domination. 

Dr. Scurete. It is also our feeling that the purpose of the cate- 
gorical grants was to help catalyze the States into programs in those 
control areas and that we might at some point reduce our assistance 
in the categorical areas; in this instance we request a total of approxi- 
mately $20 million for State grants, with more requested to increase 
the amount in general assistance for 1955. 

I might say that this is not a new determination, or new policy. 
The committee will recall that over a period of a considerable number 
of years we have done the same thing in the development. of the 
proposals for the six lines. On some occasions we have reduced the 
amounts allocated to heart, and mental health, and cancer, and tuber- 
culosis, and venereal disease, and have on several occasions pushed the 
amount we were requesting for general assistance up well toward the 
statutory ceiling on that line of $30 million. I believe that one year 
we asked for almost that full amount, but the committee in its wisdom 
did not see fit to hold the categorical grants up. It has given us the 
amounts we asked for in the categories, but it did not give us the 
general assistance increase. 

There is nothing new in our shifting away from categorical to the 
general lines in terms of submissions from the Federal Security 
Agency over the past several years or the submissions this year from 
the Department. 

Mr. Foaarry. Is that the statement? 

Dr. Scurete. Yes, sir. 

Mr. Fogarty. I think that is about as poor a statement in support of 
anything that I have ever heard you give, Dr. Scheele. 

I remember very well when these increases were requested for gen- 
eral assistance to States, starting back in 1947. The request in 1951 
was the highest one, in the amount of $26 million. I think if you will 
go back and look at the committee reports, from 1947 to 1951 they 
make it very clear why the committee refused to raise these appropria- 
tions for general assistance to States. They also make it very clear 
that we did not want the appropriations for categorical grants re- 
duced, This is something new, and you claim it is not something new. 
It is true that you have tried to do this before, but the committee has 
always refused you when you tried it before. So it is something new, 
so far as the committee is concerned, with respect to these transfers 
resulting from deals with the Bureau of the Budget. 

If the committee, this year, does what it has in past years, it will 
not give you the $1,625,000 increase which you have asked for assist- 
ance to States, but in an effort to economize, probably, will reduce the 
request by that amount and the categorical grants for tuberculosis will 
be the one that is hurt. That has happened in the past, because of your 
insistence in doing it your way. I think the record over the past 5 or 6 
years will bear out what I have said. 

I think you tried to mislead me and the committee when you said 
that this cut was not a cut. You asked the Bureau of the Budget 
for $5,775,000 for the control of tuberculosis, and they gave you $3.5 
million, which is a cut of over $2 million. 
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As I look at the increase in assistance to States, general, you have 
asked for $1,625,000 in nts to States for general public health 
activities, and that still leaves you over $600,000 short in the deal 
that you made between the budget for assistance to States, general, 
and control of tuberculosis. 

I for one just do not like that way of doing business. Because of this 
shifting that you tried in other years—and I think the record will 
show that you came in asking for increases, up to as much as $26 mil- 
lion, for general assistance to States and you told us at that time that 
some of this increase would be taken away from tuberculosis and 
venereal disease—the results show that those categorical programs 
were hurt, because the committee decided not to go along with your 
recommendation on such tremendous increases in assistance to States, 
general, from 1947 to 1951. 

I think the reports of this committee over the past 6 or 7 years will 
bear out what I have said, and I have not looked at them since they 
were issued. I think that is something that this committee should make 
the decision on, and in view of what has transpired in this committee 
before, I think you are on pretty weak ground in doing what you have. 

The way I look at it now, it is an invitation to cut the assistance to 
States, general, and the one that is going to be hurt is the categorical 
program in venereal disease and tuberculosis. 

That is all. 

Mr. Bussey. I will assure the gentleman from Rhode Island that the 
committee will make the decision. 

Mr. Frrnanprz. May I observe before we conclude with this item 
that neither with respect to this item of tuberculosis or the venereal 
disease item or any other item where it is proposed to slough off unto 


the States the pig er, eam nowhere in the record is it shown that 
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any consultations have been had with the States as to whether they can 
and will appropriate funds to carry on the work. On the contrary it 
appears from the testimony today that coincident with our reductions 
in these funds, parallel reductions have occurred in the States. Yet 
with activity after activity in this and in other fields we are cutting off 
or cutting down Federal programs merely with the pious hope that the 
States will take up and carry the burden. 

Mr. Foqarry. Off the record. 

(Discussion off the record.) 


Mr. Bussey. That is all for today, gentlemen. 
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CONTROL OF COMMUNICABLE DISEASES 


WITNESSES 


Fripay, Apri 2, 1954. 


DR. THEODORE BAUER, MEDICAL OFFICER IN CHARGE, COMMUNI- 


CABLE DISEASE CENTER 


DR. OTIS L. ANDERSON, CHIEF, BUREAU OF STATE SERVICES 
LEONARD B. ABBEY, BUDGET AND FISCAL OFFICER, COMMUNI- 


CABLE DISEASE CENTER 


DR. LEONARD A. SCHEELE, SURGEON GENERAL 
JAMES F. KELLY, BUDGET OFFICER, DEPARTMENT OF HEALTH, 


EDUCATION AND WELFARE 


SALARIES AND EXPENSES 


Amounts available for obligation 


| 
1953 actual | 


1954 estimate | 1955 estimate 
Appropriation or $5, 919, 750 $5, 000, 000 $4, 397, 000 
Transferred from ‘*Promotion and further development of 
vocational education, Office of Education,’ pursuant to 
Adjusted appropriation or estimate. __-........--....-.- 5, 919, 750 | 5, 009, 000 4, 397, 000 
Reimbursements from other accounts_--..............-.-.--.-- 390, 300, 000 200, 000 
Total available for obligation... .............-------..-- 6, 309, 999 5, 309, 000 4, 597, 000 
6, 258, 609 5, 309, 000 4, 597, 000 
Comparative transfer to “Salaries and expenses, Public 
6, 243, 915 5, 309, 000 4, 597, 000 
Obligations by activities 
Deseription 1953 actual | 1954 estimate | 1955 estimate 
Direct Obligations 
1, General disease-prevention and control activities. .......__- $4, 176, 957 $3, 484, 000 $3, 127, 000 
2. Specific disease-prevention and control activities. _-_.___._- 1, 144, 063 1, 035, 000 830, 000 
3. General epidemic and disaster aid_.._.............---.-.-.-- 40, 656 40, 000 40, 000 
491, 990 450, 000 400, 000 
"Total Givect 5, 853, 666 5, 009, 000 4, 397, 000 
Obligations Payable Out of Reimbursements From Other Accounts 
1, General disease-prevention and control activities -...._..._- 390, 249 300, 000 200, 000 
6, 243, 915 5, 309, 000 4, 597, 000 
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Obligations by objects 


Object classification 1953 aetual 


Summary of Personal Services 


Total number of permanent positions_-_- 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 
General schedule grades: 
salary 
Average grade 
Crafts, aeeenive, and custodial grades: 


Personal service obligations: 
Permanent positions 
Other positions 
Regular pay in excess of 52-week base 
Payment above basic rates 


Total personal service obligations 


Transportation of things 
Communication services 
Rents and utility services 
Printing and reproduction 
Other contractual services 
Services performed by other agencies 
Supplies and materials 
Equipment 
Refunds, awards, _ indemnities 
Taxes and assessm: 


Total direct obligations 
Obligations Payable Out of Reimbursements From Other 
Accounts 


2 


Transportation of things-- 
Communication services--. 
Rents and utility services_ 
Printing and reproduction 
Other con tractual services 
Supplies and materials__-- 


SEB 


o 


Taxes and 


Total obieinne payable out of reimbursements from 
other accounts 


3 


6, 243, 915 


ANALYSIS OF EXPENDITURES 


19653 actual 


$587, 606 
6, 258, 609 
6, 846, 215 


djustment in gun of prior years 15, 376 
Reimbursements 390, 249 
549 


440, 469 
Total expenditures 5, 999, 572 
Expenditures are distributed as follows: 


t of current authorizations 
Out of prior authorizations 


45836—54—pt. 2——-11 


i 
s 1954 estimate | 1955 estimate 
1, 294 1, 092 918 
4 1, 035 892 775 
a $3, 943 $3, 930 $3, 952 
GS-5.3 GS-5.2 GS-5.2 
45, 698 39, 900 37, 900 
14, 788 12, 530 10, 400 
17, 262 9, 000 8, 700 
7 Direct Obligations 
204, 491 246, 700 222 800 
9 03 95, 504 69, 100 54, 300 
04 58, 620 61, 200 58, 300 
05 103, 692 105, 000 101, 350 
06 18, 546 18, 100 17, 400 
07 77, 505 52, 800 39, 650 
10, 735 5, 200 5, 200 
4 08 339, 771 268, 534 205, 164 
09 217, 246 151, 000 111, 850 
) 13 496 100 100 
5 PP seh 12, 827 10, 900 9, 800 
- Unclassified (general epidemic and disaster aid)_..............|....-.-....__- 40, 000 40, 000 
4 ; Deduct charges for quarters and subsistence -----............ 1, 044 1, 368 1, 642 
SSE 
1954 estimate | 1955 estimate 
Unliquidated obligations, start of year_...................--.- $440, 469 $370, 460 
; Obligations incurred during the year_.....----....-...---..--- 5, 309, 000 4, 597, 000 
5,749,460 | 4, 967, 460 
370, 469 | «340, 469 
| 5,079, 000 4, 427, 000 
4, 699, 000 4, 107, 000 
380, 000 320, 000 
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Mr. Bussey. The committee will come to order. 

This morning we have under consideration the appropriation 
request for communicable disease control. Dr. Bauer, I had intended 
visiting the center at Atlanta last fall, but trip was unexpectedly 
delayed and I never got as far as po Rs ie hope someday to get 
down there and let you show me at first hand what you do. 

Dr. Baver. We regret very much that you did not get down. We 
have some most unusual activities at the center with regard to our 
role as the combat arm of the Public Health Service in the contro] 
of communicable diseases. 

Mr. Bussey, I would like to have the opportunity of spending 

ou have a statement to make r i i uest, I believe, 
We will be glad to hear it. on i 


GENERAL STATEMENT 


Dr. Baver. Mr. Chairman and members of the committee, this 
estimate provides for the work of the Communicable Disease Center, 
which is the combat arm of the Public Health Service in its fight 
against communicable and other preventable diseases not provided 
for elsewhere. 

Communicable diseases have plagued mankind from time im- 
memorial. They have become so generally accepted that they rarely 
cause unusual comment unless they occur in epidemic form. Illness 
from communicable disease is so widespread and general that it is 
accepted with complacency by some who regard it as a necessary evil. 
Others, more fully acquainted with the progress made in communicable 
disease control during the last half century, mistakenly have assumed 
that this has led to actual conquest. However, the 104,500 deaths 
in the United States from these causes in 1950, more than died from 
all types of accidents combined, testify that conquest is far from 
being achieved. Still others, viewing the great problems of the 
chronic diseases, have tended to minimize the acute importance of 
the communicable diseases. As a matter of fact, a number of the 
chronic diseases, such as arthritis, heart disease, nephritis, and mental 
diseases, frequently stem from communicable disease attacks. 

It is true that some of the diseases still causing great plagues 
throughout the world, such as yellow fever, louse-borne typhus, 
cholera, and smallpox, have been hrc in check in the United States. 
This is not true of a very large number of diseases for which adequate 
control measures are not now available, and research constantly is 
exposing new strains and identifying new pathogens, particularly in 
the viral and fungal groups. In this group of diseases recognition and 
diagnosis are less dependable and facilities for their prevention and 
suppression are less available. 

espite these difficulties experience shows us that through con- 
tinuous vigilance in the search for more knowledge, and the Talon. 


ment of new or better means of control, communicable diseases can 
be subdued. Our efforts toward continuing the recession of this 
annual toll of illness and death should, therefore, be unremitting. 
The activities of the Communicable Disease Center utilize the 
coordinated efforts of many scientific and technical disciplines. They 
bridge the gap between basic research and the practical application of 
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research developments in the prevention and suppression of com- 
municable diseases. It is not sufficient merely to publish the results 
of the findings of either basic or applied research. The findings in 
research must be selected, adapted in terms of practical public health, 
and disseminated for use in local health services. In discharging these 
responsibilities the center conducts continuing field studies and in- 
vestigations in the broad areas of the epidemiology of disease, and 
specific research on the ecology and epizootiology of disease vectors 
and carriers. ‘Techniques are developed whereby the knowledge 
gained in research may be best applied in disease control. Continuing 
research is performed for more sensitive, specific, rapid, and economi- 
cal means for the laboratory diagnosis of diseases. After field testing 
and evaluation, to be of value these elements of applied research must 
be introduced into actual practices in States and localities. Experi- 
ence has shown that training and demonstration are necessary to 
their acceptance and general use by local health authorities. ese 
activities, therefore, bso provide field demonstrations to State and 
local public health personnel on new or improved communicable 
disease control techniques, at the same time training the local per- 
sonnel in their usage. The Communicable Disease Center also 
furnishes emergency aid in epidemics which are beyond the capacities 
of the State and local health departments, upon request, and provides 
for the prevention and suppression of communicable diseases durin 
and after disasters, under the coordination of the regional medic 
directors. 

The epidemiologic activities, concerning investigations of the fre- 
quency, distribution, transmission, and prevention of disease are to be 
continued with emphasis on (1) the surveillance of communicable 
disease in the United States, including the recognition and control of 
epidemics, the eradication of residual foci of endemic disease, and the 
prevention of the reestablishment of new foci; (2) the further develop- 
ment of the Epidemic Intelligence Service; and (3) epidemic assistance, 
investigations, and consultation services for State and local health 
departments. The broad objective of the surveillance program is the 
eventual eradication of communicable disease in the United States. 
Surveillance against disease begins with reconnaissance to locate the 
foci of infection and continues with constant attrition, using the best 
available men and techniques that can be developed. ‘Afthough a 
disease virtually may be eradicated for the time being, the danger 
remains that the new susceptible hosts and the infectious agent ma, 
meet again. Many human diseases of contemporary low incidence still 
are widely prevalent among animals and present a constant threat for 
reappearance. Diphtheria and typhus fever are examples of diseases 
which feasibly may be eradicated by presently known techniques 
through concerted action on residual foci. Such suppression may well 
result in gradual eradication throughout the Nation. Constant guard 
must be maintained to recognize and control epidemics whenever or 
wherever they may appear, with the cooperation of local and State 
agencies, and studies wal continue on the source, incidence, and trans- 
mission of communicable diseases which do not respond to known con- 
trol methods or for which control methods are not yet known. 

The Epidemic Intelligence Service is actively participating in the 
surveillance program. This Service consists of practical field training 
for highly selected young medical, veterinary, or nurse officers on a 
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rotational basis. After an initial orientation course, they are assigned 
to existing Communicable Disease Center field programs, and to cer- 
tain State or local health departments where supervised training is 
provided. They remain on call for emergency epidemic duty any- 
where in the Nation. This rotational training is designed to al eviate 
the present serious shortage of trained epidemiologists, and to provide 
a reserve Pe from which qualified personnel may be drawn in time 
of national emergency. The epidemiologic activities, by consultation 
and demonstration, supplement and strengthen the State and local 
authorities in fulfilling their responsibilities for communicable disease 
investigation, control, and reporting. This includes calling attention 
to and recommending action on new problems, such as the influx of 
malaria cases among returning Korean veterans, the rising importance 
of epidemic jaundice and leptospirosis, the threat of psittacosis result- 
ing from the increase of popularity of psittacine birds, and the recogni- 
tion of rabies in bats. 

We are continuing concerted studies on means for the control of 
infectious hepatitis (epidemic jaundice). Long known as a disease 
of major military importance, its prevalence in civilian populations 
only recently has been recognized. While only 7,349 cases were first 
reported nationally in 1951, over 17,000 have been reported durin 
the first 6 months of 1953. The center is also performing wobeniivindye 
research on leptospirosis, a disease rapidly being recognized as of 
national importance. This disease has a fatality rate of about 20 per- 
cent of cases and no effective treatment is known against it in man. 
We also are studying rabies in bats, discovered for the first time in the 
United States in July 1953. On at least 2 recent occasions, 1 in 
Florida and 1 in Pennsylvania, rabid bats have attacked humans. 
Subsequently, other bats captured in the Florida area were found to 
be infected with rabies. Investigations are being made to determine 
the degree of prevalence of rabies in bats and the extent of the hazard 
of rabies being spread from bats to other animals and thence to humans. 

It is important that the laboratory activities continue to (1) per- 
form research to develop more accurate, rapid, and economical diag- 
nostic techniques, (2) provide diagnostic services in support of the 
epidemiologic activities of the Center, and diagnosis of exceptional 
or complicated specimens for the States, (3) provide consultations 
and evaluations for State and local authorities on new or improved 
laboratory methods, (4) olge se and distribute selected diagnostic 
reagents not commercially available, (5) train State, local, and 
Federal laboratory personnel in the newer methods, and (6) provide 
limited field assistance to States and localities in epidemics. 

The joint epidemiologic-laboratory studies on poliomyelitis are 
planned for continuance. In 1952, 57,628 cases were reported, as 
against a preceding 10-year average of 21,724. In cooperation with 
other agencies devoting extensive efforts toward the prevention and 
control of the disease, the Communicable Disease Center is, first, 
conducting research to gain more knowledge on the incidence, dis- 
tribution, and mode of spread of the disease; second, conducting a 
National Gamma Globulin Evaluation Center, with related field 
studies, for determining the value of the use of gamma, globulin in 
the prophylaxis of poliomyelitis; and third, performing research on 
more accurate, fo 4 and economical methods of laboratory diagnosis. 


The compilation of data gathered in 1953 in the gamma globulin 
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evaluation studies showd be completed soon, and the report should 
be ready for publication early in 1954. These studies consist of inves- 
tigations on the effects of the administration of gamma globulin where 
the disease occurs to more than one member of a household as well 
as the effect of gamma globulin used in mass prophylaxis. 

The CDC epidemiologists verify the diagnosis, the dates of onset 
of the disease, the dates of administration of gamma globulin, and 
obtain a measurement of subsequent paralytic effects. In the labo- 
ratories, Communicable Disease Center scientists during the past 2 

ears have (1) advanced tissue culture diagnostic techniques fee the 
isolation and propagation of polio viruses, (2) increased the virulence 
in mice of the type III strain of virus for effective diagnostic usage, 
and (3) adapted the type I strain of virus to mice, to permit its practi- 
cal use in laboratory diagnosis. As a coincidental product, during 
research on the adaptation of the type I strain to mice, it was dis- 
covered that even though the virulence was increased for mice, there 
was a notable decrease in virulence for monkeys. Although this type 
theretofore regularly had produced paralysis and death in monkeys, 
after its adaptation it produced no evidence of paralysis. These 
findings may prove to be of significant value in the development of a 
vaccine containing living attenuated type I virus for prophylaxis 
against the disease. Present knowledge indicates that approximately 
85 percent of the paralytic cases of poliomyelitis are caused by the 
type I strain of virus. 
he studies on the distribution and control of airborne diseases 
should continue toward developing better equipment for collection 
of airborne disease agents, more rapid and economical laboratory 
identification techniques, and the establishment of baseline data on 
the normal bacterial content of the air. This research is being con- 
ducted in collaboration with other components of the Public Health 
Service which are working on the various phases of the problem, and 
in liaison with the Army Chemical Corps. In addition to their 
Penpetnn significance, these studies would be of great value in time 
of war. 

In order to control disease vectors of public health importance the 
following investigations and demonstrations are necessary: (1) the 
development of more effective techniques for the control of insects 
and rodents; (2) studies on the mode of action of insecticides and the 
development of resistance in insects; and (3) the provision of demon- 
strations and consultative services to State and local health depart- 
ments for the introduction of new developments in disease control 
techniques and improvements of present methods. For example, 
flies, as well as many other insects, can develop resistance to the toxic 
effects of DDT, either by adaptation or mutation. The studies on 
the mode of action of insecticides, and the internal mechanisms by 
which insects develop resistance to them, are of particular importance. 
Therefore, through these studies we need to develop insecticides 
which insects will not be able to resist and practical methods to control 
the existing mechanisms of resistance. 

In regard to diarrheal diseases it already has been established that 
flies are important vectors. It is known that environmental sanita- 
tion is an important factor in fly control. To develop more knowl- 
edge in this respect studies are being conducted in closed population 
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— in eastern Kentucky mining areas, where high rates of diarrhea] 

iseases persist. 

, The expansion of land irrigation in the encephalitis-endemic areas 
in the west is being attended by excessive mosquito production. It is 
known that certain species of mosquitoes can carry the encephalitis 
viruses and that at least one of these may be important as a potential 
vector of the disease. Further research, demonstrations, and con- 
sultative services are indicated to prevent and control the spread of 
encephalitis. 

- The human health hazards resulting from the use of economic 
come present. a problem of increasing importance. This results 
rom the extensive use of such poisons and the constant development 
of new products. Many of the newer ones and some of the old have 
not yet been adequately tested, either for the adverse effect on the 
yoy applying them or upon the general public exposed. The 
ultimate objective of these studies is to prevent illness and death due 
to these toxic materials. These investigations are being conducted 
im the CDC laboratories at Savannah, Ga., and Wenatchee, Wash., 
and under actual field operating conditions. 

The conduct of training courses for Public Health Service and other 
Federal personnel is planned for continuance. These courses deal 
with research developments and newer techniques in insect and rodent 
control and other public health subjects. These training activities 
also provide overall supervision and coordination to the decentralized 
public health training for State and local health personnel, including 
the preparation and current revision of training courses and other 
training materials. 

Calls from State public health authorities for emergency epidemic 
aid are received constantly. It is planned that this assistance to the 
States will continue, upon request, and that further assistance will 
be given in the prevention of communicable disease during and after 
disasters, to the limit of our resources. 
~ Communicable disease in the United States causes an economic loss 
exceeding $2 billion annually in industrial absenteeism and an 
incalculable amount of suffering and death. The need for definitive 
solutions to the communicable diseases justifies all of the resources of 
knowledge and facilities which can be directed toward them. If the 
responsibilities of the Federal Government in this fight against disease 
are to be discharged, full support of the activities provided for in these 
estimates is essential. 


BUDGET REQUEST 


. Mr. Bussey. Doctor, your request this year is for $4,397,000, or a 
reduction of $603,000 from the $5,000,000 appropriated in 1954; is 
that correct? 

Dr. Baver. That is correct. There has been an adjustment for an 
actual transfer of $9,000, which would make the total reduction 
$612,000. The reduction of $9,000 was to support the penalty mail 
cost last year. 

EPIDEMIC INTELLIGENCE SERVICE 


- Mr. Bussey. On page 3 of your statement you refer to the further 
development of the Epidemic Intelligence Service. How many serious 
epidemics did you combat in those 33 separate emergencies that are 
mentioned? at was the most serious of them? 
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Dr. BavEr. Aceuly last year we had 152 formal requests for 
epidemic disaster aid, of which 33 were formal requests in which some 
of the expenses were charged to the epidemic assistance and disaster 
aid appropriation. 

I might say that there have been several very important epidemic 
problems during the past year. Possibly the most important, at least 
the best known, is the polio problem of last year of which there were 
in excess of 30,000 cases. 

We had a most unusual outbreak of influenza in the first 2 months of 
last year, the largest since 1943. 

In addition to this, the communicable disease center was faced 
with a most extraordinary outbreak of acute glomerular nephritis, 
which is a kidney infection. That took place in the Indian population 
in Minnesota. 

In one of the large middle western cities there was an outbreak of 
amebic dysentery. In addition to this, 25 percent of our calls were 
on infectious hepatitis, which is increasing in importance. 

In 1951 there were 7,000 cases reported and in 1953 there were 
36,000 cases reported. 

Mr. Bussey. Would it be fair to assume that at least a portion of 
that large increase would be due to better reporting? 

Dr. Baver. As disease problems become better recognized and 
reporting services better organized, there is always the problem of 
how much of the increase is due to improved reporting. 

I would like to state in the case of poliomyelitis there has also 
been an increase in deaths over a period of years, which indicates 
that the increased number of cases occurring is actual rather than 
just an increase in the efficiency of reporting. 


DESCRIPTION OF PHS ASSISTANCE IN EPIDEMICS 


Mr. Buspny. Would you describe just what the Public Health 
Service does to help combat these disease outbreaks? 

Dr. Bauer. The communicable disease center of the Public Health 
Service does not enter into epidemics within States without the special 
request of the State health officer through the regional medical direc- 
tor in the Department of Health, Education, and Welfare regional 
office in the area. Following this request, and after a careful appraisal 
of the conditions, either individuals or teams of specialists are sent to 
the area. That usually involves medical epidemiologists and lab- 
oratory assistants in the form of technologists, or at least sending the 
specimens back direct to the laboratory, and in the more complicated 
fields in which vectors or sanitation is involved, people are sent in 
not only from the communicable disease center but from other areas 
within the Public Health Service when specially qualified individuals 
are available. 

Mr. Bussey. Are these teams recruited among your personnel 
there at Atlanta and sent to the various States? 

Dr. Baver. These teams come from the personnel in Atlanta and 
from the epidemiologic intelligence service officers who are stationed 
within some of the States for training and for special problems. 

Mr. Bussey. Are the personnel on these teams that are sent into 
a State on one of these epidemics required to live on the standard $9 
a day Government expense allowance? 
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ee Baver. These men are certainly required to live within the $9 
per diem. 

Mr. Bussey. If it costs any more they have to pay it out of their 
own pockets? 

Dr. Bauer. That is correct, sir. 

Mr. Bussey. My friend, Mr. Fogarty, and I are both of the same 
opinion, that something ought to be done under the present circum- 
stances to remedy that situation. I, for one, hope it will be done very 
shortly. I think it is unfair in this day and age to ask a man to go 
out on Government business and pay his hotel bills, his meals, and 
incidental expenses, and try to do it on $9 a day. I know that I could 
not do it. 

INFECTIOUS HEPATITIS 


You spoke a minute ago of infectious hepatitis. How is that 
disease transmitted? 

Dr. Bauer. Infectious hepatitis has long been known as one of the 
major diseases of military importance. Its prevalence in the civilian 
population has only recently been recognized. It is a disease that we 
are not able to work with in the laboratory, unfortunately, because 
there is no known species of animal, or cultural method, that will 
cultivate or perpetuate the virus; therefore, it is one of the diseases 
in which there is a great deal of work that needs to be done. 

In direct answer to your question, there is a belief in some groups 
that it is transmitted either by the fecal-oral route, which means 
feces from the individual to the mouth and through the digestive 
tract, or through inanimate objects such as water supplies. 

It is not yet clearly understood how the disease is transmitted. 

Mr. Bussey. What do you do to try to control this disease? 

Dr. Bauer. The Communicable Disease Center epidemic teams 
go as described previously. Fortunately, in infectious hepatitis, 
although we do not know the important answers to its control, we 
have one very excellent aid and that is gamma globulin. If gamma 
eee is used properly it will protect family contacts, and there- 

ore we go out and survey the situation and if need be, give gamma 
globulin to individuals that are associated with infected people. 


RELATION TO WORK OF NATIONAL INSTITUTE OF MICROBIOLOGY 


Mr. Bussey. How does your work differ from the work that is 
being done in the National Institute of Microbiology? 

Dr. Bauer. The work that the communicable disease center does 
is concentrated on developmental work and field investigations, 
studies and evaluations of the immediate problems presented in the 
control of communicable diseases. 

Our energies are first placed upon making practical applications 
of basic knowledge in order that it can be made useful in the control 
of communicable diseases. Following this, we demonstrate these 
techniques to State and local public health workers. Along with 
the demonstration there is, of course, need for the training of these 


field people, both State and local, how to use the various techniques, 
and last, but by far from least, we are the combat unit of the Public 
Health Service in that we meet these epidemics and disasters through- 
out the country. 


|| 
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I missed one very essential point, and that is we provide consulta- 
tion to the States on the various complicated problems relating to 
communicable disease control. 


EVALUATION OF GAMMA GLOBULIN USE FOR POLIO 


Mr. Bussey. On page 6 you mention conducting research to gain 
more knowledge as to the incidence, distribution, and mode of spread 
of polio, and second, conducting a national gamma globulin evaluation 
center with related field studies for determining the value of the use of 

amma globulin in the prophylaxis of poliomyelitis. What advances 

ve been made in this field in the past year? ‘ } 

Dr. Baver. During the summer of 1953 the communicable disease 
center of the Public ealth Service sponsored a national evaluation 
of the use of gamma globulin in the protection or prophylaxis against 

Forty-one States and four large cities participated in this evaluation. 
The plan and method of execution and evaluation was that recom- 
mended to the communicable disease center by a national advisory 
committee consisting of experts in the field of poliomyelitis. This 
subject is of such importance, Mr. Chairman, I would like the privi- 
lege of fraing two brief paragraphs from the summary report that 
appeared in the Journal of the American Medical Association as of 
March 27, 1954: 

The mass use of gamma globulin carried out on a large scale in 1953 as a method 
to prevent paralysis in poliomyelitis infection was done as a public-health measure 
in response to a widespread demand and not on an experimental basis. As such, 
attempts to draw conclusions regarding its efficacy have not been easy and in 
many instances impossible. In any event, the method of analysis of carefully 
compiled and extensive data on the use of gamma globulin in those epidemic 
areas and populations where it might have been expected to be effective did not 
yield statistically measurable results. Therefore, its value in community pro- 
phylaxis as practiced during 1953 has not been demonstrated. Nevertheless, 
the committee cannot say that the use of gamma globulin for this purpose pro- 
duced no effect. 

Gamma globulin was used for family contacts. The committee’s 
report on family contacts is as follows: 

On the other hand, the data on the efficacy of gamma globulin in contact use 
that have been accumulated in 1953 are considered to be adequate for reliable 
conclusions. They indicate that, with the preparations involved and in the 
dosages used, the administration of gamma globulin to familial associates of 
patients with poliomyelitis has had no significant influence on (1) the severity 
of paralysis developing in subsequent, cases; (2) the proportion of nonparalytic 
poliomyelitis occurring in subsequent cases in which gamma globulin was given 
before the onset; and (3) the classic pattern of familial aggregation of cases in 
the country at large. In view of these conclusions, the committee recommends 
that a careful reconsideration be given to the present procedures and methods 
of national gamma globulin distribution and utilization. 

_Mr. Bussey. During the recent drive for funds for combating this 
disease, I listened to several radio broadcasts and the thought went 
through my mind that perhaps they were a little too enthusiastic in 
pen opes for eliminating the dangers of this disease in the near 
uture. 

I hope there was adequate foundation for their statements. Can 
you tell us something about that? “" 

Dr. Bauer. I am not an expert in poliomyelitis. I have devoted 
most of my energies in the Public Health Service to venereal-disease 
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control, but I do believe that most of the experts believe that the most 
effective control of polio will be a vaccine. Further, experts have 
generally agreed on a plan to evaluate the Salk vaccine this year, and 
only a true evaluation of this vaccine by unbiased people will answer 
whether or not it is effective. 

Mr. Bussey. I would hate to see anything happen, to discourage 
the people from contributing to this cause in the future, by oversellin 
the possibilities in their campaign for funds this year. Of course, 
hope results not only come up to their expectations, but far exceed 
them. I was just a little apprehensive that they were going a little 
too far in their claims in the drive for funds without being able to 
say, “Here are the results that we know from studies, history, and 
evaluation. 


RELATIONSHIP OF AIR-SAMPLING ACTIVITIES OF PHS DIVISIONS 


Now, at the top of page 7 of your justifications you state: 


Studies on the distribution and control of airborne diseases—the objective of 
this activity is to protect civilian populations from pathogenic agents disseminated 
through the air in peace or in war by (1) devising adequate air-monitoring sys- 
tems, (2) developing diagnostic techniques for rapid identification of aerogenic 
pathogens, (3) developing and improving equipment for the efficient, viable 
recovery of pathogens from the air under varying environmental conditions, and 
(4) determining their quantitative and qualitative relationships to infection. 

How is this program related to the air-monitoring work done by the 
Institute of Microbiology? 

Dr. Bauer. The work of the Communicable Disease Center, as 
stated on page 4-7, is for the general field collection of pathogens and 
for the development of rapid identification of the organisms by 
improving known techniques. 

he work at the Microbiological Institute is carried out to develop 
more basic knowledge on the cultural growth and identification of 
organisms. 

might add, Mr. Chairman, there is a committee established known 
as the National Research Council to look over very carefully all the 
projects of the Public Health Service and there is representation on 
that committee by the Bureau of State Services, in order to avoid 
unnecessary duplication. 

r. ANDERSON. I think Dr. Bauer referred to the Research pee 
may of the Public Health Service rather than the National Researc 

ouncil. 

Dr. Bavrr. I meant the Research Planning Council, which is a 
places council advisory to the Surgeon General. 

Mr. Bussey. How is this program of sampling related to the air- 
sampling program of the Environmental Health Center? 

Dr. Bauer. It is my understanding that the work at the Environ- 
mental Health Center is based on the physical and the chemical 
manifestations on air pollution, and there is constant conference with 
CDC as it relates to the development of equipment to make these 
collections. 

Dr. Anperson. I think, Mr. Chairman, in reviewing our work, in 
addition to what Dr. Bauer has said, the Environmental Health 
Center, now known as the Robert A. Taft Sanitary Engineering Center 
is concerned with community air pollution studies, relating primarily 
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to chemical or biological pollutants causing toxic, allergic, or unsani- 
tary atmospheric conditions, which is slightly more precise than Dr. 
Bauer mentioned. 


WORK ON PLAGUE AND OTHER RAT-BORNE DISEASES 


Mr. Bussey. On page 12 of the justifications you refer to pla 
ond gener rat-borne diseases. What is your department doing in at 
fie 

Dr. Baver. The Communicable Disease Center is working in its 
laboratory and field station in San Francisco on the studies relating to 
the ecology of plague, as well as developing improved techniques on 
the reduction of plague hazards. Plague is a disease that is widely 
scattered cccadhones the 17 Western States in rodents. This is the 
same plague organism that caused the great pestiferous outbreaks in 
past centuries. Therefore, it remains an explosive element as far as 
the human population is concerned. 

We also provide demonstrations and consultations to the States of the 
West in regard to their problems of controlling the rodent population, 

In addition to plague as it relates to rodent control, trichinosis, 
leptospirosis, and dysentery infections, as well as ratbite fever, are 
carried by rodents in the United States. 


RELATIONSHIP OF WORK OF COMMUNICABLE DISEASE CENTER AND OF 
THE NATIONAL INSTITUTE OF MICROBIOLOGY 


Mr. Bussey. Dr. Scheele, would you tell the committee, please, 
what is being done to be sure that there is no overlapping in these 
different areas between the Communicable Disease Center and the 
Institute of Microbiology? I know that you try to avoid that, but 
it seems to me there is Toned to be some overlapping. 

Dr. Scnee.e. Mr. Chairman, we do not believe there is overlapping 
in specific projects. There is overlapping in the fact they are working 
on infectious diseases in general, but that overlap does not result in 
two people trying to do the same job. They are doing different parts 
of a program on infectious diseases. 

We are handling this through the device that Dr. Bauer and Dr. 
Anderson mentioned. We have a Research Planning Council in the 
Public Health Service. This Council is chaired by a member of the 
Surgeon General’s Office staff, Mr. Perrott. The secretary is Mr. 
Charles Kidd, and on it sit representatives of the three bureaus. I 
am nongae? ‘the National Institutes of Health as a bureau in this 
instance, and they review the programs. 

They require program reports and review those program reports 
from the various units and the Public Health Service who are doin 
research. Whenever they find activities either underway or propose 
that appear to overlap, they study those particular activities to ascer- 
tain okt the situation is, and then we take appropriate steps to assure 
we do not have overlaps. By this device we feel confident, as we 
watched it work over a period of several years, that we have elimi- 
nated the possibility of overlaps in our research that we ourselves 
would not want to have. 

I might say, too, that the range of research is so great, the different - 
techniques that can be applied to problems are so great, it is almost 
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impossible for overlapping to occur, and about the only time when 
you get an overlap is when one scientist attempts to repeat the work 
of another scientist to add additionai weight to that first information, 
or, in another instance, possibly to break down the first finding. 

Mr. Bussey. What is the advantage of having two areas separated 
rather than consolidated? It seems to me if they were consolidated 
it would eliminate a lot of work of the Council. 

Dr. ScureE.e. The points of view of the two organizations are 
considerably different, Mr. Chairman. The National Institutes of 
Health is primarily concerned with research in the laboratory. It is 
concerned very much with basic research, research in biochemistry 
and biophysics and the basic biological sciences. It is true that the 
National Institutes of Health like to develop materials which can be 
used in mass immunization programs, large-scale programs, but at 
the same time their function is primarily back in the laboratory. 

The Communicable Disease Center, on the other hand, has its eyes 
largely in the field, and carries on certain laboratory research often 
4 - apened nature, in order to make a particular program work in 
the field. 

One good example of that is the work which, for a period of years, 
was the major work of the Communicable Disease Center. It is not 
so great now because the problem is approaching the point of being 
quite well solved. 

The Communicable Disease Center was not working on the develop- 
ment of insecticides as such, but as they could find insecticides that 
others developed, industry had developed, they took these insecticides 
and applied oo in the laboratory on the various kinds of arthopods, 
the insects, that are transmitters of various diseases. They took 
insecticides into research on mosquitos, flies which carry disease, fleas 
and mice, all vectors of disease, spreaders of disease of major impor- 
tance in the country, and they worked out the effects of these so-called 
economic poisons on these, and then tried them out through field 
application in terms of how one could best control these diseases. 

It was interesting to discover that they worked out a technique 
considerably different from the technique we had used previously 
for malaria control. In malaria control previously we drained swampy 
areas to eliminate a lot of stagnant water that would be a breedin 
place for mosquitos, and we also in some instances, when we pee | 
not drain adequately, spread oil. In other instances we spread 
Paris green as a toxic chemical to put into the water itself, but the 
Communicable Disease Center worked on another technique and 
developed another technique through its research program which was 
the spraying of the interior walls of a house where people lived. 
It was found that by this device alone one could almost literally 
bring. the malarial problem under control. This was done by spraying 

Now, it is simple enough in a few words to say, “Spray DDT on 
the walls and it will eliminate mosquitos, it will kill the mosquitos 
that rest on them.”’ But a tremendous amount of research was 
done in the Communicable Disease Center on just how that material 
was to be sprayed on those walls, how long it would last, how long it 
would take before it would evaporate, what amount had to be put 
on, because, after all, putting it on costs ener and if one puts on 
twice as much, then a large-scale program would cost twice as much 
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and that might be economically unfeasible, whereas a small amount 
would be economically feasible. 

All these things had to be done in a rather large-scale program to 
develop the program which has finally and literally eradicated malaria 
from the United States. It is that kind of an approach that the CDC 
has been set up to make contrasted with the more pure laboratory 
approach that the Microbiological Institute makes. 


TUBERCULOSIS LABORATORY IN THE COMMUNICABLE DISEASE CENTER 


Mr. Bussey. I noticed in your annual report for the year 1952 you 
have a whole section devoted to the tuberculosis laboratory. Why is 
not this work done under the appropriation for control of tuberculosis? 

Dr. Baver. Mr. Chairman, actually, the tuberculosis laboratory 
section in the laboratory branch of CDC is supported by the Division 
of Tuberculosis. It is housed in the Communicable Disease Center 
for general administrative and professional supervisory purposes. 
Dr. Robert Anderson in his testimony yesterday, I believe, brought out 
the fact that they were working on problems of immediate control to 
the control of TB. The general technical supervision of that labora- 
tory, as to what problems they work on, is that of the Division of 
Tebuadenie rather than the Communicable Disease Center. 

Dr. Scurete. Mr. Chairman, if I may say one additional thing 
about the differences between the institutions, I think the visit that 
you mentioned earlier which you desire to make would be a very 
wonderful thing, because I believe that seeing the activities of the 
communicable disease center on the ground would give you probably 
a much more clear picture of their approach than the words that we 
can here speak, or the words that we can write on paper. 

Mr. Bussey. I am sure a porsenet visit is much more satisfactory. 
I do not think anything can be substituted for it. 

For instance, I spent a day at the hospital in Lexington, Ky. I 
did not have any conception of what it was or what they were doing 
there until I went through the institution. 

Dr. Scuzete. I would like to say further that the Public Health 
Service, and I know the Secretary, would welcome visits by all members 
of the committee to any or as many of our institutions as your busy 
schedule at some future time would permit. 

Mr. Bussey. Dr. Bauer, do you know of other similar programs 
that the tuberculosis appropriation supports? 

Dr. Baver. Mr. Chairman, I do not. I am not familiar with the 
Division of Tuberculosis programs. 

Dr. Anperson. Mr. Chairman, the laboratory that you have just 
discussed, is supervised by the Division of Chronic Disease and Tuber- 
culosis, and it is the main research activity of this Division devoted to 
laboratory work. Dr. Robert Anderson, yesterday, commented on 
the field research that was going on down in Puerto Rico and, Colum- 
bus, Ga., which is related to the study of BCG. 


MOTION-PICTURE PRODUCTION 


Mr. Busser. On page 14 of your 1952 report, I notice you have 
rather complete equipment for taking motion oom ony What is the. 


investment in this motion-picture equipment, Doctor? 
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Dr. Baver. Mr. Chairman, may I refer that question to Mr. Abbey, 
our budget officer? 

Mr. Bussey. Anyone can reply, just so we get the answers. 

Mr. Assey. We would estimate the retail purchase value of that 
equipment probably at around $250,000, Mr. Chairman. 

However, a good deal of that equipment was obtained after the war 
as surplus stocks of the Armed Forces from items that they had 
started to use, and found that they had no longer any need for. 

So the cost to the Federal Government or to CDC probably would 
i more nearly in the neighborhood of $190,000 or $200,000. 

If I may add, a good portion of the costs is not involved primarily 
in the equipment item, but those costs are involved with the con- 
version of temporary buildings to house this activity in which it is 
being conducted. I think, possibly, as you may know, the temporary 
structures which were built at the beginning of World War II have 
been converted to this use at considerable expense. 

Mr. Bussey. How many people are employed in this activity at 
this time? 

Mr. Assry. Do you refer to the production of the movies and 
audio visual materials? 

Mr. Bussey. Yes. 

Mr Asspry. About 28 people in all are in the 1955 budget. At 
present we have about 26. 

Mr. Bussey. What type of films are produced? 

Dr. Bauer. The films that are produced at the Communicable 
Disease Center are films and film strips to supplement the training 
work being carried on by the Communicable Disease Center and the 


various health ay selma throughout the country in the control 
i 


of communicable diseases. 

These are technical films, developed for professional people, which 
are not commercially available anywhere else, and which are most 
necessary for the purpose of training this never-ending group of new 
sanitarians, physicians, nurses, and other personnel with the Public 
Health Service. 

Mr. Bussey. I suppose you would call them “projects” rather 
than pictures? 

Dr. Bauer. They are, sir. 

Mr. Bussey. How many projects or how many pictures would you 
say that this team worked on last year, or for calendar year 1953? 

r. Appgy. In 1953 they produced 11 motion pictures. That in- 
cludes black and white pictures, and some color pictures; 13 film 
strips; 6 series of slides, which are very similar to the film strips, cover- 
ing exhibits on public health subjects. 

e number of these productions is at times misleading because of 
the wide variety of subjects, and the technical difficulties involved 
and the cost of producing them. Of the given subjects, one of which 
may be 10 times as difficult, or expensive to produce, as another. 

Mr. Bussey. After these films, strips, and slides are produced, 
where are they used? 

Dr. Bauer. These motion picture and film strips are used by the 
Communicable Disease Center in its training programs, and they are 
available for purchase through a private concern which has a contract 
with GSA for not only the health departments within the United 
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States, but the health departments all over the world. These films 
are used, generally, throughout the world, but they are purchased, 
as I said, from this private concern. , 
I might add, Mr. Chairman, that CDC makes short-term loans to 
health departments. 
AIRPLANES 


Mr. Bussey. I believe you have four airplanes. 

Dr. Bavunr. That is correct, sir. 

Mr. Bussey. What are they used for? 

Dr. Bauer. The Communicable Disease Center work has as one 
of its major problems the control of vectors of public health 

he four airplanes are used primarily for the following: 

One is used in disaster aid for immediate use in order to control 
pests in flooded areas. The other three are used in investigations and 
development and evaluation of pesticides and insecticides. Many of 
these areas are so remote that they must be contacted by air, and there 
is a difference between the types of planes that are necessary. One 
uses a fast flying plane for pellet dropping, and another type of plane 
for low flying to spread a fog. One of the planes is so equipped that 
it can fly low and collect specimens in inacessable areas, and in swamp 
areas in the South. 

Mr. Bussey. Where are these four planes located? 

Dr. Bauer. These four planes are located at Savannah, Ga. 

Mr. Bussey. They are all located at Savannah? 

Mr. Aspey. That is correct, Mr. Chairman. 

Mr. Bussey. What do your records show as to the number of total 
hours flown during calendar year 1953? 

Mr. Apsey. 229 flying hours, in all. There, again, the number of 
flight-hours are, perhaps, not representative of the value of the planes 
to us. 

One point is that the planes are used for purposes of testing various 
kinds of equipment. The plane that I mentioned which flies at night, 
from 5 to 15 feet above a swamp area to collect insects, is used periodi- 
cally for that purpose, and requires a large inverted funnel, leading 
into a box to contain the insects. If we attempted to use the same 
plane at other times for the purpose of testing or for spraying, or dust- 
ing insecticides, it would mean a great many hours involved in convert- 
ing this equipment, where with the maintenance and retention of 
these 4 planes, 2 of which cost us nothing, and the other 2 cost $1,270 
— we can avoid the extra expense of periodic conversion of those 
planes. 

Mr. Bussey. How many positions do you have in your budget for 
this activity? 

Dr. Bauer. We have a position for one aviator, and the investi- 
gators, and the research men within the Savannah laboratory offer 
auxiliary services to help him. They are the scientists, but we only 
have one aviator. 

Mr. Bussey. He does all the flying of the four planes? 

Dr. Bauer. That is correct, sir. 

Mr. Bussey. What does he do when he is not flying? 

Dr. Bauer. He also acts as the maintenance man. These planes . 
are getting old, and need considerable attention and they also need 
some flying to keep them in shape. 


174 


” Mr. Bussey. It would mot that he would have plenty of time 
for maintenance if he only flies 229 hours a year. 

Mr. Aspey. Well, his time is not spent in maintenance entirely, on 
the mechanical features of the plane. It also includes the changes of 
equipment for experimental purposes that go on the plane, and that 
takes a lot of time, and perhaps a great deal more time than the actual 
flying hours. 

Mr. Bussey. He is not able to do that by himself; is he? 

Dr. Bauer. Most of it he does by himself; yes, sir, with the aid of 
the men in the laboratory at Savannah. 

Mr. Bussey. Could you supply for the record a tabulation of the 
total hours flown for the different purposes during fiscal year 1953? 

Mr. Assry. Yes, sir. 

(The matter referred to is as follows:) 


A. EPIDEMIC AND DISASTER AID 


Epidemic and natural disasters periodically occur in which insects present a 
major health problem. At such time the need for application of control measures 
is immediate and urgent. One aircraft is especially equipped for applying the 
special type of insecticides particularly suited for these applications and the plane 
is maintained in readiness for use whenever the need arises. In addition, all 
other Communicable Disease Center aircraft are available for epidemic and dis- 
aster aid use whenever necessary. Approximately 27 flight-hours were required 
for this work during 1953. 


B. RESEARCH INCLUDING AIR SAMPLING, INSECTICIDE DISPERSAL, ETC. 


This program involves research into the use of high-speed experimental aircraft 
for the sampling of air and dispersal of insecticides at high altitude. Current 
studies also concern experimental work on the application of pellet insecticides 
from aircraft and in the development and testing of a method of spraying liquid 
insecticide which requires no pressure pump or other moving parts. Approxi- 
mately 125 flight-hours were required for this purpose during 1953. 


C. INSECTICIDE APPLICATION 


Other investigations involve the spraying of insecticide, particularly the appli- 
cation of liquid insecticide as afog. Specific studies include the application of care- 
fully calibrated amounts of material to determine the need for defining densities 
of insect-destroying mist. Approximately 49 hours of flight time was required 
for this purpose during 1953. 


D. INSECT COLLECTION 


To further the studies and investigations into the life cycle of some of the salt 
water species of insects it is necessary to collect specimens at different locations 
and altitudes which involves the use of ey experimental equipment, more 
or less permanently installed on the aircraft. Approximately 28 hours of flight 
time was required for this work during 1953. 


RESEARCH ON BUILDING CONSTRUCTION MATERIALS 


Mr. Bussey. I have here two booklets on the results of your 
research on building construction and construction materials for 
rat-proofing purposes. Why should this research be done by the 
Public Health Service? 

Dr. Baver. The purpose of rat-proofing, of course, is to prevent 
rats from having access to food supplies and people within buildings, 
and as I mentioned earlier in the testimony, rats not only carry 
infectious diseases, but destroy food products. These pamphlets are 
used as a training audio-visual facility in the training programs on 
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the control of rodents, ge not only by the Communicable” Disease 
Center, but by the health departments throughout ths Nation. 

Dr. Anperson. Mr. Chairman, that might also be compared with 
some of the earlier work of the Public Health Service in connection 
with excluding rats from ships, because of their being_involved in the 
transmission of disease. 

Considerable time was spent in working out ways and means of 
ship construction that would build rats out. The same purpose is 
served here by suggesting ways and means, including construction 
and materials, so that rodents will be excluded from entry into the 
building, for not only preventing destruction of food products, but 
primarily preventing entry of carriers of disease. 

Ship designers and those responsible for ship construction have 
adopted suggestions which would make it possible to exclude rats 
from ships insofar as possible, and. similarly this would be helpful in 
the same way in building construction. 

Mr. Bussey. It may be all right, but at first glance it strikes me that 
getting into research on buildings and building materials is a little far- 
removed from the work of the Public Health Service. 

Dr. ANDERSON. One of the important diseases in that connection is 
typhus, and it has only been within recent years that typhus has been 
brought under control; one method of control being the proper con- 
struction of buildings. 

Mr. Bussey. Would it not be just as reasonable, because of the 
tremendous number of people that are killed in traffic accidents, to put 
research on traffic control in the Public Health Service also? 

Dr. ANDERSON. We are interested in one phase of that work. You 
will recall, when we were discussing the activities of the National Office 
of Vital Statistics, that we mentioned one phase of the traffic control 
work. Of course, there is a degree of interest, and we proceed only 
as far as our interest logically should go. 

Mr. Bussey. Are you continually carrying on research in building 
materials in this division? 

Dr. ANperson. Dr. Bauer, I do not think our research is very 
extensive; is it? 

Dr. Bauer. There is very little work being carried on. It is 
incidental to the control of rodents or vectors, but it is a very minor 
function within the technological branch. 

Mr. Assry. I might add that in the past year we have been much 
more greatly concerned with means for controlling typhus fever. In 
doing so, at our technical development laboratories at Savannah, we 
tested various kinds of rodenticides and methods of applying DDT 
to rat runs, for example, to kill the fleas on rats and prevent the 
spread of typhus. 

Incidental to that, we tested and developed means for trapping rats 
to get them out of the way to see whether that was a solution to the 
control of typhus, and along with it, we went into the testing of some 
building substances to see what rats could get through, and what would 
8 am the entry of rats into new construction, and into some old 

uildin: 


The booklet which you have before you was largely involved in the 
work on typhus and such expenditures were incurred as a result of 
research which was made in years gone by. We have practically none 
of that going on at the present time. 
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Mr. Bussey. Mr. Budge? 
Mr. Bupae. No questions. 
Mr. Bussey. Mr. Fogarty? 


HISTORY OF RECENT BUDGET REQUESTS 


Mr. Fogarty. Doctor, what was the Truman budget for com- 
municable-disease control in fiscal year 1954? 

Dr. Bauer. $5,735,000. 

Mr. Fogarty. Was the Eisenhower budget the same? 

Mr. Ketty. No, sir; it was $5,335,000. 

Mr. Focarry. There was a cut of $400,000? 

Dr. Baunr. Yes, sir. 

Mr. Fogarty. What did this committee allow? 

Dr. Bauer. The 1954 appropriation was $5 million, 

Mr. Focartry. What amount did you request of the Bureau of 
the Budget for this fiscal year? 

Dr. Bauer. For this year, $4,710,000. 

Mr. Fogarty. And they allowed you $4,397,000? 

Dr. Baver. That is correct, sir. 

Mr. Fogarty. So, the Bureau of the Budget cut the request of the 
Department by $313,000, and your total cut for fiscal year 1955 
compared with fiscal year 1954 is $603,000? 

Dr. Baugr. Yes, sir. 

Mr. Fogarty. It is $1,338,000 below what the Truman budget 
requested a year ago; is that right? 

r. Keury. Yes, sir. 
Mr. Foaarry. That is, a $1,338,000 reduction? 
Mr. Assey. That is correct. 


MALARIA PREVENTION ACTIVITIES 


Mr. Fogarty. On page 4 of your justifications you say that the 
estimate for fiscal year 1955 is $612,000 less than fiscal year 1954 
funds, and it includes reductions as follows: 

Malaria prevention activities, $45,000. I thought we had malaria 
under control in this country. Do we? 

Dr. Bauer. Malaria is a disease that has been very successfully 
controlled by the efforts of the Communicable Disease Center, and 
the State and local health departments, since 1952. 

However, there is a pahes my of keeping malaria under control. 
The vectors of malaria—the mosquitoes are still abundant, and the 
people are still not immune to malaria. There is an influx of malaria 
into the United States with returning individuals from outside the 
United States. 

During the calendar year 1953 there were still 1,203 cases of malaria 
in the United States. 

Mr. Foaarry. So, the cause is still with us; that is, the cause as far 
as the carriers of this disease. And there are still swamps that breed 
mosquitoes to transmit the disease in this country? 

Di. Baver. That is correct, but the modern method of control 
which must be continued is protecting the households, and household 
dwellers from the mosquitoes, but the vectors are still abundant. 
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Mr. Focarty. How much of a cut, percentagewise, is that in 
malaria-prevention activities? 

Dr. Bauer. 45 percent. 

Mr. Fogarty. In regard to your studies on mosquito prevention 
and control as related to water-resources projects, you have a cut of 
$116,000. 

What are you  ehgr vem doing in that activity? 

Dr. Bauer. The Communicable Disease Center is continuing its 
investigations, and demonstrations, in the control of vectors as they 
relate to water resource projects. ‘There has been a discontinuance 
of some of the activities, and that is the actual assignment of vector 
control specialists directly to river basin projects. 

Mr. Focarty. What percentage cut does this $116,000 represent? 

Mr. AssBry. That is about an 88 percent cut. 


CONTROL OF DISEASE VECTORS 


Mr. Foearrty. In the field of “investigations and demonstrations 
on control of disease vectors,’ you show a cut of $133,000. 

First, how much of a percentage cut is that? 

Mr. Asser. Approximately a 25 percent cut. 

Mr. Fogarty. Dr. Bauer, how important is this activity? 

Dr. Bauer. The control of disease vectors? 

Mr. Fogarty. Will you please tell me what you mean by “disease 
vectors?” 

Dr. Bauer. A disease vector is an arthropod which is a bug, or a 
rodent, that can either be the carrier or the reservoir of an infectious 
disease, and when they come in contact with a nonimmune individual, 
the individual gets the disease. It is a very important spreader of 
disease and during the Middle Ages, pests and so forth were the 
natural host of many of our real pestilences. 

Mr. Fogarty. How important is this work? How important do 
you tbink it is? 

Dr. Bavrer. The control of disease vectors, not only on a surveillance 
basis, but on the basis of technical development, is an important 
function. 

Mr. Fogarty. Will you please give me a couple of examples of how 
important it is? 

r. Bauer. Well, at the present time we are faced with endemic 
areas of encephalitis throughout the country—I mean, throughout the 
West, and west of the Mississippi. 

Mr. enenre. Why is that? Is it because of these new irrigation 
projects 

r. Bauer. It is because of the old irrigation projects, and the 
plans for development of new irrigation projects. 

In regard to this particular disease, we have not developed adequate 
control measures, and under the budget resented here, we intend to 
continue the study of vector control in the technical development of 
means of vector control, not only in encephalitis, but in the vectors 
that carry rabies. 

We have the wildlife reservoir of rabies that must be studied, and 
plan to carry out those activities this year. 

Mr. Fogarty. How does encephalitis affect a human being? 
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Dr. Bauer. Encephalitis is a very devastating disease in the human 
being, in that it kills a great many of them. I think this committee 
was informed last year that the worst outbreak that ever happened 
was in 1952 where there were seven-hundred-and-some-odd cases in 
one county in California, and 45 deaths. 

Mr. Fernanpez. Is that not sleeping sickness? 

Dr. Bauer. Yes, sir; and I might add that many of the people who 
do not die receive permanent brain damage. 


PUBLIC HEALTH TRAINING 


Mr. Fogarty. You are cutting your public health training activit 
$54,000. What percentage cut is that? P 
Mr. Assry. That is about an 11 percent reduction. 


POLIOMYELITIS INVESTIGATIONS 


Mr. Fogarty. In your poliomyelitis investigations in fiscal year 
1954 you had expenses for nonrecurring items in the amount of $50,000. 

What expenses were those nonrecurring items? 

Dr. Bavsr. In fiscal year 1954, because of some very excellent 
work at the Montgomery Laboratory of the Communicable Disease 
Center, it was necessary to increase our expenditure for animals and 
cages and so forth, and that will not be needed during the coming 

year. 

Mr. pranns, However, you are still continuing your investi- 

ations 
, Dr. Bavsr. Our investigations will go on to the same extent as 
last year at the Montgomery Laboratory, as it relates to poliomyelitis. 

Mr. ponaner That means you will spend about $400,000 for these 
studies 

Dr. Baunmr. It is anticipated that we will spend a similar amount 
of money as we are spending this year, less the $50,000. 

Mr. Foearrty. I see. 

In the requested appropriation language you have bracketed out 
that provision which was in last year’s act— 
of which not less than $400,000 shall be used for study, prevention, and contro} 
activities on poliomyelitis. 

Dr. Bauer. We have requested that this be deleted from the bill 
because it creates technical problems in accounting, since it is not 
economical or practical to segregate the cost of work on poliomyelitis 
from those works of other communicable diseases. A good example 
of that is that we raise a great many mice. The man who takes care 
of the animal husbandry is the same man who raises mice for tests 
on virus diseases other than polio, and under the restriction of the 
bill there is a great deal of cost marae eBoy is necessary. 

That, I believe, is unnecessary, and therefore we are requesting 
the deletion. 

Mr. Fogarty. Why was this placed in the bill originally? Did the 
Senate put this in? 

Dr. Baurr. The Senate put this language into the appropriation 
bill, for the first time, in 1954. . 

Mr. Foaarry. I did not think we had ever considered ne 
like that. Deaths caused by poliomyelitis in children are still very 
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high, are they not, compared with other communicable diseases in 
children? 

Dr. Baver. The deaths caused by poliomyelitis are still on the 
increase. 

Mr. Focartry. The deaths are still on the increase? 

Dr. Bauer. Yes, sir; the cases of poliomyelitis reported in 1952 were 
57,628, which may be compared with the 10-year average of approxi- 
mately 21,000 cases. 

Mr. Focarty. In the Wolverton report, issued in March of this 
year, they said that more children died in 1952 from poliomyelitis 
than from any other reportable communicable disease; is that correct? 

Dr. Bauer. If you will bear with me, I shall get the figures on that. 

Mr. Focarty. They, also, have other statistics to the effect that 
of the victims of poliomyelitis, 50 percent recover completely, 30 per- 
cent have no disabling aftereffects, 14 percent are severely paralyzed, 
and 6 percent die. 


LEADING CAUSES OF DEATH AMONG CHILDREN’S DISEASES 


Dr. Bauer. The greatest cause of death in the communicable 
disease field of children under 2 years of age is the group consisting of 
pneumonia, influenza, and bronchitis, in which there were 14,000 
deaths reported in the last figure which I have. 

Mr. Focarty. What year was that? 

Dr. Bauer. 1946. 

In regard to diarrheal diseases, I would like to mention that deaths 
in that category were quite high—6,000. 

Mr. Focarty. Were there not outbreaks of that disease in some 
hospitals in the last couple of years? Wasn’t there testimony on that 
last year? 

Dr. Bauer. Mr. Fogarty, this is my first appearance on the com- 
municable disease appropriation. However, I would be very happy 
to make a statement on diarrheal diseases. 

Mr. Fogarty. I wish you would, because I think that either last 
year, or the year before, examples were given where some hospitals 
in this country had epidemics. 

Dr. Bauer. Diarrheal diseases rank third as a cause of deaths in 
children under 2 years of age. It is a major cause of illness and death 
in adults. 

Mr. Fogarty. What is that again? Did you say it is the major 
cause? 

Dr. Baver. It is a major cause of death and illness. I do not want 
to give the impression to this committee that it compares with the 
real killers, but it does kill people. 

T also want to emphasize the fact that in vast areas of the South 
diarrhea is an important problem, because of unsanitary conditions, 
and it is known, by the work of Dr. James Watt, who used to be with 
the Microbiological Institute, to be carried by flies, which is one of 
the reasons we are so interested in our vector-control program. 

Mr. Fogarty. Have you had any serious outbreaks of diarrhea in 
children in any particular section of the country in the past year? 

Dr. Bauer. There have been outbreaks of diarrhea in nurseries, 
but unfortunately I cannot name the specific areas, but I would like 
to state that the States along the southwestern part of the United 
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States have a death rate from diarrhea many, many times that of 
some of our other States which have better sanitary conditions, and 
incidentally there is an area in one of our Middle Western States, in 
the coal-mining area, that has a very high rate of diarrhea. 


BUDGET FOR WORK ON DIARRHEAL DISEASES 


Mr. Fogarty. In your statement, you mention the discontinuance 
of demonstrations on the control of diarrheal diseases and a reduction 
of $87,000 is listed. 

Are you getting out of that field entirely now? 

Dr See Under the existing request for money for the Com- 
municable Disease Center, we are getting out of the demonstration 
phase of the control of diarrhea. Our investigations, as they relate to 
the problem, will continue. 

r. Foaartry. Do you personally think that these controls and 
demonstrations should be discontinued? Are they no longer useful? 

Dr. Bauer. I would like to explain a little further what I mean by 
discontinuance. Under the existing request, we are no longer station- 
ing people within States to carry out the demonstrations. In the 
future, professional men will be stationed in our field stations, scat- 
tered throughout the United States, to give part-time consultation in 
the demonstrations of diarrheal control. 

Mr. Fogarty. Do you personally think that that will lower the 
incidence of diarrhea by discontinuing the program to that extent? 

Dr. Baurr. Mr. Fogarty, I am a medical-control officer-—— 

Mr. Focarry. I am asking you from a professional point of view, 
about this matter. 

Dr. Bausr. I think that it will. 

From a professional standpoint, the timelag may be present because 
of this change, but if I were to make a prognostication, it is my 
sincere hope and belief that they will continue to decrease under the 
existing program. 

Mr. Focarry. Will you give me some reasons as to why you feel 
that way? - 

Dr. Ady We are developing better methods of vector control; 
we are developing better methods of diagnosis and treatment. 

Mr. Fogarty. Why should we have any men in these regions now 
for demonstration, if it is of lessening importance and if it is well on 
its way toward becoming insignificant? Why could we not cut that 
a little more? 

Dr. Bausrr. The control of communicable diseases should be relent- 
less, and you cannot get a disease down and ignore it. You have to 
always keep the work going on this particular disease, and in my 
experience, a dollar properly spent for the control of communicable 
diseases is a dollar well spent. 

Mr. Fogarty. Well, suppose ven had $135,000 in this particular 
activity; do you think you could to a better job than you are doing 
without it? 

Dr. Baunr. Yes, sir. 

Mr. Fogarty. You do? 

Dr. Bauer. Yes, sir. 

Mr. Fogarty, Do you think the incidence of diarrhea will go down 
much faster, and quicker, if this money were available? 
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Dr. Baverr. I would say that there is a good possibility that the 
incidence of disease caused by vectors would go down. 

Mr. Bussey. That would he a hope on your part, anyway. 

Dr. Bauer. Well, that is correct, sir. 

Mr. Fogarty. I am asking you this question based upon your 
experience, and from a professional viewpoint. In your estimation, 
do you 9 if you had this money the incidence of the disease would 

down 
ay Bauer. From a professional point of view, the control of 
disease is tied to the control measures, and is dependent upon the 
energy that is put into the program. 

tac aainer, The more energy that is put into it, if you have the 
means of control, the better off the people are going to be in those 
areas that are affected? 

Is that not so? 

Dr. Baver. That is correct, sir. 

Mr. Fogarty. What is the situation in regard to the discon- 
tinuance of these demonstrations on rat-borne diseases? 

What demonstrations are going to be discontinued there? 

Dr. Baver. The statement made, as it relates to the discon- 
tinuance of demonstrations on diarrheal diseases, can, generally 
speaking, be the same as that on rat-borne diseases. It is a discon- 
tinuance of assigning people to States rather than a discontinuance 
of the total activity. 

The investigations will go on. 


BUDGET FOR WORK ON PLAGUE 


Mr. Fogarty. What about the field investigations on plague 
where there is a reduction of $20,000? 

What do you mean by plague? 

Dr. Bauer. Plague is a disease caused by the bacillus pestis, which 
is a very deadly disease that killed many people throughout the 
Middle Ages and it is always a threat to this country, because it is 
endemic in the wild rodents of the West, and it is impractical to control 
the wild rodents of the West. 
eae are attempting to find the weak link in the rats in order to control 

em. 

The disease, incidentally, is transmitted from the rat to the human 
being by an oriental flea. 

Mr. Fogarty. That is, an oriental flea that lives on rats? 

Dr. Bavrr. They live on rats and jump onto human beings when 
the rats come in contact with the human. 

Mr. Fogarty. Is that the only place they live—on rats? 

Dr. Baver. That is the important public-health manifestation to 
this country. I am not qualified to answer the question directly. 

Mr. Fogarty. That is all, Mr. Chairman. 

Mr. Bussey. Mr. Fernandez? 

Mr. Fernanvez. I have no questions. 

Mr. Bussey. If there are no further questions, we thank you, 
Doctor. 

Dr. Bauer. Thank you very much sir. 
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NATIONAL INSTITUTES OF HEALTH 


WITNESSES 


DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES 
OF HEALTH 


DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL IN- 
STITUTES OF HEALTH 


DR. C. J. VAN SLYKE, ASSOCIATE DIRECTOR, NATIONAL INSTITUTES 
OF HEALTH 


ALBERT F, SIEPERT, EXECUTIVE OFFICER, NATIONAL INSTITUTES 
OF HEALTH 


DR. W. PALMER DEARING, DEPUTY SURGEON GENERAL, PUBLIC 
HEALTH SERVICE 

DR. JOHN R. HELLER, DIRECTOR, NATIONAL CANCER INSTITUTE 

RUSSELL R. LARMON, ASSISTANT SECRETARY, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


ROY L. HARLOW, CHIEF FINANCE OFFICER, PUBLIC HEALTH 
SERVICE 


ROBERT W. BROWN, ASSISTANT BUDGET OFFICER, DEPARTMENT 
OF HEALTH, EDUCATION, AND WELFARE 


GENERAL STATEMENT 


Mr. Bussey. The committee will come to order. We have under 


consideration this morning the expenses of the National Institutes 
of Health. 


We are glad to welcome Dr. Sebrell back to the committee, and will 


be happy to include your prepared statement in the record at this 
int. 


(The statement is as follows:) 


SrareMent oF Dr. WittiamM H. Director, Nationa INstiTuTE oF 


Mr. Chairman and members of the committee, as a Nation, we are now in the 
fifth year of an expanded medical research effort. During that period there has 
been a most remarkable growth of both private and public support for medical 
research and for training medical research manpower. 

This upsurge of support is concrete evidence that the American people have 
firmly endorsed both the humanitarian and the direct economic gains to be achieved 
ultimately by medical research. We have, as a Nation, adopted by the force of 
logic and public opinion two policies: 

Capable investigators should be supplied with the funds they need to 
exploit their ideas fully. 

Additional manpower of high caliber should be trained to expand our 
national research capacity. 

In the evolution of these two lines of policy, the Congress has been a leader, 
both through establishing the structure for research in the form of national 
medical research institutes and through providing substantial appropriations to 
make the machinery operative not only in these institutes but also in nongovern- 
mental research and teaching institutions. 

In the light of these developments, we need not take time to reiterate the 
significance of the disease problems in economic terms and in terms of suffering 
among individuals and their families. 

The time has come when it is no longer valid merely to complain of the prob- 
lems created by chronic disease; we should be able to point to concrete advances 
achieved over a wide front. The concentration of brains and facilities over this 
period leads to a legitimate expectation of solid advance. 
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These advances are being made, and at every level, from fundamental labora- 
tory work to direct clinical application. 

e Institute Directors will indicate in some detail the recent accomplishments 
of investigators throughout the Nation in their respective fields of categorical 
responsibility, but a brief checklist here will indicate a tremendous vitality and 
forward surge in a wide array of fields. 

In the field of mental diseases, there are firm leads that begin to explain some 
mental disorders in terms of biochemical differences between the normal and the 
mentally ill person. This is a general development of the utmost significance. 
At the same time, advances on the psychiatric and psychological fronts are open- 
ing the way to more precise early identification of those who will and those who 
will not respond to established treatment procedures. The development of re- 
liable tests in this field will effectively multiply the efficiency of our limited man- 
power and treatment facilities. 

In heart disease, the discovery of new anticlotting substances has resulted in 
the saving or prolonging of many lives. Drugs have been developed which can 
stop often fatal arrhythmia—irregular heartbeats—and a more precise understand- 
ing of cardiac failure has permitted the development of more rational treatment. 
This latter advance has not only increased the life span of countless cardiacs but 
has returned vast numbers to comfortable and profitable employment. 

In the neurological field, significant progress against epilepsy as a significant 
disease is presaged by the first fruits of research—the discovery of new drugs, 
advances in surgery, and a beginning understanding of basic biochemical defects 
which characterize this condition. The sacred scientific truism that severed 
nerves in the central nervous system cannot grow back together has been dis- 
proved, a discovery that opens a whole new field of study of great potential prac- 
tical importance. 

In the cancer field, a positive, simple test for cervical cancer has been found, 
Of particular importance in this regard is the developing conviction, based on 
sound observations, that a detectable preinvasive condition is the rule rather than 
the exception. The disappearance of this form of cancer as a serious health 
threat now depends solely on early detection and treatment. Radioactive isotopes 
are providing both better diagnostic techniques and better treatment for certain 
other forms of cancer. 

In the field of arthritis, rheumatism, and other metabolic diseases, use of ACTH 
and cortisone as treatments has been widely publicized, as have some of their 
deficiencies. Equally stimulating to medical scientists is the avenue of study 
that these and related chemicals have opened up—studies directed toward an 
understanding of the underlying causes of the wide array of these related diseases. 

In the field of microbiology, recent advances have centered attention on viruses 
and bacteria as the cause of some chronic and degenerative diseases as well as 
acute infections. This is quite a new approach to the significance of microbio- 
logical agents, and one of tremendous potential significance. 

n short, the first big national push in medical research is beginning to pay off 
even within a 5-year time span. And 5 years is a short period in medical research. 
It can be confidently predicted that the flow of productive findings will grow if 
medical research is supported amply and wisely. 

It can also be predicted that many answers will not be found for decades. 
This is not a cause for despair, for experience has already amply shown that very 
real progress in saving lives can be made before ultimate causes are known. 

In reviewing the general status of medical research and the recent advances, 
one of the developments that emerges most clearly is the rapid extension of pro- 
ductive biochemical and biophysical studies into the medical and biological fields. 
Medical research is coming of age as a quantitative science. There is perhaps no 
more fundamental trend in medical research, and no trend which it is more 
important to encourage. 

his development must be nurtured by funds, for equipment and competencies 
from the physical sciences which are essential to these studies are expensive. It 
must be nurtured by patience, for the studies are almost infinitely complex. It 
must be nurtured by proper organization for research, because the final fruition 
of medically related. research in the physical sciences is through a productive 
partnership with clinical research. 

Against this background of general national developments in medical research, 
we can assess developments in the programs of the National Institutes of Health. 
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MAJOR PROGRAM DEVELOPMENTS AT THE NIH DURING 1954 


In establishing national medical research institutes, Congress assumed that 
by setting up an organization and providing funds, research in lagging areas could 
be stimulated. 

It is gratifying to report that this assumption has proved to be sound in the 
fields of neurology and blindness, and arthritis and metabolic diseases. 

A major program development has been the rapid maturing of the Neurolo 
and Blindness Institute to achieve a dimension which begins to approach the 
importance of the problem. You will recall that this Institute was established 
in 1950 and received its first appropriation in 1951. Today, it has gathered 
together a brilliant young staff and is already conducting and supporting significant 
studies in epilepsy, multiple sclerosis, cerebral palsy, and the other neurological 
and sensory disorders. he initiative and drive of this group has been one of the 
high points of the year. 

At the same time, as Dr. Bailey will report in detail, the entire field of neurologi- 
eal research throughout the Nation has been encouraged and invigorated. 

And all of this has gone forward not through Federal direction or control of 
individuals, institutions or organizations, but through a close collaborative effort. 

A comparable development has taken place in the Arthritis Institute. In spite 
of the enormous importance of the rheumatic diseases (there are now about 10 
million victims of arthritis and rheumatism in this country), the public and to a 
degree the professional world was apathetic about these diseases. Then, in quick 
succession, there came a series of events which reversed the trends. The Arthri- 
tis and Rheumatism Foundation was established to raise funds and lead the way 
in professional and public education. The National Research Council set up a 
national scientific committee to assess progress, problems and gaps in the field. 
Then there was the dramatic announcement of the discovery of cortisone and 
ACTH. Finally, under the Omnibus Medical Research Act in 1950, the National 
Institute of Arthritis and Metabolic Diseases was established. In this last 3 
years, using revolutionary research approaches and strengthened by strong pri- 
vate and public cooperation, it has become evident that this field, like neurology, 
has come into its own. Just several months ago there was held at Bethesda the 
first national symposium ever to be held on research and research training in the 
arthritis and rheumatism field. 

One of the major program developments at the National Institutes of Health, 
as you gentlemen have good reason to know, has been the opening and initial occu- 

ancy of the Clinical Center. I will not attempt here to recapitulate what this 

acility has meant to our research program by making it possible for us to integrate 
laboratory and clinical investigations. Suffice it to say that the mere existence of 
this structure on our campus has had implications that reach to the very roots of 
our scientific programs. 

As might be anticipated, we have had to pay a great deal of attention during 
the past fiscal year to the sheer mechanics of moving into the Clinical Center. 
We have been concernéd with such things as the timing of purchasing supplies and 
equipment, planning space occupancy to encourage integrated research effort, 
establishing the policies governing care of patients and their relationships with 
the research environment, adjusting laboratory design to meet the specialized 
needs of investigators who were not employed when the initial plans were made, 
and replanning occupancy, purchasing, and staffing schedules when contractors 
have failed to meet specifications or deadlines. 

These may appear to be matters of detail, but we have found that the satis- 
factory resolution of a vast array of details is in practice the only way we can 
progress towards our general objectives. 

The entire staff has worked hard and has been most cooperative in bearing with 
the inevitable delays and frustrations that are involved in such a complicated 
undertaking. In the face of these problems, patients have been brought into the 
Center, the medical care provided them has was excellent, and clinical research 
has begun in all Institutes. 

One of the most important elements of our work related to the Clinical Center 
has been the establishment of good working relations with physicians in private 
practice, professional groups, and medical institutions. The good will and support 
of these groups is important in the referral of patients, in the use of consultants 
and—most important—in the ability to establish and maintain the many kinds o 
formal and informal cooperative working relationships which are the heart of any 
successful medical undertaking. 

There are more than a hundred study patients in the Clinical Center today. 
We anticipate that there may be over 200 by July 1. There is virtually no way in 
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which this research facility sesembles a general hospital (in which the patient day 
costs can be accurately predicated) save in the quality of medical care we provide. 
There the similarity ends. The research design may demand special diet, frequent 
tests, extra nurses, expensive medicinals, total isolation—all factors which might 
be essential to research but serve to render valueless any presumptive baseline 
data seeking a standard by which to convert dollars into patients. It might not 
be amiss for me to reiterate that in the Clinical Center, the welfare of the patient 
comes first. It is to my best interest and tbat of the scientific staff to fill the Clini- 
cal Center beds with patients and keep them filled, to the limit of our program needs 
and the resources available to us. But without experience data, I cannot and will 
not stretch the limits of good medical care and disrupt the standards of good 
research practice in order to meet a ratio of dollars to bedi, 


RESEARCH GRANTS, RESEARCH TRAINING, AND DISEASE CONTROL 


The basic, tested policies underlying the research-grant programs have remained 
basically unaltered. 

We plan to continue support, not only to clinical investigations and research 
directly applicable to medicine, but also to studies which are relevant to under 
lying problems but not immediately applicable to medicine. We consider this 
approach to be so important that—in addition to giving it support from the pro- 
grams of the various Institutes—we have a program under the Division of Re- 
search Grants directed especially to support of basic studies which have a direct 
relationship to medicine as a whole instead of to single diseases categories. 

We initiate large-scale coordinated research programs when there is a firm 
scientific consensus that this approach is profitable. 

We continue to rely heavily upon the judgment of university and other non- 
Federal scientists in assessing the worth of proposed projects, and particularly 
the caliber of men. We continue to seek general policy advice from national 
advisory councils. 

The esteem in which the program is held in the scientific and academic worlds 
continues to be a source of satisfaction to us, as it must be to those committees 
of Congress which have sponsored our enabling legislation and assumed our 
continuing support of research and research training by establishing our level of 
expenditure. 

his is not to say that we do not face problems. We have some very real 
ones. For example, we are continually assessing the extent to which the year-to- 
wm project grants provide the kind of long-term stability needed for research. 

e have worked out means of providing reasonable stability, and are constantly 
considering modifications to make the programs more satisfactory. 

As another example, we have been seriously considering whether we are com- 
pensating institutions adequately for the costs that they incur when we give their 
staffs research support. This is the perplexing indirect cost problem that has 
been with us since the program began. We are proposing a policy change durin 
the coming year that will be discussed when we outline the prospects for fise 
year 1955. 

Manpower training—fellowships, teaching grants, and training grants 

In common with all scientific fields, medical research faces the prospect of 
shortages in the future unless training now is accelerated. 

Two considerations are particularly significant in the manpower picture in 
medicine. First, the advance of medical research has been so rapid that specific 
training is required to bring the findings to the point of application. Second, 
there is an extreme shortage of people in specific fields—of which mental health 
is perhaps the outstanding example. 

In combination, the fellowship, teaching-grant, and training-grant programs 
are designed to meet these problems. The Institute Directors will indicate the 
specific manpower problems faced in their areas of interest, and the manner in 
which the manpower programs are tailored to meet the needs of specific fields. 


Control grants 

It is becoming increasingly clear that much chronic disease which will strike 
millions of people can be dealt with effectively if the existence of the disease can 
be found early enough. Even without a full knowledge of cause, we now know 
more about how to halt the progress of many chronic diseases than is being fully 
applied. 

The control grants are our effort to close the gap between scientific knowledge 
and application of findings to patients. 

In this area, too, the Institute Directors will tell you specifically what the con- 
tro] measures are accomplishing. 
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PROPOSED PROGRAM DEVELOPMENTS AT NIH-—-FISCAL YEAR 1955 


While the National Institutes of Health budget is complicated in detail, the 
essentials of program policy underlying the figures are simple. 

The 1955 budget proposes that the total research grants, research training, 
and disease-control areas be financed at a somewhat lower level than in 1954— 
$46.3 million as compared with $48.6 million. 

In the direct operations of the National Institutes of Health, the 1955 budget 
is at the 1954 level, except for increases required primarily for the increased patient 
load and other research facilities in the Clinical Center contemplated in 1955. 

These generalizations do not apply uniformly among all the Institutes; the 
differences will be covered when the Directors explain the essentials of their 1955 


budgets. 
The coming fiscal year is a critical one in the development of the National Insti- 
tutes of Health. e are attempting to work out a new approach to medical 


research—integration of laboratory research with research on patients on a scale 
never before attempted. Never before in the history of medicine has it been 
possible to bring together in one place the full array of diverse talent that modern 
medical research requires. 

We owe an incalculable debt to Congress not only for making available the 
funds required for this pioneering enterprise, but also for establishing the medical 
research institutes that give us a series of well-rounded frameworks on which to 
build our programs. 

Our responsibility, which we feel most keenly, is to make the most of the unique 
ere that has been given to us. Our central objective is'to set the general 
policies that will result in the greatest volume of research of the highest caliber 
that can be extracted from the funds made available to us. This means that we 
have the strongest interest in economy and efficiency so that the research dollar 
will be most productive. 

The task of creating an institution where research can be truly integrated and 
productive is extremely complex and difficult. Many of the problems are in- 
tangible, but nevertheless of central importance. 

Obtaining men of the highest quality is fundamental. Given a salary scale 
that is far below what industry can pay and particularly below the amounts that 
qualified clinicians can earn, we have done very well in attracting excellent scien- 
tists. In the 2 or 3 years ahead, we shall continue to fill in other key positions. 
Our recruitment is spread over about a 6-year period not only because of the care 
we take in selecting people, but because we wish our hiring to cause the minimum 
disturbance to medical schools, hospitals, and universities. 

Another matter of concern to us is to create the general expectation that 
collaborative work among institutes and between clinicians and laboratory people 
is the normal way of life. Here we are working against fairly prevalent attitudes. 
The physician often feels that the scientist has no understanding of patient care 
and hence a subordinate role in clinical studies. The scientist in turn often believes 
that the physician has no appreciation of the experimental method and hence is 
not a fully competent scientific colleague. We have to modify these attitudes 
to build the kinds of research teams we are aiming for. 

At the same time, we have to make sure that the individual who functions best 
and has a great deal to contribute as an independent individual is given an 
adequate chance to produce. 

In viewing the evolution of the national institutes of health toward our 
ideal, we see the maintenance of scientific communication—the easy exchange of 
ideas and facts—as critically important. When people are expected to work 
with others whose fields are relatively strange to them, there has to be a common 
meeting ground of understanding. Even within one scientific field, knowledge, 
and ideas increase so rapidly that a scientist is hard put to it to keep up with his 
field. And if he does not keep up with his field, he begins to be a second rater. 
We feel almost a moral obligation to those who have chosen to throw their scientific 
careers in with us to provide the chance for growth. This is not a matter of 
personal satisfaction for scientists either, but a matter of setting the conditions 
which enable them to do their jobs well. 

An indispensable element of scientific communication is the ability to meet 
scientific colleagues. One of the differences between an inbred, sterile research 
organization and one that is vigorous and productive is the range of contacts 
of the staff. We feel that investment of a moderate part of our appropriation 
in travel to scientific meetings pays for itself many times over. For the coming 
fiscal year, it is important that we have funds to allot to travel to scientific meet- 
ings in sufficient amounts so as to provide real implementation to the acquisition 


4 


187 


of the vital new views and information that are such an important stimulus to 
high quality research, 

Another problem on which we continue to work is the integration of seven 
separate institutes in a single building. This involves a delicate compromise 
between centralization of services that can be most economically and most 
effectively performed by a single clinical center organization, and retention in 
the Institutes of decisions—particularly on the research side—that must be left 
to the individual programs, This is an internal management problem that we are 
settling ourselves, 

In integrating research, flexibility—the ability to shift men and resources as 
the needs of specific investigations may indicate—is of key importance. Any 
impediment to our ability to push our resources quickly and easily into the areas 
of research where a stronger effort is needed will reduce the research return on 
the investment in NIH. It would, for example, be most difficult for us to conduct 
studies most effectively if our budget were arbitrarily divided into clinical and 
laboratory components and this compartmentalization were carried over into 
program operation. There is a good deal of work that is purely clinical or purely 
laboratory, but there is also the vital area—at the heart of the concept of the 
clinical center—where freedom to move in either direction is essential. We are 
most appreciative that the congressional budget gives us this degree of freedom, 
and we intend to show by results that the action is wise. 

In terms of general development of the research program at NIH, the budget 
provides for the activation of 350 beds by the end of fiscal year 1955. We believe 
that the clinical care funds and the research funds to be so balanced in the budget 
that we can both take good care of this number of patients and build a sound 
research program around them. Of course, the welfare of the patients comes 
first, and we will always keep the number of patients within our capacity to pro- 
vide the best medical care. 

As the number of patients increases, each Institute will move progressively to 
include a type of research where groups of patients with similar diagnoses and 
other characteristics are the basis for clinical studies. To date, a substantial por- 
tion of the clinical research has had to be on a series of individual patients. The 
group approach will not only speed investigations, but make them more effective. 

At the same time, specific clinical studies will become more detailed, complex 
and refined. During the current fiscal year, the depth of most studies was limited 
by operating problems associated with inaugurating patient care and by the fact 
that some key investigators had not yet been recruited. 


Prospective developments in the grant programs 


The medical research talent and facilities of the Nation are not yet receiving 
support at the optimum level from the scientific viewpoint. The budget proposal 
for 1955. in the research grants field—a total of $27.7 million—is not a proposal 
that will move the Nation forward toward attainment of the optimum level. 
In this period of fiscal strain, the general economic effects of Federal expenditures 
as well as research considerations must of course be taken into account in setting 
medical research grant levels. ' 

We all look forward to the day when heavy domestic and foreign defense 
expenditures can diminish so that a greater share of the product of our economy 
ean be devoted to health and other areas of productive effort. Meanwhile, we 
Pars pete the program by paying careful attention to the way we handle the 

unds, 

Beginning in fiscal year 1955, we hope to make an administrative adjust- 
ment of minor importance in total budgetary terms, but of substantial importance 
to scientists and the institutions with which they are affiliated. This change is an 
increase from a maximum of 8 percent to a maximum of 15 percent in the pro- 
portion of a research grant which will be allowed for the indirect cost of research 
undertaken by grantees. It has become increasingly clear that the lower allow- 
ance now in effect falls far short of meeting the costs which schools must meet 
when one of their staff members receives a grant from us. The school has to 
provide utilities for the laboratory, expensive library service, housekeeping 
services, and so forth, that are not part of the direct costs of research. We be- 
lieve that by increasing this allowance to 15 percent, we will be dealing more 
equitably with the institutions. Even the increase to a maximum of 15 percent 
will not fully cover all of the indirect costs in many institutions. But we con- 
tinue to believe that a sharing of the costs of research, rather than a 100-percent 
Federal assumption of costs, is a sound policy. . 

new program in the field of chemotherapy of cancer will come into full flower 
during fiscal year 1955. This new venture, initiated during the coming year, 
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is a highly organized multiphasic approach, the primary target being the lym- 
phomas, more particularly leukemia, The program will bring the biologist, the 
organic chemist, the pharmacologist and the clinician together in an integrated 
rogram, Its progress will be guided by proup direction within a framework 
hat permits such rapid interchange of information as is usually not possible 
outside of a single organizational unit. The program was initiated in the belief 
that exploration of this particular field, in the particular manner and at this 
particular time will be highly rewarding; perhaps as great as was the case in other 
fields of chemotherapy such as the malarias and bacterial diseases. 

In the manpower area—teaching grants, training grants, training stipends and 
research fellowships—the functions and objectives of the programs remain as they 
were in earlier years. The level of the programs will be reduced in 1955 about 
10 percent below the 1954 level. As in the case of research grants, this represents 
not a reduction in need, but an adjustment to the realities of the Federal budget. 

We anticipate further strengthening of medical school curricula in the heart 
and cancer fields if the budget is adopted. 

We also can predict that about 90 percent of the research fellows will continue 
to remain in the medical research field. 

As the flow of research findings is augmented, the productivity of measures to 
control chronic disease in the States will increase. 

The grants to States administered by the Mental Health, Cancer, and Heart 
Institutes, proposed at the $5.7 million level a penpeened in 1954, will comple- 
ment efforts in other fields that are administered by the Bureau of State Services. 
The Institute Directors are prepared to explain the variety of early detection and 
diagnosis techniques applicable to the specific disease groups. 


CONCLUSION 


We are pleased to be able to report accelerating progress in virtually all fields 
of medical research. 

This progress has come about not by chance, but as the result of joint public- 
private support of medical scientists. This support has come at a time when a 
solid scientific ne for intensified effort is warranted. The support has 
been provided from both a and private sources in a way that has expanded 
rather than limited the ability of scientists to do what they consider most pro- 
ductive. Those of us whose lifework is medical research, are truly appreciative 
of the understanding and support which has always marked both the deliberations 
and the actions of this committee. 

The Nation is now reaping dividends on its investment. With reasonable 
stability in support and wisdom in handling funds, we can look forward to con- 
tinued progress. 

Mr. Bussey. Doctor, would you be kind enough briefly to sum- 
marize your general statement which you have presented to the 
committee? 

Dr. Sespretyt. Thank you very much, Mr. Chairman; I will be glad 
to do so, indeed. : , 

It is always a pleasure to appear before this committee and tell yee 
about the National Institutes of Health. There are two points that 
I would like to make in summary of the prepared statement which 
has been submitted to you. One of these points concerns accomplish- 
ments and, in this regard, I may say that in the field of medical research 
and biological research it appears that we are on the verge of very 

eat accomplishments in the entire field. Dr. Vannevar Bush, who 
is president of the Carnegie Foundation and directed the wartime 
research efforts of the country during the war, said in a recent speech 
that he felt that biological research, or research in the life sciences, 
was at a point very similar to that which preceded the as develop- 
ment of physical sciences; that there were centuries of background of 
work in the physical sciences that led to such things as the vacuum tube, 
television, the atomic-energy development, and it was his opinion— 
and I concur in this opinion which he expressed—that the biological 
sciences were very much in the same position of being on the verge of 
great discoveries that would advance us a very long way. 
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PROGRESS OF AND ACCOMPLISHMENTS IN MEDICAL RESEARCH 


And in this regard I would like to mention briefly just a few of 
those in which progress is quite evident and which the Directors of 
the various institutes present to you in some detail, if you wish to 
hear them. 

EPILEPSY 


The first I will mention is the disease of epilepsy. This is a disease 
that has affected large numbers of people, that has made them help- 
less, and we see ahead of us not only relief for epilepsy, but the possi- 
bility of a cure for epilepsy by the administration of some fairly 
simple chemical compounds that have been discovered in the clinical 
center in the 6 months it has been open. 


NERVE REGENERATION 


Then there is the question of nerve regeneration. It used to be 
thought that when a nerve was severed, or the spinal cord was severed, 
there was no hope for it ever growing back. There is some experi- 
mental work developed by one of our scientists that indicates nerve 
regeneration is possible and this offers, if it pays off, to open up a 
new field of advance in neurology. 


CANCER 


The next field is cancer. We have recently learned how to diagnose 
cancer of the cervix at a very early stage, at a stage before it becomes 
invasive, and a stage at which it is possible completely to remove the 
growth. This looks as though we are really on the road to conquering 
this one type of cancer which is so important to women. 

In the field of leukemia, there are new chemicals being developed. 
While they do not cure leukemia—and this is regarded as cancer of 
the blood stream—they do result in increasing the length of life of 
those patients and it is a hopeful development that may see some 
advances in the chemical treatment of leukemia. With the new 
supervoltage X-ray machines, it is possible to do things that were 
never possible before and when Dr. Heller talks about the Cancer 
Institute, he may mention some definite advances in this field. 

In the field of heart disease, the so-called blue-baby operations 
have been extended to surgical procedures that correct heart defects 
in various conditions, that will relieve many patients who were hope- 
lessly ill previously from deformed heart valves. 

In the field of blood pressure, there are new chemicals being de- 
veloped that will successfully lower high blood pressure without 
damaging the individual. 

In the field of hardening of the arteries, we are making biochemical 
advances that seem to be pointing to a better understanding of this 
condition that affects so many old people. 

In rheumatic heart disease, which was a serious disease in young 
people, it can now be controlled. 

So I think I can say we are going forward in all fields of medical 
research. I cannot make any predictions about cures of these dis- 
eases, but there is steady progress being made and the future indeed 
looks promising. 
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CURRENT PROBLEMS IN CLINICAL CENTER OPERATIONS 


The second point I would like to make in summary concerns some 
of our difficulties at the National Institutes of Health. As you know, 
we have opened the Clinical Center. This has been a major under- 
taking and certain difficulties were to be expected. A thing as 
complex as this is bound to have a number of problems involved. 
None of those problems are insuperable. They merely require a 
little effort to solve them. We have had some unanticipated delays. 
These are construction delays that have been occasioned by such 
things as strikes, by failure to deliver material, by the unavailability 
of certain materials and things of that kind that have required us to 
make shifts in our plans. To meet those unexpected delays, we have 
had to adapt ourselves to the contractors’ needs. 

While we opened the clinical part of the center last July 6, as of 
now, in the laboratory area, we have had about 60 percent of the 
laboratories turned over to us and about half of those were only 
turned over to us in the last 3 weeks. So this delay in getting the 
laboratory areas and having to work in them still partly under the 
control of the contractor has resulted in shifts in our program. The 
remainder of the laboratories will be available to us by early summer 
and the radiation wing is scheduled to be the last portion delivered 
to us, and that is expected to come in the early winter. 

In addition, we expect to complete the skeletonized laboratory 
areas; that is the areas in which we only put a bench, a sink, and the 
bare minimum of equipment. We think we can complete the equip- 

ing of those laboratories now within our present dollars. We have 
held back on the recruitment of scientific personnel because of delays 
in the laboratory area, and this holding back in recruitment has re- 
sulted in a saving of somewhere around $700,000 to $800,000 during 
this year. We are rapidly picking up that recruitment, now that the 
laboratory areas are being turned over to us, and we expect that all 
of the research positions will be filled by the end of this fiscal year. 

Now as we are moving into the Clinical Center areas, we are facing 
a growing problem of securing adequate renovation and modification 
of our old laboratory buildings. When we started the Clinical Center, 
we recognized there were various types of Jaboratory work and large 
animal research which could not be carried on in a structure like the 
Clinical Center with patients in it. There are certain large animals 
that one cannot have, naturally, in a building of that kind. And in 
the ‘1949 Stage 1 construction appropriation” language there was 
authority for “alteration and repairs of existing research facilities,” 
Of this fund, the sum of $225,000 was reserved for this purpose. 

As we have gone along, our needs have become peter in this field. 
This is due to new research requirements for such things as the chemi- 
cal separation of rare or scientific substances in large quantities, the 
need for much more specialized instrumentation, and other techniques 
which have affected the nature and requirements for medical research 
in the past 5 years. 

But in addition to all of those things, the bulk.of the increased 
requirements are to accommodate the programs of the two new 
Institutes of Neurology and Arthritis which were established a | 
Congress after the original space planning was completed. We thi 
now it will take about $850,000, instead of the $225,000 presently 
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reserved, to complete these necessary modifications to the existing 
building, and it will take most of the next fiscal year to make those 
necessary space adjustments. We are studying at the present time 
ways in which those additional needs can be met within our present 
resources. And as it should be possible to do this within that frame- 
work, we would like to submit to this committee, through appropriate 
budgetary channels, a letter which would outline our specific proposals 
for financing these alterations. 

Mr. Bussey. I am sure the committee would be very happy to 
receive it, Doctor. 

CLINICAL CENTER OCCUPANCY 


Dr. Sesrety. The activation of the clinical center is proceeding on 
schedule. We have 200 beds activated, as planned for the present 
time. We are running approximately 80 percent occupancy. We 
have had as high as 163 patients. They vary from day to day a little 
bit, from a maximum of 163 down, maybe, to 153 or 155. You never 
keep them exactly the same, of course. And this is in spite of changed 
conditions in the Mental Health Institute, where special requirements 
in that Institute are such we find we cannot very well operate it at 
the 80 percent bed capacity. 

You may remember it was an experiment in itself to put mental 
health research in an institution of this kind, because much of the 
mental health research has always been isolated in mental institutions. 
The very putting of it in this building was a study in itself and we 
find there are special requirements a little different from those for 
ordinary clinical research. This is to be expected, I think, and adjust- 
ments made. Even so, we are running very close to an overall 80 
percent capacity according to our schedule. 

Mr. Bussey. Thank you, Dr. Sebrell. 

Your budget request for the Institutes for fiscal 1955 for all practical 
purposes is the same, in total, as the appropriations for 1954. 

Dr. Sesreiyi. That is correct, sir; it is just about the same. The 
total differences are very minor. 


BUDGET RESERVES 


Mr. Bussey. Doctor, have you been handicapped or hampered in 
any way in getting into full operation at the clinical center by financial 
restrictions that have been put on you by the Bureau of the Budget? 

Dr. Sesrewy. No, sir; I do not believe so. We have run along 
at ty: well on schedule. You may remember last year we had a 
ittle delay from April to June getting started in opening the center; 
but once we got it opened our difficulties have been, I think, almost 
exclusively construction delays. I think we have gone along very 
satisfactorily, except for these construction delays. 

Mr. Bussey. You may recall in our report last year we commented 
on that situation to this effect: 

The committee is completely at a loss to understand the action of the Bureau 
of the Budget in prohibiting for several weeks the hiring of personnel to staff the 
new clinical center. The Congress has always given its wholehearted support to 
this project. 

After that initial delay before the center was opened in July, you. 
have been able to proceed without any handicap? 
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Dr. Sesreu. Yes, sir, except for these construction difficulties 
that I have mentioned. 

Mr. Bussey. Have you had any funds impounded by the Bureau 
of the Budget during this last year? 

Dr. Seprexu. Yes, sir; we have had some savings reserve set up by 
the Bureau of the Budget in the sum of $353,000. 

Mr. Bussey. What were the reasons for impounding those funds? 

Dr. Sepre.i. I mentioned to you in my summary that we had 
delayed recruitment of scientific personnel because of the construc- 
tion delays in the laboratories, and by setting back recruitment of 
personnel this resulted in savings of the proposed salaries of these 
people who will now probably be on by the end of the fiscal year. 
This amount of money, $353,000, constitutes part of that figure of 
$700,000 to $800,000 that I mentioned as a saving this vear. 

Mr. Bussey. Have all these funds been released as of this date? 

Dr. Sepreti. No; all of those funds have not been released. 

Dr. SHannon. The thing is, Mr. Busbey, recruitment was planned 
as early as the first quarter of this year. With the construction delays, 
it was quite apparent that people who were to come on in the first 
quarter it would not be possible to put to work prior to the fourth 
quarter; consequently, $353,000 that was reserved will not be needed 
and we have not requested the release of those funds. 

Mr. Bussey. But this has been due entirely to delays and unfore- 
seen difficulties in the construction program? 

Dr. Seprenu. Yes, sir. We have not needed the money. You 
understand, of course, we will need those positions for the full program 
next year. 

Mr. Bussey. Yes; I understand that. 


CATEGORICAL VERSUS GENERAL GRANTS TO STATES 


Now on page 11 of your statement, Doctor, under “Control grants,” 
you state: 

It is becoming increasingly clear that much chronic disease which will strike 
millions of people can be dealt with effectively if the existence of the disease can 
be found early enough’ Even without a full knowledge of cause, we now know 
more about how to halt the progress of many chronic diseases than is being fully 
applied. The control grants are our effort to close the gap between scientific 
knowledge and application of findings to patients. In this area, too, the Institute 
Directors will tell you specifically what the control measures are accomplishing. 

What is the desirability, in your opinion, regarding the transfer of 
funds from categorical grants to the appropriation ‘‘Assistance to 
States, general’? We have had some discussion here in the committee 
from time to time on the advisability of such a transfer. What is 
your opinion on that? 

Dr. Sesrety. Mr. Chairman, this is a very difficult question, as 
you know. 

Mr. Bussey. I am sure you can appreciate, if it is difficult for you, 
it is more difficult for the committee. 

Dr. Sesrevy. There is certainly much to be said for giving the 
States and the local people the final say on where their money could 
be best expended to meet their local and State conditions, and it 
seemed to me, if I may speak personally, that that is a desirable 
thing—to put as much actual direction of the funds in the hands of 
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the people who are familiar with the local conditions and who are best 
able to spend it in the most efficient way in their localities. 

Now it is my feeling that the role of the National Institutes of 
Health should rather be that of leading the way, initiating new pro- 

rams, demonstrating where new things can be done and then trans- 
foeving the programs to the States, or to the people operating the 
programs when our judgment indicates that it is now something that 
is well understood. And I do think that we need to exercise some 
leadership and some demonstration of the new things, to study and 
learn the best ways of doing things, and then turn it over for operation 
to the people who are concerned. 

Mr. Bussey. Do you have that much faith in the State health 
departments, that you would give them a blank check and not have 
any requirement as to how the funds would be spent? 

Dr. Seprew. I did not quite say “Give them a blank check.” 
I do have this kind of faith, Mr. Chairman 

Mr. Bussey. It more or less amounts to that, if you are going to 
give them a general grant without any strings attached to it, or any 
designation as to how the funds are to be used. I appreciate you did 
not say it in so many words. 

Dr. SeBRELL. | have this kind of confidence in them, Mr. Chairman. 
I feel if we show them the problem, so that they understand the prob- 
lem, and they understand that this is the worst problem in the area 
and we show them what are the ways of combating this problem, I 
have the kind of confidence in them that they will spend that money 
wisely as they see their local need and see the problem. 

Mr. Bussey. I am frank to say I have no definite opinion on the 
matter, but it is a problem that this committee is going to be con- 


fronted with. The only way we can arrive at the best decision, in my 
opinion, is to get the testimony from you men that are handling this 
at oe at the Federal level and from representatives of the State 


health departments who are operating the programs at the local level. 

What would be wrong with the States is cme a report to you in 
regard to the programs whicb they think are the highest priority and 
for which they need money, and then you make categorical grants 
accordingly? Of course what would be of high priority in one State 
would not necessarily be for another State. 

Dr. Sesrevu. That is right. 

Mr. Bussey. You would have to have some kind of a budget from 
them in order even to make an allotment out of Assistance to States, 
General, funds. 

Dr. Seprety. That is right. I feel, sir, that if we can demonstrate 
to them the way to do things and demonstrate the problem, that 
only in a most general way do we need to require the detailed reporting 
from the people handling the health problems at home. I believe we 
can count on these people to tackle their most serious problems once 
they are demonstrated to them, and once they know how to attack 
them. And only within the most general framework, do I think we 
need then to go into the details of the operation. 

I have had some experience for a number of years in dealing with 
States in some other field. During the war I was with the War Food 
Administration and I had a somewhat similar problem of nutrition 
education and found the food habits vary all over the United States, 
and it was a problem of how we would recommend a wartime diet that 
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would fit everybody. It was quite obvious the way to do it was to lay 
down general principles and then let the details go down to the people 
who were dealing with the details. And the situation in one State 
or one area of the country is quite different from another and it is only 
by general guidelines that you can get the most effective and efficient 
program for a particular locality. 


COMPARISON OF CONTROL GRANTS AND HOSPITAL CONSTRUCTION GRANTS 


Mr. Bussey. It does seem to me there is inconsistency in wanting 
to handle this program through Assistance to States, General, rather 
than categorical grants, when only a couple of weeks ago the House 
passed legislation requested by the Department of Health, Education, 
and Welfare spelling out and setting up categorical grants for the 
hospital construction program. 

As I said, I have no preconceived ideas of just how this should be 
handled; but the Department asks for categorical grants in one in- 
stance and then in the other instance they say, “Categorical grants are 
not so good; we would rather have them as general grants and let the 
States make the decision.” 

Mr. Larmon. May I say that in the instance you are referring to, 
I think the hospital construction grants, it was assumed those cate- 
gories were comparatively new categories and it was done to emphasize 
those particular things in the new program. In the case of legislation 
of the Department in regard to category grants in Public Health, in 
grants to States it was assumed that was an old program that had been 
carried on for a very considerable time. 

I think that was the distinction in the mind of the Department. 


DIFFICULTIES DUE TO CATEGORICAL GRANT PROCEDURE 


Mr. Bussey. Has the program in the States been hampered in any 
way by having this money appropriated categorically rather than 
through Assistance to States, General? 

Dr. Sepre.y. That would be difficult for me to answer. 

Dr. SHannon. I can give you one answer. Some State health 
departments have complained that the distribution of funds formula 
in category grants does not necessarily represent the distribution of 
their needs for aid, and to that extent, I think it gives an answer. I 
think Dr. Van Slyke might give a better answer than either Dr. 
Sebrell or myself. 

Mr. Bussey. We will be glad to hear from Dr. Van Slyke. I was 
not trying to pin any one individual down. I am merely trying to 
get information and advice for the benefit of the committee. 

Dr. Sesretyt. Dr. Van Slyke might be able to say something on 
this point, since he is a little closer to it. 

Dr. Van Stryke. I think the real answer is that these grant pro- 

ams go to work in the local community and when you get down that 

ar it is awfully hard to say what are the necessary activities that the 
local public health authorities shall support. In the case of cancer, 
heart, mental health, diabetes, arthritis, and so forth, which are small 
in a local health unit, it is hard to prescribe the use of those funds. 
And I think that is the reason the State health commissioners, the 
officers I have talked to, have felt it was administratively much more 
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difficult to handle categorical funds and follow them through to their 
end use; that they could do the job more efficiently and cheaper in 
terms of economy if they had general funds to support these activities. 
At the State level, of course, there are divisions of communicable 
disease, mental health, cancer, control of heart disease, and so forth, 
and here it is easier to audit funds appropriated on a category basis. 

I think Mr. Larmon has spelled out something that is quite im- 
portant; that is, that these programs have been going for a long time; 
that there is a pattern of action; that there is an understanding of 
the needs in the field and, as such, by putting them into general 
grants—and this is only my interpretation of what the State health 
people feel—by putting them into general grants, they can do the job 
more effectively. 

Dr. Sesre.y_. This appropriation does not abolish categorical 
grants. We still have them in heart, cancer, and mental health. 

Dr. DearinGc. As Dr. Sebrell says, we do have in this budget 
which is before you some levels of funds for the categories of mental 
health, heart disease, and cancer-control grants that obtain in the 
current fiscal year. So there is no transfer to “Assistance to States, 
general,”’ this year. 

However, as Mr. Larmon indicated, the legislation to which you 
have referred, which the Department is recommending regarding the 
modification of grants for the next year after the one for which this 
budget is prepared, would in effect do just what you have suggested 
in your question to Dr. Sebrell, namely, abolish the earmarking of the 
categories under the statute, for the seven different categories we have 
at the present time. We would then require the States to submit 
plans for the use of the money in all of the categories on the basis of 
which they would receive grants. So that it would move in the direc- 
tion you have suggested, that the States submit their proposals which 
would be reviewed and eventually have to be approved before the 
money could be granted. 

Mr. Bussey. We had quite a discussion on this the other day and, 
frankly, I wish I was satisfied we knew the answer, but Iam not. At 
the risk of making myself almost unbearable to the committee, I have 
emphasized so many times that I am such a died-in-the-wool States’ 
righter that I hate to keep bringing it up; but to me, whether these 
programs are financed from Assistance to States, General, or from 
categorical grants, it is a subsidy to the States and I think the 
States ought to be assuming a little more of their financial responsi- 
bility in the field of public health. That is my opinion and I am al- 
ways willing to give everybody I come in contact with a chance to 
correct my thinking on it if I am wrong. 

Mr. Fernanpez. Well it is called grants, subsidies and contribu- 
tions, in the budget tables. You cannot get away from it. 

Mr. Bussey. hank you, Mr. Fernandez. 


INTEGRATION OF INSTITUTES’ WORK IN CLINICAL CENTER 


Now on page 15 of the statement, under “D, Institute-Clinical 
Center integration and flexibility” you say: 


Another problem on which we continue to work is the integration of seven 
separate Institutes in a single building. This involves a delicate compromise 
between centralization of services that can be most economically and most effec- 
tively performed by a single Clinical Center organization, and retention in the 


’ 

J 

| 


196 


Institutes of decisions, payed on the research side, that must be left to the 
individual programs. his is an internal management problem that we are 
settling ourselves. 

In what way is that being settled, Doctor? 

Dr. SeBRELL. Well there are a number of management devices that 
are being used. Very largely, in principle, it has to be settled by 

ersonalities, by cooperation. We try by consolidating our seven 

nstitute Directors into a homogeneous group, to get them away from 
isolated thinking about their own problem which requires most of 
their time, and get them to give a little thought to the whole problem 
of medical research. This leads to further interchanges down through 
the staff to where men who are working on a problem, say, in cancer 
see the men working on the problem in the Arthritis Institute, and 
they would get together and work out a joint problem. 

This has grown since we have had the Clinical Center opened and 
we are doing more and more interchange of ideas and cooperative 
work across the Institutes. Just because a patient may be a cancer 

atient in the Cancer Institute does not mean he may not be available 
or information or for study in connection with some other condition 
that may be over in another Institute. For example, just to cite one 
recent thing, we have in the Arthritis Institute a case of arthritis, a 
very serious case of arthritis in a fairly young woman that had been 
completely intractable to all sorts of treatment. The Mental Health 
Institute was called in and after a few sessions with the Mental Health 
Institute, this woman became much better than she had been for 
many years, so much so that she was able to get out of the wheelchair 
where she had been a hopeless cripple, and was able to walk around. 

This kind of thing leads to further integration and it is done by 
persuasion, by doing as many things jointly as we can to bring the 
people into contact with each other, so that they exchange ideas, 
exchange services, utilize equipment to the utmost and, in essence, 
make some sort of a centralized place out of seven widely varying 
interests. 


ADMINISTRATIVE ORGANIZATION IN INSTITUTES AND CLINICAL CENTER 


Mr. Bussey. As I understand that, Doctor, you have an adminis- 
trative organization for the Clinical Center and have another ad- 
ministrative organization for the National Institutes of Health. Is 
that correct? 

Dr. Sepre.u. Yes, sir. 

Mr. Bussey. Under this idea of closer integration you have ex- 
pressed and which has been expressed by the Secretary, Mrs. Hobby, 
would not it be a more economical and more efficient operation if we 
had one administrative organization rather than duplicating adminis- 
trative setups? 

Dr. Sesrety. Well, I do not think this is a duplicating administra- 
tive setup. This is a complicated administrative affair, of course, 
because of the very nature of it. 

Mr. Bussey. I appreciate that; that is why I was trying to explore 
it to see if we could not simplify it a little bit. 

Dr. Sesrett. The Clinical Center administration, you see, is not 
duplicating. It serves to care for all of the patients in the place. 
Now we have to have this in order that there are standard practices 


197 


throughout the place; that we do not have 7 different ways of admin- 
istering things, for the 7 Institutes, but that we have 1 patient care 
administration for the 7 Institutes. That is the way to simplify it and 
avoid duplication. So, as far as we can, we have 1 administrative unit 
to serve all 7 institutes, 1 thing to serve all patients. And the appar- 
ent duplication arises, when you say | administrative unit serves all 
patients, because the patients are for study by all the 7 institutes— 
each with separate patients. 

And inherent in this is our basic principle of operation, that the 
great function the Clinical Center and NIH can perform is to bring 
together laboratory research and clinical research. We have those 
things so intermingled that I think at no other place in the world is it 
possible for physicists, biochemists, entomologists and all those 
people to work with laboratory materials alongside clinicians working 
with patients. The whole basic principle of the place is to have people 
able to shift from the laboratory to the clinic, from the clinic to animals 
and those shifts are from day to day and people change from one place 
to another. This is possible because we have the facility where it is 
not geographically broken up into little parts. And this very flexibility 
of shifting is a thing that is going to enable us to follow research leads 
as they develop and push one way, and then push another way as we 
see progress. 

Mr. Bussey. I appreciate that; but, if you will permit me to get 
back to the administrative part of that, how much does the Clinical 
Center have in relation to the National Institutes of Health? 

Dr. SHannon. | think Dr. Sebrell and you are using the word 
“administration” in different ways. Purely in terms of administration 
Mr. Henschel is executive officer for the Clinical Center, and at the 
same time is assistant to and responsible to Mr. Siepert, the executive 
officer of NIH. The functions that Mr. Henschel supervises speci- 
fically are those functions that are clearly related to furnishing 
efficient patient care services or clearly related to the Clinical Center 
building staff. 

I have in mind such things as housekeeping and plant management 
services, and such things as patient related functions which are 
administered as part of NIH. As such, he has no autonomy except 
so far as he acts for his superior officer, Mr. Siepert. 

Does that clarify it? 

Mr. Bussey. Yes. I was just wondering how close the adminis- 
tration of the Clinical Center was related to the rest of NIH. 

Dr. SHannon. It is a part of NIH and in certain professional 
matters we operate the Clinical Center as though it was an Institute 
serving a broad general function. 

Dr. Sesrevu. The Director of the Clinical Center has my delegated 
authority for the care of patients. He reports directly to me, as do 
the seven Institute Directors, and Dr. Shannon has explained the 
executive officer’s relationship to Mr. Siepert, who is the executive 
officer for the whole place. 


DISCUSSION OF SINGLE APPROPRIATION FOR DIRECT OPERATION OF NIH 


Mr. Bussey. Would bookkeeping and management be simplified | 
if a single appropriation were made for the total direct operations of 
NIH, leaving separate appropriations for each category to cover 
grants? 
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Dr. Sesre vi. I do not believe so. I think perhaps it would be 

pate complicated, because this would involve a very serious allocation 
roblem. 

: Dr. SHannon. What Dr. Sebrell means to emphasize is that you 
would put to him the responsibility that presently is carried by this 
committee in deciding on the program emphasis there should be in 
the total program of N IH, because Dr. Sebrell, responsible for a single 
appropriation covering the activities of the seven Institutes, would 
be made the arbiter of the emphasis. And I believe Dr. Sebrell means 
that would be a very uncomfortable position for one man to be in. 


ALLOCATION OF COSTS 


Mr. Bunce. I am wondering just why that would be true, especially 
in view of the previous testimony of Dr. Sebrell that patients are 
treated who have more than one illness which is being studied at the 
time. That must be somewhat of a problem in allocation, too, is it 
not? 

Dr. SHannon. No, sir. This was undertaken as a result of an 
arrangement setting up cooperative programs. I can mention some in 
the field of rheumatic fever in which three Institutes are interested; 
the Microbiological Institute from the standpoint of the relationship 
of streptococcal diseases to rheumatic fever, the Arthritis Institute, 
which is interested in arthritis, which is one consequence of rheumatic 
fever, and the Heart Institute, which is interested both in the cardiac 
renga and the continuation of surgical relief of cardiac heart 

sease. 

Mr. Bupeer. How do you determine the percentage which shall be 
charged to each one of the funds in a situation like that? 

Dr. SHannon. The funds apply naturally in proportion to the 
interest of the Institutes. 

Mr. Bupasr. That must be a difficult allocation, is it not? 

Dr. SHannon. That is not an allocation; it is a scientific judgment 
on the part of the Institute, as to what proportion of their funds shall 
be applied to a given study. 

Dr. Seprety. We can do this in a general way without carrying it 
down to charging each little item one way or the other way. If the 
patient, say, is admitted as a cancer patient and the primary interest 
is cancer, but the patient also has a heart disease in which the Heart 
Institute wants to engage in some study, we do not have any diffi- 
culty in allocating it out on a simple bed activation formula. We do 
not try to charge each syringe that is needed against the Heart Insti- 
tute in this case, or any of the contents one way or the other, because 
the injection was used for a heart disease, instead of cancer. This 
would involve difficulties beyond bookkeeping. 

The essential difference here, I think, is this. As Dr. Shannon 
indicated, although I could do it, I would not like to do it—I would 
hate to be in the position of having to decide the relative emphasis 
of the heart program versus the cancer program, versus the neurology 
ae which at the present time is done by this committee, and 

vy the Congress. And I personally prefer to see the Congress indicate 
the relative emphasis they want put on these programs, rather than 
to hand me a lump sum of money and say “Here, you do it.”’ 
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Mr. Bupeer. I can quite understand that, but that is what you are 
doing now, is it not? 

Dr. No, sir. 

Mr. Buper. When you have a triple interest such as you were 
talking about, where 3 different institutes are studying an individual 
who has 3 separate ailments, you are to quite an extent allocating 
funds there, are you not? 

Dr. SHannon. To go back to this individual with rheumatic fever, 
that is of common interest to three Institutes, but initially, relative 
to the particular study, it is determined which Institute has the pri- 
mary interest. In the case of rheumatic fever, it happens to be the 
Institute of Arthritis and Metabolic Diseases. This Institute will 
have that patient there, regardless of the other Institutes in the 
cooperative setup, we agree upon the extent of the additional interest 
that is held by the Microbiological Institute, and the additional 
interest that is held by the Heart Institute, and they contribute to 
that in terms of the time of their professional and technical personnel, 
over and above what is contributed by the Arthritis Institute. There 
actually is no bookkeeping involved in a thing like that, because the 
patient would be there as a responsibility of the Arthritis Institute 
regardless of the interest of these other Institutes. 

As a matter of principle, we encourage and press for collaboration, 
because that is the only way the resources of the National Institutes 
of Health can be brought to bear on the whole problem. 

Mr. Bupee. I would hope you would do that. 

Dr. SHannon. That is the general program. 

Mr. Frernanpez. When speaking of allocations and who should 
determine the allocations, are you speaking about allocations to the 
various Institutes in their direct research, or are you including also 
allocations to the States? 

Dr. SHannon. We are talking about the direct operation at 
Bethesda, insofar as it involves patients in the new clinical facilities. 

Mr. Fernanvez. In the last answer you said you could allocate; 
but I thought the chairman asked whether it would be wise to appro- 
priate all your funds in one lump sum and then let you allocate what 
should be placed in one Institute and what in another, and you 
indicated that allocation would be very difficult. 

Dr. Sepretu. Roughly, Mr. Fernandez, initially we make the 
proposal and this budget represents our best judgment of the way 
the funds should be distributed among thé various Institutes; but 
we do not make the final decision. In other words, the final decision 
is made by the Congress. This represents our best judgment as to 
how these funds can be used most effectively. 


ALLOCATION OF OVERALL OPERATING EXPENSES 


Mr. Bupce. If I might ask 1 more question: Doctor, with specific 
reference to your budget request of $4, 675,000 for “Operating eXx- 
penses, National Institutes of Health,” how do you break that down 
as between the various Institutes? 

Dr. SHannon. We have a series of formulas which we have worked 
out over the years that attempt to charge each Institute in proportion 
to the services it requests. Administration comes from the direct 
operation funds of all the Institutes. The NIH centralized services are 
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broken down into a series of items—laboratory research services, and 
so forth. Administration as such is charged in proportion to the ratio 
of the funds of the given Institute of the funds available for all of the 
Institutes. 

Mr. Bupa. Of course that would hardly follow, would it? For 
instance, some of those programs certainly need much more laboratory 
facilities than others do. 

Dr. SHannon. I do not see how that bears on the administration 
item per se. 

Mr. Bupaer. I understood you to say your administrative funds 
were divided up in proportion to the amount of the appropriation to 
individual Institutes. 

ay SeBRELL. According to their direct operation funds, that is 
right. 

Dr. Suannon. That is just direct operation funds. 

Dr. Sesrevu. But by administration, that does not include such 
things as laboratory research services, or does not include supply 
services, because some of those other things are broken up on a 
different formula. 


ALLOCATION OF LABORATORY EXPENSES 


Me Buper. Describe that formula with regard to laboratory and 
supplies. 

r. Seprect. Under laboratory research services, each Institute 
shares this cost in direct ratio to the total number of laborator 
workers stationed at Bethesda, because it is the number of researc 
people that have a gross effect on the workload of laboratory research 
services; each Institute has a number of laboratory workers. 

Mr. Hartow. Might I interrupt to correct what seems to me to 
have been a misunderstanding. This $4,675,000 we are requesting 
here is not administration; $4,124,000 of it is grants and $551,000 is 
for review and approval of the research and training grants of all of 
the Institutes. 

What the gentlemen have been discussing is a reimbursable item 
which is dealt with-on page 11-2 of our justification, and does not 
affect this $4,675,000 in any respect. 

Mr. Bupee. J see that this is described in this statement prepared 
by the Public Health Service, and I ask unanimous consent that it 
be placed in the record at this point. 

Mr. Bussey. Without objection, it is so ordered. 

(The matter above referred to is as follows:) 


STATEMENT OF DiIsTRIBUTION OF REIMBURSEMENTS TO THE APPROPRIATION: 
“OPERATING EXPENSES, NATIONAL INsTITUTES OF HEALTH” 


The reimbursements from the seven Institutes are determined as follows: 
Administration.—Each Institute shares these costs in direct ratio to its portion 
of ‘‘direct operations” funds for all Institutes. 


Research services : 

Supply services.—Each Institute shares these costs in direct ratio to its portion 
of “direct operations”’ funds for all Institutes. 

Research plant and equipment services.—Each Institute shares these costs in 
direct ratio to its portion of total personnel of all Institutes stationed at Bethesda. 

Laboratory research services.—Each Institute shares these costs in direct ratio 
to its portion of total laboratory workers of all Institutes stationed at Bethesda. 
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Scientific report services.—Each Institute shares these costs in direct ratio to its 
portion of total direct research funds of all Institutes. 

Clinical Center services to laboratory and patient areas.—Patient care: (Direct 
care of research patients and part of clinical and related services). Each Institute 
(except Dental and Mental Health) shares these costs in direct ratio to its portion 
of activated bed-days. Dental has no bed allocation. Mental Health shares 
patient care costs on the basis of a weighted average taking into account the higher 
costs of servicing mental patients. Clinical and related services: The costs 
attributable to these areas for Housekeeping Section, and operation of plant and 
equipment are distributed in ratio to total Institute personnel stationed at 
Bethesda; for laundry, total Institute laboratory workers stationed at Bethesda; 
and for service operations, total direct research funds of all Institutes. 

The application of these criteria results in the following distribution of 1955 
reimbursements: 


Percentage Amount 


Arthritis and metabolic disease activities $1, 517, 100 
Microbiology activities 

Neurology and blindness activities 
Salaries, expenses, and grants, National Cancer Institute. . 


193, 100 
9, 191, 000 


ADDITIONAL INFORMATION RE SINGLE APPROPRIATION AND ALLOCATION 
OF FUNDS 


(The following information was submitted after the hearings:) 


The previous testimony relates to NIH attitude (1) toward a single appropria- 
tion and (2) toward a separate appropriation for the Clinical Center and other 
central service activities. These are discussed separately below: 


(1) Single appropriation 

The House Appropriations Subcommittee has always expressed its interest in 
having separate appropriations for the various Institutes. The last expression 
of this was in the report on the 1953 appropriation bill which stated that in 1954 
we should set forth neurology and arthritis as separate appropriation items. 
It was our belief that the Congress wanted the Institutes activities set forth 
separately to maintain policy control over the emphasis to be given to various 
programs and to focus congressional and public attention on needs for research 
in these areas. NIH feels that the wisdom of separate appropriations has been 
demonstrated by the increased public interest and support to private foundations 
interested in the same fields. Separate appropriations indicate that Congress 
has a special interest in particular diseases; also encourages a unique pattern of 
effective cooperation between the Federal Government and these private groups. 

A single appropriation (without limitations) would simplify some technical 
budgeting and accounting problems. Insofar as the research operations themselves, 
we believe that the disadvantages outlined above and in external operations would 
more than offset the benefits to be gained in any easier internal administration. 


(2) Separate appropriation for Clinical Center and all other central services 

These activities are essential components of the direct research programs of the 
Institutes, They are carried on centrally because they are common needs of all 
Institutes. Duplication of personnel and equipment are avoided by performing 
the work on a centralized basis. This means we have | patient care organization 
instead of 7 separate ones for the Institutes, and 1 instrument shop, 1 animal 
colony, 1 library, etc., instead of several. Some of the central services, particu- 
larly those related to plant operation, could not be carried on in any other way. 

Separate appropriations for central services would significantly understate the 
funds devoted to the categorical appropriations. We believe we would be asked 
to reassemble the data in the budget to show the total support to the various 
disease categories. When arthritis, neurology and microbiology were contained 
in the ‘Operating expenses, National Institutes of Health’’ appropriation, we 
were continually asked by the Congress and other interested parties to allocate 
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Mental health activities 18 1, 655, 400 
Salaries, expenses, and grants, National Heart Institute 17 
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Clinical Center and central service costs to the respective Institute programs. 
This seemed another reason behind the request of the subcommittee to set these 
items out as separate appropriation items. 

This appropriation pattern would also seriously hamper the approach to a given 
research problem by an Institute by limiting funds to be spent centrally. Once 
these funds were committed, it would not be possible to open extra beds in the 
Center, make a greater investment in animal] production or take similar action 
to solve a research problem of a particular Institute even though funds were 
available for the “Institute aecount’’ to pay the cost. This method of appro- 
priating funds would limit the method of research to be followed as well as the 
disease category to be studied. We feel that the ability of Institutes to use 
resources as research needs dictate within general policies and fund limitations 
set by Congress, is an important aspect of the technique of research administration. 

Under the present plan the Clinical Center and other central service costs are 
budgeted as a unit so shown in congressional justification material and the costs 
to be borne by each Institute set forth. The shares are determined by formula 
which are reexamined yearly to see if they are equitable. The Institutes are 
billed on this basis, and increases in reimbursements for expanded work to be 
done centrally are made only after careful study to be sure the Institute pays its 
fair share. 

We believe this method of rate charging for services in accordance with the 
way funds are budgeted is reasonable, that it carries out the intent of Congress 
and without a large investment in detailed cost accounting, and that it still 
provides the opportunity to do an essential part of work related to the work of 
an Institute centrally if that is the most economical method of handling a problem. 


INCREASE IN ALLOCATION FOR INDIRECT PROJECT COSTS 


Mr. Bussey. Dr. Sebrell, on page 17 of your statement, starting 
with the second paragraph, I quote: 

Beginning in fiscal vear 1955, we hope to make an administrative adjustment of 
minor importance in total budgetary terms, but of substantial importance to 
scientists and the institutions with which they are affiliated. This change is an 
increase from a maximum of 8 percent to a maximum of 15 percent in the propor- 
tion of a research grant which will be allowed for the indirect cost of research 
undertaken by grantees. It has become increasingly clear that the lower allow- 
ance now in effect falls far short of meeting the costs which schools must meet 
when one of their staff members receives a grant from us. 


How much money is involved in increasing the percentage from 8 to 
15 percent? 

r. SEBRELL. Dr. Van Slyke who has charge of this program can, 
I think, perhaps answer this in more detail than I can. 

Dr. Van Stykn. This will cause an increase of a maximum of $1.5 
million in the allowance for schools by stepping it up from 8 percent to 
a 15 percent maximum. 

Mr. Bussey. Have any schools refused to let their staff members 
accept your grants because the allowance for indirect cost was only 
8 percent? 

Dr. Van Styke. We have been unable to answer that question 
positively, because unless the school allowed application to be made 
to us, we do not know those that are turned down. However, in our 
discussion with the heads of schools and universities throughout the 
country, we are informed without exception that the school must par- 
tially support research grants, on which the overhead costs are more 
than the 8 percent provides. ‘This, of course, is a disservice to the 
institution in regard to its educational responsibility, because use of 
funds to support research projects leaves less funds to carry out their 
national educational responsibility. 

The overhead allowance of 15 percent maximum was arrived at 
after discussions substantially on a national basis with people con- 
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cerned in that area, and represents the same conclusion that the Na- 
tional Science Foundation arrived at when they allowed 15 percent 
overhead from their funds. Certain research grant contracts that 
other departments of the Government provide funds for, allow over- 
head considerably exceeding that—in other words, they provide for 
the total indirect cost. We feel, however, that the 15-percent maxi- 
mum is the most equitable arrangement that can be made, even 
though at that figure the schools will have to carry part of the load 
if they accept additional research grant funds. 

Mr. Bussey. Do not the schools feel that they benefit by having 
their staff take part in research? 

Dr. VAN Styke. Yes, sir, the schools very definitely do benefit, and 
with a strong research program goes better teaching. So they benefit 
in that way. But, again, because of their financial conditions, there 
is only a certain amount of additional responsibility that they can 
carry. In other words, there is only a certain amount of their educa- 
tional funds that they can sacrifice for research. And of course as the 
chairman of this committee well remarked, research results are not 
only good for the school, but are good for everybody in this country. 
The results of research apply to everybody. So it would be hardly fair 
to have State X provide funds which are of national importance. 

Mr. Bussey. Doctor, what would happen if this was adjusted the 
other way and the schools were asked to bear all of the indirect costs? 

Dr. VAN Stryke. I cannot document my answer, but I am sure a 
lot of the schools would be unable to accept research grants since they 
would not be in a financial position to do so. 

Dr. SHannon. One might say that would very drastically curtail 
the scientific potential of the country. I think that would be the most 
serious consequence, 


TRANSFER OF BUDGET FOR PREDOCTORAL FELLOWSHIPS TO NATIONAL 
SCIENCE FOUNDATION 


Mr. Bussey. Now was it not about 2 years ago that your appropria- 
tion was reduced $390,000 because of the shifting of the budget for 
predoctoral fellowships to the National Science Foundation? 

Dr. Seprewu. Yes, sir; that was our predoctorate fellowship pro- 
gram, and our $390,000 was transferred a year ago to the National 
Science Foundation. 

Mr. Bussey. Now how many predoctoral fellowships was that 
intended to cover? 

Dr. Van Styke. Approximately 200. 

Dr. About 200. 

Mr. Bussey. Do you have any statistics or figures that would 
show how many predoctoral fellowships in the medical field are being 
maintained by the National Science Foundation? 

Dr. Van Stryke. In the last report we had from the National 
Science Foundation, they have increased their predoctoral fellowships 
by approximately 17 over the year before. I will point out, though, 
it is my understanding that the $390,000 for predoctoral fellowships 
which was taken from our budget by the Bureau of the Budget was 
not appropriated to the National Science Foundation for general 
research fellowships of the National Science Foundation. So that 
the net result was we have approximately 140 less predoctoral fellows 
in support this year than we had the year before. 
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Dr. Srprevy. That is, in the science fields that are related to 
disease. There has been a decrease of around 140 or 145 predoctoral! 
fellows in these various categories of diseases. 

The reason for this is very largely the policy of the National Science 
Foundation. It does not emphasize life sciences; the National 
Science Foundation provides an equal opportunity for all predoctoral 
applicants, regardless of what scientific field they are in. I do not 
by any means mean to criticize or recommend any reduction in the 

ational Science Foundation funds, but it is regrettable that in their 
need for taking care of all needs of science we lose about 145 fellows 
in medical science. 

Mr. Bussey. I can assure you I was as much concerned about 
this as you, and it is something I think this committee should take 
note of, especially when I look at this release of the National Science 
Foundation of March 17 of this year and find that the field of zoology 
outranks medical science by over 3 to 1. 

How did they happen to transfer this fund of $390,000 over to the 
National Science Foundation? What is the history of that transfer? 

Dr. Srepretu. I believe this stems from the desire—and I am 
merely expressing an opinion here; I do not believe I can document 
this—I think this springs from a desire to concentrate all of the 

redoctoral scientific fellowship programs under the National Science 
oundation, which I would say, of course, is the natural thing to do. 

Mr. Bussey. At first blush I would agree with that. 

Dr. Seprety. Now this seems like a good thing to do, but in doing 
this the defect turns up that in the medical sciences we have a special 
need, and when you throw all of them into a pot with all of the fields 
of science, you naturally have to have a method of selection. And 
the end result is we have a decrease in the men coming into this highly 
needed and desirable field. 

I think this points out that there is see geag to be gained in 
science by having a diversity of support, not only for research grants 
of various kinds, but for scientific training as well; because the ends 
are very diverse and it may not be wise to concentrate all support 
for a given level of scientific training, such as predoctoral fellows, 
into a single agency. Diversity of support would give opportunity 
for more than one branch to the whole field of scientific training. 
And the importance of this was brought out by the fact that more 
than 80 percent, almost 90 percent, of those predoctoral fellows con- 
tinued in the medical research field, and this results in hampering 
the program beyond any question. 

r. Bussey. Of course you appreciate this subcommittee does not 
have a chance to interrogate the members of the National Science 
Foundation on their appropriation; but this, I think, is a very serious 
situation, especially akin there are only 10 fellows allotted to medical 
science out of 657. 


ACTION NEEDED TO SHIFT PREDOCTORATE FELLOWSHIPS TO PHS 


Now help me out in my thinking a little bit on this. What steps 
would have to be taken in order to get this changed back so that 
medical fellowships would be awarded by you instead of the National 
Science Foundation? 

Dr. Sepreu. I think Dr. Van Slyke could perhaps make a sugges- 
tion to you and recommendation in that regard. 
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Dr. Van Styxe. In the broad field of health, medical, and biological 
sciences, I do not believe the permission should be taken away from the 
National Science Foundation to make these fellowship awards. I 
think the National Science Foundation is doing a good job in the very 
broad field. 

On the other hand, in the field of health, medical, and biological 
science, we face the problem of going down into the earlier time of a 
man’s or woman’s life to recruit them for a career of research investiga- 
tion in the medical field. This area of medical and biological science 
is a long time training area. They do not come to fruition nearly as 
quickly as those who take up physics or go into other natural sciences. 
With the authority to award predoctoral fellowships, we can then 
lay out a course of development of those people. As you know, this 
committee had over the years given us authority for pre- and post- 
doctoral fellowship awards. Under the predoctoral program we 
could reach back into the earliest time and pick up people and lay 
out a course of study and action for them which will produce increased 
numbers of competent researchers in the medical field. 

We have found this predoctoral program very valuable in the past, 
and when you, Mr. Chairman, asked the question about it last year 
we were hopeful that recruitment of people in this area would go on 
unabated. 

Eventually, the National Science Foundation may have enough 
funds to provide for that, but the immediacy of the problem and the 
failure to recruit new and competent people into the medical and 
biological area at an earlier time, is most serious. 

Mr. Bussey. I agree with you wholeheartedly, and I am just 
trying to explore what this committee can do about it. 

Dr. Van Stryke. Mr. Chairman, we feel that this is a very valuable 
program, and we did not ask for additional funds to implement it, 
but because of its priority and importance we would take some of the 
funds within the present budget before you, and reimplement this 
program in a modest way. That is, if it is the wish of the committee. 

Mr. Bussey. What methods or means do you have to emphasize 
the necessity of this program to the National Scientific Foundation 
to get them to really give proper consideration and evaluation to this 
program, in comparison to the other fellowships that they handle? 

Dr. Van Stryke. Mr. Chairman, we are in contact with the National 
Somer eee as I said before, and I think they are doing a very 

ood job. 

. First, their field of interest is so broad that we cannot ask them to 
ive special preferential treatment in the medical and biological area, 
ecause there are these other areas of tremendous importance. 

I am sure that every one of the predoctorate fellowships given in 
the area of chemistry that you spoke about are extremely important 
to the welfare of the country. 

Mr. Bussey. Frankly, I am at a loss to know why they should have 
control of these predoctorate fellowships in the medical sciences. 
I, personally, think it belongs in the National Institutes of Health, 
and I would like to do something about it. 

Dr. Sesre.u. [| believe that al we need, Mr. Chairman, is authority 
and instructions from this committee. 

You see, one of the difficulties of the Science Foundation, as Dr. 
Van Slyke has pointed out, is that they are set up for basic science, 
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and our law also involves some of the basic sciences. The Foundation 
must cover all fields of basic science very properly, and they have to 
get the most they can out of their funds across all fields of science. 

So, we are not in a position to ask for special treatment, in com- 
petition with all basic sciences in that Foundation. 

Mr. Bussey. No; but you have given up $390,000 for this purpose, 
and it is not being used for this purpose under present requirements. 

You said you probably could handle the situation if the com- 
mittee gave you authority and instructions. Do you not have 
authority now, if the committee would just implement that with 
instructions? 

Dr. Sesrety. We have authority, but we need instructions. 

Dr. Suannon. Mr. Chairman, to clear this up, might I recall that 
as you have stated, the $390,000 was transferred in the President's 
budget 1 or 2 years ago from the Public Health Service to the National 
Science Foundation, for the explicit purpose of taking on this pre- 
doctorate program, as Dr. Van Slyke says, with the idea of putting it 
all in one place. . 

The money was not appropriated, but the responsibility for admin- 
istering the predoctorate program was transferred to the Foundation 
last year, and therefore, we do not have it in the bill at the present 
time, based upon that instruction. 

Mr. Bussey. Well, I am sure the committee will discuss it very 
thoroughly when we go into executive session to mark up the bill. 


TEACHING GRANTS 


On page 18 you deal with special grants for teaching and training. 
In the Truman budget for 1954, you had $3,598,000 for teaching grants. 
This was cut to $2,648,000 in the Eisenhower budget, and the House 
report stated that it was the committee’s feeling that less emphasis 
should be put on this type of activity. However, in the face of that, 
you are spending $4,983,000 on teaching grants, which is not only 
more than the revised budget figure, but almost 40 percent more than 
the Truman budget figure. 

What is the explanation of that? | 

Dr. Van Styke. Mr. Chairman, the explanation for that is that 
the heart disease teaching grants to the medical schools to enable them 
to improve their teaching of cardiovascular diseases was raised to an 
average level of $25,000 per school the same as the cancer teaching 
grants, and in terms of percentages, the teaching grants in 1953 were 
a little over 12.4 percent. For the present year 1954 it is 13.4 percent. 

In the 1955 budget before you, the reanp al and training grants— 
and they should be lumped together, because they concern the same 
problem—are down to 12 percent of the budget. 

So, there has been a percentage decrease. 

Mr. Bussey. Would you not agree that that was a direct violation 
of the thinking of the committee in this matter, by going over the 
figures so much? 

Dr. Van Styke. I do not have the committee’s' report before me, 
Mr. Chairman, but as I recall it, it referred to percentage decreases, 
and we have, percentagewise, decreased the funds for these purposes. 
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Mr. Bussey. The committee report stated this: 


The committee, in general, agrees with the Bureau of the Budget and the 
Department in their contention that in revising the budget greater emphasis 
should be placed on research activities, and less on the related activities, especially 
grants to States for de ection, diagnosis and other similar control activities. 

Dr. Van Styke. Mr. Chairman, in that regard we did reduce from 
the 1953 level, where the State grants were 12.9 percent. 

We did reduce State grants to 8 percent in the current vear, and 
the budget before you for next year is also 8 percent. So, there has 
been a 4.9 percent total percentage decrease, or, roughly, we now have 
about two-thirds of the amount of money that previously went into 
State grants. 

Mr. Hartow. Perhaps, I can help a little on that, Mr. Chairman: 

As I recall, the Senate added substantial amounts to the House 
figures, and we were requested to submit a breakdown, showing how 
we would propose to spend the amounts of money, based on the 
Senate bill. 

The conference report, as I recall, came out very much closer to 
the Senate figures than it did in the House, which we felt took the 
curse off the House report. 

Mr. BupGe. Would the Chairman yield? 

Mr. Bussey. Yes, sir. 

Mr. Bunge. I think this is quite interesting. Apparently, you 
want the Congress to tell you how much should be spent in each 
separate field, but when the Congress says—at least, this side of the 
Congress—that we would prefer having the money spent on research 
rather than on the related activities, you go ahead and allocate the 
funds to suit yourselves anyway. 

Mr. Bussey. The Senate report says this: 

The committee recommends a total of $72,153,000, an increase of $10,566,800, 
all of which is specifically allowed for grants for research and training over the 
House allowance, and $15,813,000 over the revised estimates, an increase of 
28 percent. 


They specifically stated that it was for research and training. 


DIFFERENCE BETWEEN TEACHING AND TRAINING GRANTS 


Mr. Har.ow. Isn’t that what we are talking about? That is, 
training grants? 

Mr. Bussey. No; teaching grants. 

Mr. Hariow. They are the same. 

Mr. Bussey. You say they are the same? 

Mr. Hartow. They are synonymous; yes, sir; in our view. 

Mr. Bussey. This table, which was prepared by NIH, shows teach- 
ing grants, $4,983,000, and training grants, $4,576,000. You defi- 
nitely have two items. What is the difference between the two? 

Dr. Van Styxe. Mr. Chairman, the teaching grants are grants 
made to medical schools to enable them to improve their teaching of 
the subject at hand—in the cardiovascular disease field and cancer, 
and the training grants under mental health and neurology—the 
$4,576,000—are also grants made to medical schools to enable them to 
improve their programs. The training grant has two functions: to 
enable the schools to improve their teaching of psychiatry and psy- 


45836—54— pt. 2 14 


O 
- 
1 
‘ 


208 


chology and related subjects, and also within that $4,576,000 are the 
stipends for the people who are taking this training. 

The correlary fund in the budget is the training stipends which are 
made directly by us to the trainee in the cases of cancer and heart. 
In mental health they make a single grant to the school, both for the 
school purpose of improving their department of psychiatry and pro- 
viding the stipend for the trainees taking this mental health training. 

Mr. Bussey. I suppose it is going to get down to the point where 
the committee is going to have to start writing definitions. 

Dr. Van Styxe. Well, this is an old friend of the committee’s, 
Mr. Chairman. It has been here for several years. 


METHOD OF FINANCING CENTRALIZED SERVICES 


Mr. Bupas. I would like to ask a question, as long as we are talking 
about making these appropriations for specific purposes. I note that 
the various Institutes’ appropriations are depleted to the extent of 
almost $9.5 million for the so-called centralized services of the National 
Institutes of Health. Why should not the Congress be called upon 
to make a direct appropriation for this purpose, rather than having 
the funds taken away from the various Institutes by some formula 
set up by the National Institutes of Health? Why do you not ask 
us to make that appropriation direct, and explicit, the way you want 
us to make the others? 

Dr. SHannon. Could I answer that, Mr. Budge? 

Mr. Bupeae. Yes, sir. 

Dr. SHannon. This figure is our best estimate now of what can be 
put in to centralized service for greatest efficiency. This figure will 
change from year to year, depending upon our experience under the 
present type of appropriation. If we find that the centralized service 
is not functioning efficiently and should be decentralized to the 
Institute, that is possible. 

Mr. Bunge. Why should you not make the justification before this 
committee for that $9.5 million item the same as you give the justifi- 
cation for each of the various Institutes’ appropriation? 

Why do you want to use your judgment on this item and not in the 
rest of the items? 

Dr. SHannon. This is purely a technical item. This does not 
involve policy. This involves our best judgment of our professional 
men as to how a job can be done most effectively, and most economi- 
cally in the research area. 

Dr. Sesretyu. Mr. Budge, this is justified in the budget under this 
appropriation “Operating expenses, NIH”’ in detail. It is presented 
to the committee here under the NIH General heading. 

Mr. Bupee. You take from each one of them funds to make up this 
total of $9.5 million; do you not? 

Dr. Sesreuu. Yes; that is right, but the justification for it is all 
before you here. 

Mr. Bupesr. Yes, but why is not that item presented just like each 
of the other items? You are using your judgment as to how much 
each Institute should contribute to this fund; are you not? 

Dr. Sesreu. Yes, sir; and as Dr. Shannon has said, this varies 
from time to time, according to the programs of the Institutes, and 
as the programs shift in emphasis, and the various ways in which the 
program goes from month to month. 


Mr. Bupee. Why would not that be true of the entire operation? 

Dr. SHannon. I do not know what you mean, Mr. Budge, by the 
entire operation. 

a upGE. The total operation of the National Institutes of 
Health. 

Dr. SHannon. Well, sir, I think it can only be said that working 
within a fiscal-year structure, one has to make the adjustment as best 
he sees it to be able to get the most out of the dollar. Actually, if it 
were possible to vary one’s budget during the fiscal year, I dare say 
that we would have a more effective operation. 

Mr. Bungee. Well, Doctor, it boils down to this: You do not hesitate 
to use your discretion here as to the amounts which are taken from 
each of the individual appropriations for the Institutes, however, you 
do not want to accept the same responsibility in the overall program. 
Is that not correct? 

Dr. SHannon. This judgment is purely a technical and professional 
judgment. not involving policy as to program emphasis. 

Mr. Bupaer. | think it very definitely affects policy and program 
emphasis when you have the discretion to take such funds, as you 
see fit, from each of the Institutes for this purpose. 

Dr. SHANNON. Well, sir, I just cannot agree, sir. 

Mr. Bunce. Why not? 

Dr. SHannon. Could I give an example, sir? 

Mr. Bunge. Certainly. 

Dr. SHanNoN. Contained in this are such things as nursing services, 
and they are probably the largest single item, and we do not consider 
that we are taking funds from an Institute when we carry one central 
nursing service for the entire Clinical Center, and where the number 
of nurses needed by each of the Institutes is determined by the number 
of patients planned for each Institute. 

Mr. BupeGe. Doctor, theoretically, if you wanted to charge the 
entire nursing activity to, say, the Heart Institute and not charge 
a" of it to the other Institutes, you could do so; could you not? 

r. SHANNON. No, sir. 

Mr. Bupae. Why not? 

Dr. SHANNON. We have to deal with some seven Directors, and they 
make these judgments with us; I assure you that Dr. Sebrell does not 
make these judgments alone. 

Mr. Bunce. I mean within your organization, you have that author- 
ity now; do you not? That is the way you do it now, isn’t it—on the 
basis of decisions made within your organization? 

Dr. SHannon. Well, I think that is what we do, and I think we do 
it that way because this committee has shown confidence in our judg- 
ment in these technical matters where the problem is purely one of 
technical and professional judgment. 

Mr. Buper. Why do you object to letting the committee have 
confidence in your judgment, to go a step further, to the extent of 
handling this work under one lump-sum appropriation? Why is your 
judgment better for this one instance than it would be for the overall 


r. SHANNON. Because this is purely a technical matter, and the 
others involve policy. 

Mr. Bunce. Doctor, if you can take $9.5 million as you see fit from 
one, or a number, of the Institutes, that certainly would be reducing 
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the funds available to the Institutes, and that is a matter of policy; 
is it not? ; 

Dr. SHannon. No, sir; I do not believe so. 

Mr. Bunge. Well, you ask us to appropriate funds as a matter of 
policy to one Institute or the other, and not to all of them as a whole. 

Dr. SHANNON. Yes, sir. 

Mr. Bupar. If you have the power to reduce the funds which we 
appropriate, you are determining policy just as much as we are 
determining policy; are you not? 

Dr. SHannon. No, sir; we are not reducing the funds available to 
the institute. These services are services requested by the institute, 
which it turns out are needed by more than a single institute, and 
which would be more effectively done in a single place instead of 
putting them in seven places. 

Mr. Bupaer. But you still have the power to allocate which institute 
pays for the services? 

Dr. SHANNoN. Yes, sir. 

Dr. Sepretit. While we have the power, Mr. Budge, as a matter 
of practical operating, it is impossible to do any such thing as that, 
I am sure some of my institute directors would be down here screaming 
the next day if any great distortions were made. 

The money is planned to be spent for experimental animals or 
nurses, or some other service, and it is proportioned out on a quota 
ora formula basis. It has to go one way or the other, and we do things 
through joint discussions and general agreements so that no institute 
feels that it is being particularly penalized or that it is paying more 
than it should. 

Mr. Bupas. All right, but why would not the same thing be true if 
you had a lump-sum appropriation? 

Dr. Sesreu. Because then the decision that has to be made in 
the NTH is “shall it go for cancer?” or “shall it go for neurology” or 
what proportion should go for heart, instead of for cancer? 

Mr. Bupae. Which is just exactly what you do with the centralized 
services; is it not? 

Dr. Sesretu. This is the supplying of the services after the policy 
has been made. 

I am not going to violate the wishes of Congress. If Congress says 
that they want the bulk of the money spent on cancer or neurology, 
or what have you, that is where the money is going, insofar as I am 
concerned. 

Mr. Bupae. Doctor, do you have any objection to the committee 
making a direct appropriation for the purpose of centralized services, 
rather than having you apportion that charge against the several 
institutes? 

Dr. Sesrety. Not if that is what the committee wishes to do. I 
would certainly go along with it; of course. 

Mr. Bunge. I am just trying to be consistent. I do not believe 
that you should ask us to allocate the funds among the several insti- 
tutes, and at the same time have the power to reduce the funds. 

Dr. Sesre tu. I think it would serve to restrict some of this flexi- 
bility that I have been pleading for as an essential part of being able 
to make the most use of a thing as vague as research, where you do 
not know next month what the situation will be. 


| 
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Mr. BupGe. You want to be flexible with this fund, but not with 
the overall fund? 

Dr. Sesreu. Well, there is quite a difference. 

Mr. Bupee. It may be in amount, but the principle is the same. 

Dr. Sesrey. I am afraid I would have to have national hearings of 
some kind to decide what proportion should go into heart research, and 
what should go into cancer research. 

Mr. Bupae. I just want to be consistent. 

Mr. Hartow. May I inject one thing into this discussion, and that 
is the fact that we have in the basic law the direction to appoint the 
National Advisory Council in these various fields, and when you get 
there into the policy of how much shall go for heart and cancer, and so 
forth, you have then the conflicting interests of these various national 
councils to deal with. 

Mr. Buper. You would have that in both the overall picture and 
the centralized services; would you not? 

Mr. Hartow. Well, no, sir, because the centralized service is 
essentially that which the various institutes buy from the head office, 
and they state in terms of service what they need and the head office 
sets itself up to provide that service, and the institutes pay for it. 

Mr. BupGe. Well, I do not want to take any more time on this 
now, Mr. Chairman. 


PROPORTION OF FUNDS SPENT ON RESEARCH 


Dr. Van Stryke. Mr. Chairman, may I refer just a moment to the 
committee report, and the percentages spent on research? 

Mr. Bussey. Surely. 

Dr. Van Stryke. The committee report says— 
the committee will expect the percentages spent on research to be greater instead 
of less in fiscal vear 1954. 

The grants in direct research were increased from 60 percent to 
66 percent in fiscal year 1954. So, we did increase it percentagewise 
and we did increase research grants in direct research by $11,374,000 
this year, and so we have kept faith with the committee. 

Mr. Bupae. Doctor, at the same time, moneywise, did you not 
—<—_ more money on the related programs about which we have been 
speaking? 

Dr. Van Styke. We spent the additional amount of money that I 
refer to, Mr. Budge, on the heart teaching program, which went from 
$1,373,000 up to $2,628,000 in order to provide this basic line $25,000 
program, and a few special teaching grants, and those funds were 
increased just to provide those base lines which the committee has, 
over the years, approved for the cancer teaching grants. It is just in 
line with that. 


PROPORTION OF FUNDS SPENT FOR TEACHING GRANTS 


Mr. Bussry. What was the percentage of teaching grants, which is 
a related activity, in the Truman budget, Eisenhower budget, and the 
present 1954 budget? 

Dr. Van St¥xke. For teaching grants alone, Mr. Chairman? 
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Mr. Bussey. Yes; if you do not have it now, you can supply it for 
the record. 

Dr. Van Styxke. We can supply it. 

(The matter referred to is as follows:) 


Percentage of total budget 


Teaching and Teasing grants 
training grants 


FUNDS BUDGETED BY ACTIVITY, 1953-55 


Mr. Bussey. At this point in the record, we will insert the tables on 
pages 976 and 1383 of last year’s hearings, and in addition, the com- 
parable tables submitted to the committee recently for fiscal years 
1953, 1954, and 1955. 

(The matter referred to is as follows:) 
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OPERATING EXPENSES 


Amounts available for obligation 


1953 actual 


1954 estimate 


1955 estimate 


Appropriation or estimate - 

Transferred from ‘Promotion and further development: of 
vocational education, Office of Education,” pursuant to 

Adjusted appropriation or estimate ___- 

Reimbursements from non-Federal sources... 

Reimbursements from other accounts. - 


Total available for obligation _._- 
Unobligated balance, estimated savings. 


Obligations incurred 
Comparative transfer to— 
wan ee and metabolic disease activities, Public Health 
rvice 
Direct obligations. . 
Reimbursable obligations 
“Microbiology activities, Public Health Service”: 
Direct obligations... a 


Reimbursable obligations 
and blindness activities, Public Health Serv- 


“Salaries and expenses, Office of the General Counsel, 
Office of the Secretary of Health, Edueation, and Wel- 
fare’... 

Comparative reimbursable “obligations 


transferred 
other accounts. 


$16, 598, 750 


$4, 675, 000 


16, 598, 750 
"2,943, 078 


9, 191, 000 


19, 541, 828 


—542, 263 


14, 112, 000 


from 


18, 999, 565 


—4, 288, 227 
—47, 001 


—5, 330, 714 
—202, 929 |. 


—1, 445, 547 


—2, 879 
1, 628, 206 


14, 112, 000 


9, 310, 474 


11, 920, 550 


14, 112, 000 


Nore.— Reimbursements from non-Federal sources above reflect anticipated proceeds from sale of meals. 


Obligations by activities 


Description 


1953 actual 


1954 estimate 


1955 estimate 


Direct Obligations 
Appropriated funds: 
1. Grants for research and training: 
(b) Research fellowships 
2. Direct operations: (b) Other direct operations: a) 
Review and approval of research and training grants. 


Total appropriated funds 
Reimbursements from non-Federal sources: 
2. Direct operations: (a) Research 
Total direct obligations 
Obligations Payable Out of Reimbursements From Other Ac- 
counts 
2. Direct operations: 
(a) Research 


(5) Other direct operations: 
(1) ee and approval of research and training 


Total obligations payable out of reimburse- 
ments from other accounts 


Total obligations. 


4, 321, 354 


9, 310, 474 


| 

$4, 675, 000 
4, 680, 250 4, 675, 000 ; 
150, 000 246, 000 , 

7, 090, 300 

$4, 243,322 | $4,000,000, $4,000, 000 

198, 198 | 124; 000 | 124; 000 

547, 600 556, 250 | 551, 000 

| 4,989,120} 4,680, 250 4, 675, 000 

2-9) 150, 000 246, 000 

4,989,120 | 4, 830, 250 4, 921, 000 
3,706,343 | 6, 345, 300 8, 452, 000 | 
11, 352 84, 000 39, 000 
(2) Administration 603, 659 661, 000 700, 000 
— | 11, 920, 650 | 14,112, 000 
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Obligations by objects 


Object classification | 1953 actual | 1954 estimate 1955 estimate 


PUBLIC HEALTH SERVICE 
Summary of Personal Services 


Total number of permanent positions. 
Full-time equivalent of all other positions... 
Average number of all employees. 


Average salaries and grades: 
General schedule 
Average salary #4, ry $4, 000 
Average grade. GS-5. GS-5.4 
Crafts, protective, and custodial grades: 
$3, 005 $2, 974 
Average grade CPC-4.3 CPC-4.2 
Ungraded positions: Average salary_- $3, 360 $3, 663 


Personal service obligations: 
Permanent positions $3, 465, 422 $5, 967, 391 
Other positions... 34, 691 85, 300 
Regular pay in excess of 52-week base 16, 528 23, 973 
Payment above basic rates 79, 468 109, 100 


Total personal service obligations_-..................-..- 3, 596, 109 BS. 185, 764 
Direct Obligations 


funds: 

Personal services 472, 500 

vel 7 43, 000 

03 Transportation of things___- 4 

04 Communication services 

05 Rents and utility services___ 

06 Printing and reproduction. 

07 Other contractual services 

08 Supplies and materials 

Grants, subsidies, — contributions aici 36, 5: 4, 124, 000 

5 Taxes and assessmen 1, 045 1, 200° 


Total obligations payable out of appropriated funds. - 4, 680, 250° 


Reimbursements from non-Federal sources: 
01 Personal services____--- 
08 Supplies and materials__ 


Total obligations payable out of reimbursements 
from non-Federal sources 


Total direct obligations 


Obligations Pevable Out of 
From Other Account. 


Transportation of things_- 
Communication services 

Rents and utility services ___ 
Printing and reproduction. 

Other contractual services 
Supplies and materials 
Equipment. 

Refunds, awards, indemnities 
Taxes and assessmen 


Total obligations payable out of reimbursements from 
other accounts 4, 321, 354 9, 191, 000 


9, 305, 474 14, 112, 000 


ALLOCATION TO NATIONAL SCIENCE FOUNDATION 


07 Other contractual services 5, 000 


0 Ee 4 1, 323 1, 839 2, 243 
7 19 12 
nes 886 | 1, 611 2, 054 

| 
4 $3, 905 
G8-5.3 
) | $2, 925 
CPC-4.1 

$7, 460, 564 
70, 800 
28, 900 
140, 900 
> 7, 701, 164 

| 
469, 000 
43, 000 
300 
11, 500 
600 
10, 000 
400 
12, 000 
3, 000 
4, 124; 000 
| 1, 200 
4,675, 000 
100, 000 164, 000 

3, 134, 809 5, 663, 264 7, 150, 164 
) 10, 281 11, 300 22, 800 
40, 785 73, 500 104, 000 
185, 842 393, 500 466, 700 
29, 709 32, 400 46, 400 
138, 669 56, 300 77, 300 
682, 820 776, 700 1, 209, 800 
72, 129 51, 000 67, 500 
10, 569 22, 900 41, 900 
) Deduct charges for quarters and subsistence. __.._._..________ 8, 032 35, 364 60, 364 
= 
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Obligations by objects—Continued 


Object classification 


1953 actual 


1954 estimate 


1955 estimate 


SUMMARY 
Summary of Personal Services 


Total number of permanent positions. 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 
eral schedule grades: 
Average grade 
Crafts, protective, and custodial grades: 
Average salary __ 
Average grade 


Personal] service obligations: 
Regular pay in excess of 52-week base 
Payment above basic rates 


Total personal service obligations 
Direct Obligations 


funds: 
Personal services 
Travel _ 


Rents and utility 
Printing and reproduction 

Other contractual services 

Supplies and materials. 

Equipment. 

Grants, subsidies, and contributions 

Taxes and assessments 


Total obligations payable out of appropriated funds. 


Reimbursements from non-Federal sources: 
01 Personal services ___. 
08 Supplies and materials 


Total obligations payable out of reimbursements 
from non- Federal sources 


Total direct obligations 
Obligations Payable Out of Reimbursements From Other Accounts 


01 

02 Travel. 

Transportation of things 
Communication services 
Rents and utility services____ 
Printing and reproduction 

Other contractual services 

Supplies and materials 

Equipment 

Refunds, awards, and indemnities 
Taxes and assessments. 


R= 


8 
208 


9, 310, 474 


12 
2,05 
$3, 905 
GS-5.3 
one 
4.1 
Ungraded positions: Average salary. | | $3, 663 
422 $5, 967, 391 $7, 460, 564 
| 691 85, 300 70, 800 ; 
528 23, 973 28, 900 
468 109, 100 140, 900 
461, 300 472, 500 469, 000 
Communication services 7, 464 13, 250 11, 500 
644 600 600 
7, 827 10, 000 10, 000 
13, 900 400 400 
15, 859 12,000 12, 000 
2, 518 3, 000 3, 000 
4, 436, 520 4, 124, 000 4, 124, 000 ; 
1, 045 1, 200 1, 200 
4,980,120 | 4,680,250 | 4, 675, 000 
150, 000 246, 000 
3, 134, 809 5, 663, 264 
23, 397 44, 800 
10, 281 11, 300 
185, 842 393, 500 
29, 709 32, 400 
posnPauwenvnsedsenst 138, 669 56, 300 
682, 820 776, 700 1 
72,129 51, 000 
10, 569 22, 900 41, 900 
ES 2 SS 4, 329, 386 7, 125, 664 9, 251, 364 ES 
Deduct charges for quarters and subsistence _ __.............-- 8, 032 35, 364 60, 364 : 
Total obligations ble out of reimbursements from ; 
4, 321, 354 7,090, 300 9, 191, 000 
S|. 
11, 920, 550 14, 112, 000 


ww 


Anclyate of 


1953 actual 1954 estimate | 1955 estimate 


Unliquidated obligations, start of .....| $3,199,032 | $2,145,554 | $1, 225, 804 
Obligations incurred during the year --| 18,999, 565 11, 920, 550 | 14, 112, 000 


Deduct: 14, 066, 104 ) 15, 337, 804 
Adjustment in obligations of prior years - 
Reimbursements 2, 943, 078 | | 9, 437, 000 
Obligated balance carried to certified claims account 5 | 
Unliquidated obligations, end of year : } 2, 145, 5, 554 | >. 225, 80 804 1, 300, 804 


16, i, 416, | 6,699 600, 000, | 


Expenditures are distributed as follows: 
Out of current authorizations - 14, 123, 478 | 3, 800, 000 | 
Out of prior authorizations : 2, 293, 221 | 

| 


Mr. Buspey. Under the heading of “Operating expenses,” your 
request for fiscal year 1955 is the same as that for fiscal year 1954, the 
amount of $4,675,000. 

Dr. SesreE.u. Yes, sir. 


DATA ON REIMBURSEMENTS 


Mr. Bussey. Since reimbursement to this account is such an im- 
portant part of the total funds, we shall insert into the record at this 
point, without objection, pages 11-2 through 11-2-B of the justi- 
fications. 

(The matter referred to is as follows:) 


Reimbursable obligations 


Increase (+) or 


1954 estimate | 1955 estimate decrease (—) 


Positions} Amount ‘Positions: Amount Positions | Amount 


| 


ACTIVITIES 


2. Direct operations: 
(a) Research. 495, , 975 | 698, +-$2, 202, 700 
(b) Other direct operations: 
(1) Review and ap- 
proval of re- 
search and 
training grants 9 84, 000 } 39, — 45, 000 
(2) Administration 661, 000 700, +39, 000 


Total reimbursements is 7, 240, 300 , 437, +2, 196, 700 
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3 
2 
| 4, 600, 000 
3, 800, 000 
800, 000 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 5 
) 4 
Item 
y 
| | | 
) 
) 
) 
) 
) 
) 
| | 
) 
) 
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Statement of reimbursable services 
Activities: 
2. Direct operations: 

(a) Research This activity finances services essen- 
tial to programs of all Institutes, 
They inelude Clinical Center Sery- 
ices and Research Services. The 
latter consists of Plant and Equip- 
ment, Supply, Scientific Reports, 
and Laboratory Research Services. 

(b) Other direct operations: 

(1) Review and ap- This activity provides for the National 
proval of re- Institutes of Health’s proportionate 
search and share for security clearances. 
training 


rants. 

(2) Adesiaiaeetien . This activity supplies the overall di- 
rection and broad policy formula- 
tion of research and other programs 
of the National Institutes of 
Health, and furnishes centralized 
administrative services such as 
budgeting, financial management, 
and personnel. 


| | 
000 ‘9FZ 000 ‘OST O18 0 y jenuuy 
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TRANSFER FOR SECURITY COSTS 


Mr. Bussey. Doctor, are the funds for review and approval of 
research and training grants, spent by the National Institutes, or are 
they transferred to the Secretary’s Office? 

Dr. Sepre vy. Is that the $39,000 item? 

Mr. Bussey. Yes. 

Dr. Sesreti. That is right; that is transferred to the Secretary's 
Office. 

Mr. Bussey. Why was the cost $84,000 in fiscal year 1954, and 
estimated at $39,000 in fiscal year 1955, while the positions remained 
the same? 

Dr. Suannon. That stems from a different way in which the 
department is now handling its security program. I don’t know the 
details of that, but I am sure we would like to supply it for the record, 
with a breakdown. 

Mr. Bussey. All right, if you will, please. 

(The matter referred to is as follows:) 

Reimbursements to the central review and approval activity of this appropria- 
tion (2s shown on p. 11-2) are for two purposes: (1) $45,090 for increased research- 
grant workload in fiscal 1954 and (2) 9 positions and $39,000 for Institutes share 
of security costs in both fiseal 1954 and 1955. The decrease of $45,009 in 1955 
does not apply to security, it is due to a decrease in part-time and temporary 
employment in line with decreases in research projects and fellowsips reflected 
in certain appropriations for fiscal 1955. The table on page 11-2 includes only 
full-time permanent employees and therefore the number does not change between 
1954 and 1955. 


INCREASE IN TRANSFER FROM MENTAL HEALTH ACTIVITIES 


Mr. Bussey. On page 11—2A, I notice there is an increase in the 
transfer from ‘“Mental health activities,’ from $895,700 to $1,655,400, 
while the increases that apply to the other Institutes are very slight. 

Why is that, Doctor? 

Dr. SHannon. That is largely made up because we find the nursing 
services and attendant services in the mental health area, as mentioned 
by Dr. Sebrell, in his opening statement, are much in excess of our 
initial calculation. 

We find that the cost, as initially computed does not bear up in 
practice, and all this is primarily because of the high cost of medical 
care—not medical care, but clinical care for mental patients. 


SOCIAL SERVICE ACTIVITIES 


Mr. Bussey. On page 11-9 of the justifications, I notice you have 
21 people budgeted for social service activities. This figures out to 
approximately 1 for every 17 patients, even at the peak of 350 which 
you estimate you will reach during fiscal year 1955. 

Dr. Suannon. We think that that may be a low figure. We 
appreciate that one of our problems in research and chronic diseases 
involves the following up of patients over long periods of time, which 
means that rather as it is true in the ordinary hospital that the family 
is wholly unimportant, in this service, our ability to get our money's 
worth out of the research dollar depends upon our ability to know 
the family as well as the patient, and be able to carry them for long 
periods of time. 

So, as I say, I think this may be an underestimation of our needs. 


4 
4 
4 
a 


RESEARCH SERVICES 


Mr. Bussey. 


Since research services are such an important part of 


the work performed under this appropriation, without objection, we 
shall place into the record page 11-15 of the justifications which gives 


a breakdown of that activity. 


(The matter referred to is as follows 


:) 


Research services 1955 estimates by function 


Funetion 


RESEARCH PLANT AND EQUIPMENT SERVICES 


Office of Chief and administrative services. 
Plans and s ‘ecifications 
Mechanical engineering - - 
Electrical engineering 
Construction and shops 
Grounds maintenance 
General services... 
NIH utility 
Total research plant and equipment services 
LABORATORY RESEARCH SERVICES 
Office of Chief_- 
Instrument section. 
Animal secti.n. 
Media secti 
Laboratory attendant section 


Total laboratory research services 

Supply services (total) 
SCIENTIFIC REPORT SERVICES 

Office of Chief, editorial, and svecial events services 
Library and translating service 
Medical arts and photographic service 
Biometrics and statistical processing 
Research planning - - 

Total scientific report services. 


Subtotal. 
Less quarters and subsistence 


Total research services. 


Mr. Bussey 


| Personal services 


Position Amount 


$101, 250 
18, 600 
286, 050 
109, O89 


311, 475 | 


110, 360 
352, 3.5 


060 | 


029 
113, .00 


25, 050 


Other 
objects 


$14, 210 | 


3, 


3, 


Total 


$115, 460 
¥, 900 
41, 700 
12, 000 
7, ‘10 
23, 800 
7‘, 190 
29, 500 


3, 960 


166, 20 
370, 575 
39, 

9 


7, (00 
70, 870 
530 
900 
26, 100 


000 


768, 260 
—1, 260 


767, OOO 


What is the difference between the ite m of $597,000 


on page 11-9 for “Operation of plant and equipment’ and the $2,- 
103,960 on page 11—15 for ‘Research plant and equipment services’’? 
Dr. SHannon. | would like for Mr. Siepert to answer that question. 
Mr. Sterert. The answer to that, Mr. Chairman, is that building 
No. 10, which is the Clinical Center structure, is such a unique build- 
ing that it has within it certain facilities to service and ke ep that plant 
in top shape and safe operating condition. 
The costs of that service are primarily related to the patient-care 
facility in that structure, and are separately budgeted, as shown here. 
There is another item under research services for operating the rest 
of the plant on the NIH reservation. 


| | 
| 
} 28 
6 | 1, 300 | 
SS | 20', 750 
5 | 32 52, 920 
| 75, 935 | 
37 | 13,40 
131 21,85 | 
sala | 429, 500 | 
410 | 1,200 813,900 | 2, 
30, 700 1, 800 32, 500 
3k 114, 800 21, 460 
74 233, 600 136, 975 
ll 33, 600 6, 180 | 
40 119, 600 121, 585 
562, 300 288, O00 | 850, 390 
43 160, 300 iv, 700 18), GOO 
19 98, 260 19, 3°0 1 
3t 18, SOO 
27 19, 510 
27 67, 500 
507, 890 125, 2) 
728 | 2,520,460 | 1,217, 800 | 
— — 1, 260 0 | 
728 | 2,519, 200 1, 247, 800 | 


226 


SUPPLY SERVICES 


Mr. Bussey. I notice on page 11-15 under “Supply services,” that 

- have 43 positions. Why do you need so many when you have the 

erry Point supply depot which was given additional capital last year 
so it could handle much of the NIH purchasing? F 

Dr. SHannon. This is purely for day-to-day operations out in the 
Bethesda area, and actually Perry Point is of less importance to us 
than it is, I believe, to the remainder of the Public Health Service. 

Mr. Bussey. Are there additional procurement and supply per- 
sonnel at the individual Institutes? 

Dr. Sesre yu. No, sir; this is a centralized supply service, which is 
designed to facilitate procurement accountability and management 
and disposal of the property utilized by all of the constituent organ- 
izations in the National Institutes of Health. 

_ This includes all sorts of technical, scientific, medical and surgical 
instruments and equipment, electrical and chemical devices, vehicles, 
and all sorts of things, as well as office furniture. 

We think the workload of this, actually, is going to increase during 
fiscal year 1955, because of the greater variety of goods being purchased 
for research at the Clinical Center. 


ANIMAL SECTION 


Mr. Bussey. In the “Animal section” you have 74 positions. Do 
you look for a decrease, or an increase in future years, in that activity? 

Dr. SHannon. We would expect, within the next year or two, not 
to have either an increase or a decrease. 

This provides, actually, for the rearing of something like three- 
quarters of a million animals a year. Our facility at Bethesda has 
the capacity to rear up to about 1 million animals a year. This, 
also, introduces the ability to take care of some of the larger animals, 
such as dogs, in long-term clinic studies lasting periods of years, rather 
than periods of months. It also provides for the ability to rear certain 
experimental dogs, where nutrition is important from birth, and it 
provides, for the first time, adequate facilities and some measure of 
care for the large-size primates which are so essential to the program 
in mental health and neurology. 

I think that is some of the specialized areas there is no doubt that 
this field will increase, but not immediately. 


LIBRARY AND TRANSLATING SERVICE 


Mr. Bussey. Under the heading of “Library and translating serv- 
ice,’ you are requesting 34 positions? 

Dr. Sesrecu. This involves our library, which is a 60,000-volume 
research library, and translates the medical and scientific literature 
for our staff. 

This library is in no sense a duplicating library of other medical 
libraries in this area. 

This library has been designed, and it works cooperatively with 
such places as the Library and the Surgeon General's 
Library, and this is a working library composed very largely of scien- 
tific journals which the research men have to have available to them 
for consultation in connection with their research projects. 


= 


227 


We have to do a very large amount of translating medical articles 
from the foreign journals, and that runs into a considerable amount 
of work, which involves the lending of the material back and forth. 

Now, this is in the scientific reports section. We probably will 
require an additional librarian in connection with broadening our 
library to cover this field of clinical investigations, which we have not 
covered in the past. When we were mainly and solely a laboratory 
research program, our library was based on concentrating in that 
field, and now, with the clinical research coming in, we have to include 
the clinical research journals. This means broadening it out to 
some extent. 


MEDICAL ARTS AND PHOTOGRAPHIC SERVICES 


Mr. Bussey. Please tell us what will be done by the 27 people that 
are budgeted for ‘‘Medical arts, and photographie services?” 

Dr. SEBRELL. These people provide the services in connection with 
writing scientific papers. We have to have charts and diagrams, and 
photographs of various parts of the experiments. These very fre- 
quently are made into lantern slides for presentation at scientific 
meetings, and in this, I believe, there are three positions in this field 
designed to meet the increasing demand for services, again, in the 
clinical investigation work. We now have the question of photo- 
graphing patients, and everything that needs to be photographed in- 
volving clinical research materials, as well as our former laboratory 
research workload. 

Mr. Bussey. Mr. Fogarty? 


RECENT BUDGET SUBMISSIONS 


Mr. Focartry. What was the Truman budget estimate a year ago? 

Mr. Brown. $5,180,000. 

Mr. Fogarty. What was the Eisenhower budget? 

Mr. Brown. $4,675,000. 

Mr. Fogarty. What did this committee allow? 

Mr. Brown. $4,675,000. 

Mr. Foaarry. What did the Senate do? 

Mr. Brown. They approved the same amount in the Senate 
committee. 

Mr. Fogearry. That is, $4,675,000? 

Mr. Brown. Yes, sir. 

Mr. Foearry. What was appropriated? 

Mr. Brown. $4,680,250. 

Mr. Fogarty. The Senate must have appropriated more than 
we did? 

Mr. Brown. I am sorry; that is an adjusted figure. ‘They appro- 
priated $4,675,000. 

Mr. Fogarty. The Senate appropriated $4,675,000? 

Mr. Brown. Yes, sir. 

Mr. Focarry. Now, that was just for the operating expenses of 
NIH. How much was the total in the Truman budget? 

Mr. Brown. For the entire institutes? 

Mr. Fogarty. Yes; give me, first, the Truman estimates, please. 

Mr. Brown. I do not have the total of the estimates, Mr. Fogarty. 

Dr. SHannon. That amount was $85 million. 


t 

r 

t 

d 

rt, 

n 

it 

of 

at 

V- 

ne 

re 

“al 

th 

l’s 

n- 


228 


Mr. Focarry. The Truman estimate was $85 million even? 

Dr. SHannon. Yes, sir. That was the printed budget. 

Mr. Focarry. What was the Eisenhower revised budget? 

Dr. SHANNON. $56,340,000. 

Mr. Focarry. How much did the House allow? 

Dr. Suannon. Mr. Brown will have to give that, sir 

Mr. Brown. I do not have that figure with me. 

Mr. Focarry. I have a figure here of $61,586,200. Is that correct? 

Mr. Brown. Yes, sir. 

Mr. Focarry. And, the Senate bill raised that to $72,153,000. 

Dr. SHANNON. Yes, sir. 

Mr. Focartry. The conferees agreed on $71,153,000, which was a 
reduction of $1 million; was it not? 

Dr. SHANNON. It was $71,153,000. 

Mr. Focarry. That is what you have available for this fiscal year; 
is that right? 

Dr. SHANNON. Yes, sir. 

Mr. Focarry. Now, you are requesting $71,128,000 for fiscal vear 
1955? 

Dr. SHANNON. Yes, sir. 

Mr. Focarry. That is practically the same amount as the Congress 
appropriated last vear. 

Dr. SHannon. Yes, sir; less $25,000. 

Dr. Seprewu. It is just about the same. 


COSTS TO BE ABSORBED 


Mr. Fogarty. How much did your penalty mail amount to? 

Mr. Hartow. The penalty mail estimate for 1955 was $19,000, 
Mr. Fogarty, for the NIH. 

Mr. Fogarty. What is the cost of in-grade promotions? 

Dr. SHannon. We will have to supply that for the record, sir. 

(The matter referred to is as follows:) 


Represents unbudgeted 1955 costs due to within-grade promotions 


Appropriation Total 
Operating expenses, National Institutes of Health, Public Health 
Arthritis and metabolie-disease activities, Public Health Service. 38, 200 
Microbiology activities, Public Health Service_-_-_-------------------- 38, 500 
Neurology and blindness activities, Publie Health Service___- - 13,400 
Salaries, expenses, and granis, National Cancer Institute, Public Health 
Mental health activities, Public Health Service__-.-.--.-.----------.- 42, 300 
Salaries, expenses, and grants, National Heart Institute, Public Health 
Dental health activ ities, Public Health Service__...-..-.------------ 5, 700 


Mr. Focarry. Are there any other costs that you have to absorb 
besides penalty mail and the Ramspeck promotions? 

Dr. Sepreti. We have to pay our proportionate cost of security. 

Mr. Focarry. How much is that? 

Dr. Suannon. $45,000. 

Mr. Bupae. Would the gentlemen from Rhode Island yield to me 
there? 

Mr. Foaarry. Yes, sir. 
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NONRECURRING COSTS 


Mr. Bupcr. While that is being supplied for the record, would 
you also supply a tabulation of any nonrecurring costs? 

Dr. Sepreuu. Yes, sir; but I do not believe there are any in this 
appropriation, Mr. Budge, except for transfers. 

Mr. Buver. What about the service and supply fund item of 
$200,000? Will that not be nonrecurring? 

Dr. SHannon. That is not in this present budget. That is a 
transfer. 

Mr. Bupce. But that is an expense that vou had in fiscal year 
1954, which will not occur in this budget. Items of that type are 
the ones which I would like furnished for the record. 

Dr. SeBRELL. Yes, sir; we will! furnish those for the record. 

(The matter referred to is as follows:) 


Nonrecurring items reflected in 1254 appropriations ! 


| | | 
Cancer | Mental Arthritis Microbiology) Total 


Transfers to: } 
Service and supply fund_. 108, 400 57, 000 16, 600 18, O00 | 200, O00 
HEW appropriations_- 26, 200 6, 200 


Total_- Ay ’ 134, 600 57, 000 16, 600 18, 000 236, 200 
! None in OE, NIH, heart, dental, and microbiology appropriations. 


Note.—Authority for these transfers was set forth in the 1954 Labor-HEW Appropriation Act. The 
$200,000 item will not be shown on our accounts as an expcaditure since it is a transfer of funds available 
rather than an expense item. 

The $26,000 is for terminal leave payments in other parts of HE W and will be reflected as expenses in 
those accounts. 


ESTABLISHMENT OF INSTITUTES 


Mr. Focarry. When was the legislation enacted that established 
the Cancer Institute? That was the first one authorized; was it not? 

Dr. Sesrev. It was established on August 5, 1937. 

Mr. FoGartry. When was the first appropriation made? 

Dr. Heuer. It was made for the fiscal year 1938, sir. 

Mr. FoGarry. How much was the initial appropriation? 

Dr. Hetier. $400,000, if my memory serves me correctly. 

Mr. Bunge. I think the actual figure was $464,000, if you will allow 
me to interrupt. 

Dr. Heuer. Yes, sir. 

Mr. Fogarty. What was the next institute to be established? Was 
it the Heart Institute? 

Dr. Spesreuu. | believe the Mental Health Institute was next. 

Mr. Fogarry. Was that in 1947? 

Dr. SeBRELL. No, sir; the National Mental Health Act was passed 
in 1946; the Institute was established when the PHS mental health 
program moved to the NIH in 1948. 

Mr. Focartry. What was that initial appropriation? 

Mr. Bungee. I can furnish that, Mr. Fogarty, it was for fiscal year 
1948, and it was for $4,250,000. 

Mr. Fogarty. The next one was the Heart Institute; was it not, in 
1948? 

Dr. Sesrett. The Dental and Heart Institutes both were in the 
same year, and they were authorized in 1948. 
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Mr. Focartry. When was the first appropriation made for the 
Heart Institute? 

Dr. Sesre.y. The first appropriation was in 1950, and the first 
heart appropriation was $10,725,000. 

Mr. Hartow. But, there was $5,350,000 additional contract au- 
thority. I believe the total was $16,075,000, including contract 
authority. 

Mr. Fogarty. The first appropriation was in fiscal year 1950 for 
the Heart Institute; is that right? 

Mr. Hartow. Yes, sir. 

Mr. Focarry. What was requested? 

Mr. Hartow. $4 million. 

Mr. kocarry. The committee print shows an estimate of $4 million, 
and ng appropriation of $10,725,000. Did the Congress raise it that 
much 

Mr. Hartow. Yes, sir; I believe those figures are correct. 

When we got into the construction grant program, which involved 
contract authority, it was increased, and the additional amount was 
appropriated, largely, I think, as a result of representations made by 
citizens who were interested in this particular program. 

Mr. Foaarry. I see. 

After the establishment of the Dental Institute, what came next— 
the Institute for Arthritis and Metabolic Diseases and the Institute 
for Neurology and Blindness—they were both established in the 
same year; were they not? 

Dr. Sepre yi. They were both established in the same year; yes, sir. 

Mr. Fogarty. When was that, 1950? 

Mr. Hartow. 1954 was the first appropriation, 

Mr. Focarry. | mean, when did the legislation pass? 

Dr. Hever. It passed in 1950, and the first appropriation was 
in 1951. 

Dr. Seprewu. It was finally passed in 1950, and the first appropria- 
tion was carried in the general NIH appropriation. The first sepa- 
rate appropriation was in fiscal 1954. Is that not right, Mr. Harlow? 

Mr. Hariow. Yes, sir. 

Mr. Fogarty. What was the amount of the first appropriation? 

Mr. Hartow. The first amount appropriated to those particular 
headings was in 1954, but previous to that time we carried amounts 
for those institutes under the NIH operating appropriation, and I do 
not have the amounts available with me. 

Mr. Fogarty. I believe this committee suggested that you set 
them out individually. 

Dr. Sesretvy. As I recall, it was at the request of this committee, 
that we broke those out, so the amount could be identified, and carried 
under each category. 

Dr. SHannon. That was the Arthritis and Neurological Institutes. 

Mr. Buper. The tabulation which you previously furnished the 
committee shows an item of $1,780,000 for “Arthritis, and metabolic 
disease activities’’ in fiscal year 1950. 

Mr. Hartow. Those were amounts which were being expended out 
of that appropriation at that time, but were expended actually prior 
to the creation of the institute by law. 

Mr. Bunce. I understand that. 
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PROGRAM FOR RESEARCH CONSTRUCTION 


Mr. Foearty. Doctor, tell us about the history of the construction 
program for research facilities? As I remember it, that started out 
to be a 5-year plan for heart, mental health, and cancer. 

Dr. Van Styke. Mr. Fogarty, since Dr. Heller is in the room, he 
can correct me on cancer, but I think that the program started in 
1946; did it not? 

Dr. Hevier. It started, actually, in fiscal year 1948. 

Dr. Van Stryke. The total amount that has been available for 
construction of cancer-research facilities is something over $16 million. 

Dr. Heuer. $16,303,000. 

Mr. Fogarty. That was appropriated for the construction of 
research facilities for cancer? 

Dr. VAN Styke. Yes, sir. 

Mr. Focarty. The projected program at the time was about $25 
million; was it not? 

Dr. Hetier. That is correct, sir. 

Mr. Focartry. That was just for cancer? 

Dr. Heuer. Yes, sir. 

Mr. Fogarty. And that was curtailed because of the curtailment 
of all construction activities of the Federal Government; was it not? 

Dr. HeLuer. Yes, sir; in 1950. 

Mr. FoGarry. So, instead of getting the full arnount of $25 million, 
you only received $16,303,000. 

Was that a 3-year program? 

Dr. VAN SLYKE. Yes, sir. 

Mr. Fogarty. Was there a construction program in the institute 
for mental health? 

Dr. VAN Stryke. There has been no construction program in mental 
health. The only other research construction facilities in the con- 
struction program has been at the National Heart Institute. They 
have received $6,059,000 for construction, until the program was 
curtailed. 

Mr. Focarry. What was the projected program? 

Dr. VAN Stryke. It is my recollection, Mr. Fogarty, that it has been 
placed in the record, and that it would be a minimum of $35 million. 


CURRENT NEED FOR RESEARCH FACILITIES 


Mr. Focarry. Do you have any facts or figures to show whether 
there is a great need for research facilities existing in the country at 
the present time? 

Dr. Van Styke. At the direction of the Secretary, after we received 
a request from Senator Thye, we asked the institutions around the 
country what were their needs for construction of research facilities, 
and we have received replies from them indicating that their present 
need is something over $154 million, and that information has been 
supplied to Senator Thye, and to his committee, through the Secretary. 

Mr. Fogarty. How was the original plan arrived at? You state 
that in cancer there was an estimated need of $25 million for research 
facilities. 

Dr. Heiter. Mr. Fogarty, that was arrived at through a deter- 
mination by the council after the staff of the National Cancer Institute 
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had some opportunities to confer with some of the major research 
institutes of the count 

It was more or less a pe arbitrary figure, which was at that time in 
1947 and 1948 the best judgment that they had in view of the informa- 
tion available to them, and was accepted on the basis by the com- 


mittee as a reasonable figure, but still an arbitrary figure. 


DETAIL OF GRANTS FOR RESEARCH FACILITIES 


Mr. Focartry. Would you supply for the record the medical schools 
and others who were given help under those programs, the amount 
of such assistance, and the type of facility for which the assistance was 


given? 
Dr. SHANNON. 


Yes, sir. 


(The matter referred to is as follows:) 


Approved cancer research construction grants by State and institution 


State and institution 


Description of facilities 


Amount 


Alabama: Medical College of Alabama 
and the Jefferson County Health 
Depart nent. 

California: 

University of 
Francisco. 

University 
Angeles, 

Los Angeles County Hospital 


California, 


of California at Los | 


University of Southern California 
Colorado: University of Colorado.._. 
Connecticut: Yale University 
District of Columbia: 

Georgetown University... 


George Washington University. 


miss ‘Unive rsity 


Illinois: 
University of Chicago... 


Indiana: Indiana University Medical 


Center. 
Iowa: State University of lowa 


Kansas: University of Kansas 
M 


aine: 

Jackson Memorial Laboratory 
Maryland: Johns Hopkins University 

Massachusetts 
Beth Terael Hospital. 


Boston 


Do. 


Children’s Medical Center, Bos- 


ton. 
Massachusetts General Hospital. - 


New England Deaconess Hospital 


Do 
Tufts College Medical School. 


San | 


| Interior construction and partial equipment of 3,572 
square feet of laboratory. 


Part of space for cancer research in new hospital and 
medical science building. 

4-story cancer research laboratory wing on new medi- 
cal school. 

Alteration 


laboratory in old jail. 


research building. 


..| Part of construction of 5-story plus basement wing | 


for cancer research. 
2 floors in ani..al building for cancer research __- 


| Construction of addition to animal building and 
remodeling of laboratories. 
| Part of construction of laboratories in new cancer 
outpatient and research building. 
Remodeling of laboratories in old hospital 
| Portion of comstruction of cancer research labora- 
tories in 8-story medical research building. 


| 
| 


| 
| 


and coieent of 7,500 square feet of | 


Cancer research laboratories in new 4-story medical | 


| 


| 


Part of 7-floor and basement wing for laboratories 


and clinical cancer research building. 


| Remodeling and equipping cancer research labora- 
tories in medical school. 
Part of cancer research laboratories in new medical 
| research building. 
| Modification of laboratory space for using radioiso- 
topes. 


Cancer research laboratories in new medical sciences | 


building. 


Part of cost of rebuilding and enlarging animal and 
laboratory facilities. 
_.do 

“Portion of cancer research facilities in new out- 
patient and research building. 


| 3,375 square feet of additional space in animal quar- 
| ters, 
Freight clevator and 3,440 square feet of additional 


anima! quarters 
....do 


Part of meee laboratory equipment in new re- 


search building. 

Portion of construction of cancer research labora- 
tories in new research building. 

Construction of 4-story cancer research laboratory 
building. 


Experimental detection clinic in research building 


} 
| Basic research laboratories and clinical research 
* laboratories in affiliated hospitals. 


| 


$47, 280 


1, 000, 000 
700, 000 
35, 255 
200, 000 
400, 000 
250, 000 
148, 500 
200, 000 
50, 000 
500, 000 
450, 006 


240, GOO 
47, 300 


126, 350 
12, 250 
200, 000 


250, 000 
100, 000 
750, 000 
50, 000 
49, 900 
12, 850 


700, 000 
400, 000 


85, 000 
133, 522 
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Approved cancer research construction grants by State and institution—Continued 


State and institution 


Description of facilities 


Michigan: 
Wayne University 
Medicine. 
Do-_. 
Minnesota: 
University of Minnesota- 


College of 


Missouri: 
St. Louis University -__. 


Washington 
0 dace 

New York: 
Columbia University 


Jniversity 


Memorial Center for Cancer and 
Allied Diseases. 

New York University, Bellevue 
Medical Center. 

University of Rochester. 


North Carolina: 
Duke University - 


University of North Carolina 


Ohio: 
Ohio State University 


Western Reserve University and 
university hospitals of Cleveland. 
Oklahoma: Oklahoma Medical Re- 
search Foundation. 
Oregon: University of Oregon 


Pennsylvania: 
Institute for Cancer 
Philadelphia. 


Research, 


of Pennsylvania. 
University of Pittsburgh 
South Carolina: 


Tennessee: 
Meharry Medieal College 
Vanderbilt University... 
University of Tennessee 
Texas: 
University of Texas 
Do 
Utah: University of 


Virginia: 
Medica! College of Virginia... 


University of Virginia... 


Wisconsin: University of Wisconsin. 


1 floor on receiving hospital for clinical cancer re- | 
search, 


Construction of laboratory facilities in Mayo Memo- | 
rial Center. 


do 
Clinical research facilities in center 


Clinical cancer research laboratories adjoining hos- 
pital. 

Part of 5-story cancer research laboratory building 

Clinical cancer research facilities in new hospital... 


Portion of construction of 4 additional laboratory 
floors. 

Part of animal facilities and laboratories for experi- 
mental surgery. | 

Part of exncer research facilities in new 
science building. 

Construction of 4-story cancer research wing inelud- 
ing metabolic ward and outpatient facilities, 


| 


medical 


| 

Part of construction of 4-floor addition to laboratory | 
building. 

Cancer laboratory research floor on new outpatient 
and research building. 

Portion of 4-story wing for cancer research at uni- | 
versity hospital. 

Basic and clinical research laboratories at university 
hospitals. | 

Portion of clinical cancer research wing on research | 
building. 

Remodeling and equipment for new isotope labora- | 
tory. 


Part of permanent equipment for cancer research | 
laboratory building. 


do 
Remodeling and equipment for cancer laboratories | 


in pathology. | 
\% floor for research laboratories in new diagnostic 
building. 
Cancer research laboratories in 
medical school. 


see 

new addition to | 

Animal facilities for cancer research | 

floor of cancer laboratories in new addition to | 
medical school, 


Construction and equipping of laboratory space in 
medical school, 

Part of animal quarters - : 

Part of cancer research laboratory addition to medi- 
eal school. 

4-story cancer research building. - 

Part of laboratory and clinical facilities in cancer | 
research hospital. 
..do..- 


Cancer research wing on future medical school 


building. 


Remodeling and equipment for clinical cancer re- 
search in hospital. 

Portion of laboratories in new cancer research and 
outpatient wing on university hospital. 

4-story wing for clinical cancer research. 


Amount 


$150, 000 
100, 000 
543, 550 


135, 888 
200, 000 


625, 000 


450, 000 
250, 000 


000, 000 
250, 000 
575, 000 


434, 368 


200, 000 


200, 000 


390, 000 
390, 000 
125, 000 


10, 000 


149, 000 


49, 468 


56, 208 
200, 000 
200, 000 

16, 000 
100, 000 


20, 000 


39, 385 
126, 350 


491, 584 
200, 000 
100, 000 
416, 404 

10, 588 

75, 000 
975, 000 


16, 303, 000 


| | 
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Approved heart research construction grants by state and institution 


State and institution Description of facilities Amount 


California: University of Southern | Carciovascular research laboratories in new 4-story $485, 000 
California. medical research building. 
Colorado: University of Colorado____| 1-story addition on medical school for cardiovascular 246, 380 
research laboratories. 

Georgia: 


University of Georgia 1-floor addition to medical school to provide cardio- -58/000 
vascular research laboratories and animal facilities. 
Grady Memorial Hospital and | Remodeling to provide clinical cardiovascular re- 15, 000 
Emory University. search laboratories. 
Illinois: 
University of Chicago. laboratory research facilities in new 4185, 000 
osvital. 
Michael Reese Hospital_..........| Planning of cardiovascular research building ____. 19, 000 
Northwestern University... ..._. Interior alterations and equipment for rheumatic 50, 000 
fever research laboratories. 
Kansas: University of Kansas Clinical research facilities in hosnital and part of 190, 000 
laboratory facilities in medical science building. 
Louisiana: Tulane University Cardiovascular research laboratories in new 10-story 485, 000 
medical science building. 
Maryland: Johns Hopkins University.| Part of cardiovascular research facilities in new out- 485, 000 
patient and research building. 
Massachusetts: 
Beth Israel Hospital_- abae Portion of cardiovasenlar research facilities in new 184, 300 
medical research building. 
Harvard School of Public Health | Rero“elirg to provicte laboratories for research in 82, 500 
nutritional aspects of heart disease. 
House of Good Samaritan. .__- 1-floor addition and remodeling for rheumatic fever 169, 75 
research laboratories. 
Massachusetts General Hospital...| Construcvion of carciovascular research laboratories 485, 000 
in new research buildirg. 
Peter Bent Brigham Hospital. _. Part of construction of wirg and remodeling for 242, 500 
cardiovascular research laboratories. 
Minnesota: University of Minnesota__| Part of construction of 1 laboratory floor on heart 485, 000 
hospital and construction of cardiovascular re- 
searc’ laboratories in me science building. 
faa ag University of Mississippi | Construction of animal facilities_.........._. ; 4, 435 
ew ork: 
New York University, Bellevue | Part of carciovascular research facilities in new 485, 000 
Medical Center. medical scionce builtirg. 
State University of New York | Remov‘elirg in medical school and university hos- 140, 650 
Me“ical Center at Syracuse pital to provide cardiovascular research labora- 
University. tories. 
North Carolina: Duke University... Part of construction of 4-floor addition to laboratory 43, 605 
building. 
Oklahoma: Oklahoma Medical Re- | Part of clinical research wing on research building. - 100, 000 
search Foundation. 
Pennsylvania: 
Children’s Hospital, Philadelphia_| Cardiovascular research facilities in new 6-story re- 373, 450 
search building. 
University of Pennsylvania___....| 1 a for research laboratories in new diagnostic 320, 100 
uilding. 
Tennessee: Meharry Medical College.| Addition of 1 floor for clinical and laboratory research 172,330: 
facilities and part of animal quarters. 
Utah: University of Utah Construction of cardiovascular research laboratories 60, 000 
in City Hospital. 
Wisconsin: University of Wisconsin...) 2-story addition to McArdle Research Building 291, 000 


6, 059, 000 


TRAINING PROGRAM 


Mr. Foaarry. In your opening statement you said: 


We have, as a Nation, adopted by the force of logic and public opinion two 
policies: capable investigators to be supplied with the funds they need to exploit 
their ideas fully; additional manpower of high caliber should be trained to expand 
our national research capacity. 


When did we start the training program? What year? 

Dr. Van Stryke. I believe that started, in a small way, in 1938 
with cancer research, Mr. Fogarty, and in fiscal year 1947 additional 
funds were made available for research fellowships. I think it was the 
year, but I may be wrong. I think it might have been fiscal year 
1948. 


Mr. Focarry. When we expanded this program, did we not at’ the 
same time establish a forward financing program for these trainees? 

Dr. Van Styke. No, sir; we have never had, to the best of my recol- 
lection, forward financing of any kind, except in the field of mental 
health. 

Mr. Fogarty. I knew we had it in some program, I had forgotten 
it was mental health. We only used forward financing for a few 
years, and then we discontinued it. 

Dr. Van Styke. Yes, sir; because we found our total amount each 
year was a double charge upon us. 

Mr. Fogarty. What do you mean by that? 

Dr. Van Styke. If the appropriation was $8 million and $1 million 
on contract authority, it would appear as if we had $9 million available 
to us. The next year, when we came in to get the cash to liquidate 
the contract authority, we would appear to be charged for it again 
in the total of the appropriations. 

Mr. Fogarty. As | remember, the argument used at that time was 
that it was difficult to get people to enter that field, unless they had 
a 2-year program that they could depend upon. 

Dr. Van Styke. You are correct, Mr. Fogarty. At that time, 
though, the evident national picture on continuing research training 
support was not so plain as it appears to be now. 


TRANSFER OF BUDGET FOR PREDOCTORAL FELLOWSHIPS TO NATIONAL 
SCIENCE FOUNDATION 


Mr. Focarry. That leads us back to the discussion that took place 
a while ago on the predoctorate fellowships. From the discussion, 
it seems to me that the Bureau of the Budget decided to take the 
$390,000 away from the Public Health Service and transfer it to the 
National Science Foundation, but for some reason these funds weren’t 
used for the intended purpose. You are about 190 fellowships short, 
are you not, because of that action? 

Dr. Van Styke. Approximately 140, Mr. Fogarty. 

Mr. Fogarty. Could we not take care of that situation by adding 
$380,000 to the operating expenses of the Institutes of Health and say 
in our report that it should be expended for that purpose? 

Dr. Van Styke. Well, Mr. Chairman, we are here today just to 
defend the budget, and we are not requesting that. 

Mr. Focarry. I know that, but I am asking you for information 
as to how we could do this as a committee. 

As you know, I expect you to give us that information when I, or 
any member of the committee requests it, regardless of the position 
of the Department and the Bureau of the Budget. 

Mr. Bussey. Would the gentleman from Rhode Island agree that 
if the committee decided to do it, it could do it? 

Mr. Fogarty. | want to get their opinion as to whether they think 
it can be done that way or if they need additional legislative authority. 

Dr. Van Styke. The answer is yes. | think it could be done. 

Mr. Fogarry. It could be done the way that I outlined? 

Dr. Van Styke. Yes, sir; but we are not here, Mr. Fogarty, to ask 
for that. 

Mr. Focarry. | understand that, and I do not care what orders 
you are under from the Bureau of the Budget, or from the Secretary; 
when you appear before a congressional committee, if you know the 


te 
| 


236 


answer to a direct question, we expect you to give the answer. [ 
hope that is very plain to all who testify before the Appropriations 
Committee. I do not care what the orders are which you receive from 
the Secretary of Health, Education, and Welfare; when a member of 
the committee asks you for information, if you know the answer, we 
expect that you will give it. 

Mr. Larmon. Mr. Fogarty, may I say that I am sure the Secretary 
has given no such orders. 

Mr. Focarry. I am just saving if that happens—and I do not want 
to get into an argument with you about what has transpired in the past 
week between the Secretary's Office and the Public Health Service 
with regard to these hearings because I happen to know. I couldn't 
help but overhear it out in the corridor here in one particular case. 

What is the need for these predoctorates at the present time? 

Dr. Van Styke. Mr. Fogarty, as I said to the chairman, and other 
members of the committee, the predoctorate fellowships program 
would permit us to go back earlier into the scientific development of 
our people, and pick them up so we could lay out a course of develop- 
ment for them. If we had the predoctorate program, we could get 
these people when they are younger. We could also carry them on 
when they received their doctor's degree, because they are not then a 
competent scientific research worker. We could carry on their de- 
velopment through the postdoctorate development. 

I also made the point previously that in the field of medical and bio- 
logical research that it takes a lot more time for a person to come to 
fruition and for him or her to come to a place where they are really 
competent. 

It is not quite the same in the natural sciences, where after a much 
shorter time a person is much more competent in, say, the field of 
physics, or mathematics. 

Of course, our interest is directed toward promoting good health in 
this country, and more good health is promoted by good research 
development and research development is promoted, as Dr. Sebrell 
testified in his statemert, by having more people capable of carrying 
on good medical research work. 

So, if we do not get these people at a younger, more formative period 
in their lives, and encourage and stimulate them along the path of 
medical research and development, obviously we are not going to 
have nearly so good a chance when their minds are made up to follow 
other courses, at a later date. 


SHORTAGE OF PSYCHIATRISTS AND NEUROLOGISTS 


Mr. Focarry. Was not that brought rather forcefully to the atten- 
tion of this committee by the people in the country who were interested 
in the mental health phase of public health a few years ago? I re- 
member listening to many outstanding psychiatrists in the country 
who appeared before our committee. We were told of the dire need 
for psychiatrists and this committee that year, which I think was 
either 1947 or 1948, took definite steps to increase these appropriations 
and these training programs because of that testimony. 

Dr. Van Styke. That is my recollection, too. 

Mr. Focarry. That was around 1947 or 1948. Mr. Keefe was chair- 
man of the committee at that time, as I remember. 

Dr. VAN Styke. Yes, sir. 


Mr. Fogarty. Now, we have information that since the enactment 
of legislation for the establishment of the Institute of Neurology and 
Blindness, that within the last couple of years there has been a dire 
lack of accredited neurologists in the country. 

Is that not so at the present time? 

Dr. VAN Stryke. Yes, sir, and Dr. Sebrell so reported to the com- 
mittee last year. 

Mr. Fogarty. In some States they did not have even one? 

Dr. Van Styke. That is right. 

Mr. Focarry. That is, one who met the standard requirements for 
neurologists. 

Dr. Van Styke. That is right. 

Mr. Focarry. How have these programs worked out? Are they 
beneficial, and have they been beneficial? 

Dr. Van Styke. They have been most valuable. 

Mr. Focarty. Well, give us an example as to how they have 
proved their value? 

Dr. Van Styke. Well, in the field of mental health, Mr. Fogarty, 
they have been able, with the funds which this pe ool and the 
Congress have appropriated, to increase the numbers of people in 
training, who will become competent in the field of mental health. 
As has been reported to this committee repeatedly, there is a shortage 
in this area, and I think this committee could feel proud of the support 
you have given to increase the numbers of people competent in this 
area so that there are not only more people available for clinical work 
in mental health and State institutions, but there are more people 
age ag to carry out research in this very complex area. 

I do not want to get ahead of the subject in any way, Dr. Sebrell, 
but I think this committee will be interested in the development in 
the field of neurological research. Those developments came about 
either through tax funds, or through private sources, and young men 
and young women were permitted to go ahead and develop into 
competent research investigators. 

I think this is, as Dr. Sebrell’s statement points out, to the effect 
that people are the heart of this problem, and in this program, if we 
have the postdoctorate research fellowships where we had funds this 
year, and where we are asking for funds next year, perhaps more people 
will be available to do an ever-better job, and on the question of 
attrition as a result of age and the shuffling off of people, we have to 
take steps to replace them. 

This committee, in its recommendations, has been most helpful in 
that manner. 

ADVANCES IN FIELD OF HEART DISEASE 


Mr. Fogarty. On page 2, you say: 


Drugs have been developed which can stop often fatal arrhythmia-irregular 
heartbeats, and a more precise understanding of cardiac failure has permitted the 
development of more rational treatment. This latter advance has not only in- 
creased the life span of countless cardiacs, but has returned vast numbers to com- 
fortable and profitable employment. 


What is your definition of a “cardiae’ 
Dr. SHannon. Any one is a cardiac who has a disabil'ty of the heart. 
This would include such diverse conditions as a child with a rheumatic 
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heart involvement, a man with coronary artery disease, or a man with 
hypertensive heart disease. These are all lumped together under the 
generic term of “cardiac.”’ 

Mr. Focarry. It does not mean he has a serious case? 

Dr. SHANNON. NO, sir. 

Mr. Focarry. I realize we do not have the Heart Institute here, 
but I am personally interested in that field myself. What advances 
have been made? 

Dr. Suannon. The first thing that Dr. Sebrell mentioned is a drug 
to treat fatal arrhythmia, i. e., irregular heartbeats. There has been 
a major contribution to control of this disease by the Heart Institute. 
This was the development of the drug procaine amide, which has the 
ability to stop irregularities of the heart, particularly if they arise 
in the ventricle. This does not sound like much in technical words, 
but let us look at what it means in terms of specific situations. 

Frequently in coronary thrombosis, one dies from one of several 
causes—complete loss of blood flow to vital organs due to a high 
degree of irregularity of the pumping action of the heart, massive 
muscle involvement, and rupture of the heartwall. 

The irregularities of the heart bear no relationship whatsoever to 
the size of the damage. The drug, procaine amide, has the ability 
to remove completely the possibility of a fatality due to this. 

Another example—one of the major difficulties which the surgeon 
encounters in manipulating the heart, that, is when it is handled and cut, 
is the development of this same irregularity. In this case, the prior 
administration of the drug means the surgeon can freely enter the 
heart without that consequence. 

Again, in certain types of anesthesia, particularly cyclopropane, 
death is occasioned by irregularities of the heart. It has become 
routine in anesthesia to administer procaine amide prior to the intro- 
duction of the anesthetic. The development of procaine amide is one 
of the contributions of the Heart Institute that we feel very proud of. 

To turn to the other cardiac conditions—cardiac failure—this means 
the heart is unable to do the day-to-day jobs that are required of it. 
Until quite recently it was felt the primary point of attack in the 
management of heart failure was the heart. That seemed very logical. 
As it turned out—and again in investigations of the Heart Institute— 
the heart is only part of a three-way system that controls the efficacy 
of circulation. Probably the most important single factor has nothing 
to do directly with the heart, but only indirectly, that is, an inability 
to dispose of salt that accumulates in the body in the severe cardiac. 
This salt accumulates in the body, water is also retained, and a con- 
dition called dropsy develops. 

It is now known that the inability to handle the usual salt intake is 
due to the oversecretion of adrenal hormones and the action of these 
on the kidney. An appreciation of this fact has lead to an increased 
understanding of the condition of so-called congestive heart failure 
and the more intelligent ts» of drugs called diuretics which aid the 
cardiac drugs by unloading silt through the kidneys. Such combina- 
tion therapy keeps many peovle in profitable employment who would 
otherwise be in serious difficulty. 

Those are some of the things Dr. Sebrell had in mind. We are 
very proud, because those are two areas where the Heart Institute has 
done highly effective work at Bethesda. 
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EFFECT OF MENTAL ATTITUDE ON HEART DISORDERS 


Mr. Foaarry. Now when you talk about returning to work and 
profitable employment, I suppose the mental attitude of the patient 
has a lot to do with his recovery, does it not? 

Dr. SHANNON. Yes, sir. 

Mr. Focarry. Is it more difficult for a person who has a coronary 
illness, who is working by the day, who has no salary but just gets 
paid when he works, and who has 5 or 6 kids to support —is it fair to 
say that his recovery may not be as quick as that of the fellow who 
has an income and does not have to worry about it and has no re- 
sponsibility that he would have great difficulty in meeting? 

Dr. SHannon. If they could both undertake the same treatment, 
I would say no; but, unfortunately, the individual with the more 
modest income has great difficulty taking advantage of all of the ad- 
vance that has been made in medicine. He is under pressure to 
return to his job and perhaps too early, too; instead of easing back 
into his position as he should from the medical standpoint, he is 
forced to come back rapidly, and this may cause serious difficulty. 
It causes difficulty in two ways. In the first place, it is hard on him; 
in the second place, when he returns to work and finds he is not capable 
of doing a good day’s work, he is a distressed worker, and it is well 
known in the field of psychosomatic medicine that there is almost as 
much trouble from his mental difficulty as from his physical disability. 

The man under economic pressure, who one ordinarily thinks of as 
being perhaps a little more rugged than the other individual, has the 
worst time from the standpoint of recovery. The man who can seek 
competent advice and treatment from people he respects is in a posi- 
tion where the physician can share a good part of his.troubles. I 
would say the day worker has a very, very rough time. 

I would like to say, going back to procaine amide, that you might 
be interested to know that Congressman Keefe was one of the early 
people to get the drug, and you may recall on a visit to Washington 
some 6 months later, he thought he was a new man. Congressman 
Keefe had, as one of his major difficulties, this cardiac irregularity. 

Mr. Focarry. I have often thought of that. He was once chairman 
of this committee, and he had a lot of trouble and when I was chairman 
of the committee, I had a little trouble, so I hope our present chairman 
does not get too concerned about this job. 


ADVANCES IN FIELD OF CERVICAL CANCER 


Now in the field of cancer you say a positive, simple test for cervical 
cancer has been found. Is that something new? 

Dr. Spesrewv. It is comparatively new. Since Dr. Heller, Director 
of the Cancer Institute is here, perhaps he can give you the detail on 
that. It is a very wonderful thing and offers very great promise and, 
if you wish 

Mr. Fogarty. No; I will wait. 


ARTHRITIS AND RHEUMATISM 


Now in the field of arthritis and rheumatism, what is the history of 
ACTH and cortisone? Are, they as promising today as they were a 
couple of years ago in the treatment of arthritis and rheumatism? 
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Dr. Seprecyi. Well, I think we might answer that somewhat this 
way, Mr. Fogarty. Whenever any new drug is introduced, there is 
always great enthusiasm and great expectation for it that most of the 
time exceeds what the drug actually will do. I think there is a very 
natural human reaction. You hope you have hit on some panacea, 
always. And it is usually, with experience, that the product settles 
down to a place of proven fact that very frequently is not as great 
as you originally expected. 

With cortisone and ACTH, these, especially cortisone, has proven 
to be a very valuable drug and we see great use not only in arthritis, 
but many other conditions for it. Nothing was known about this 
use originally and in general it is well known that it is no cure for 
arthritis; it does not cure arthritis at all. It relieves the symptoms 
enough so that many people are capable of working in activities and 
they are relieved of pain and lead more useful lives than they could 
without the drug. On the other hand, it has turned out to be very 
valuable in some other diseases and has really exceeded the expecta- 
tions in 1 or 2 places. It has turned up to be very bene‘icial in eye 
diseases and allergies and I think the ultimate value of that drug 
has not even yet been determined. We are learning more about it 
all the time. It has very, very wide effectiveness. 

Mr. Focarry. How about the cost of this drug? Is it coming 
down vear by year? 

Dr. Serrevi. The cost has come down very considerably from its 
original price. There are some competing manufacturers now. 
When originally produced, there was a great shortage of it; now | 
think there is plenty available. I do not know the current price. 

Mr. Focarry. Are we still getting it from the same source, or has 
some synthetic souree been developed? 

Dr. Sepreci. There has been developed a synthetic source for it 
now. You know the original material, I believe, was prepared from 
the bile of cattle and this was a limited source. There has now been 
found a plant material that can be converted into cortisone, and also 
a synthetic method for it by the use of fermentation of a micro- 
organism. : 

PROGRESS IN STAFFING CLINICAL CENTER 


Mr. Focarry. How are you progressing with the staffing of the 
Clinical Center? Is that progressing according to your plans? 

Dr. Seprety. Yes, Mr. Fogarty, it is. As I mentioned in my 
introductory testimony, the construction delays required us to set 
back our recruitment in consideration of the space that could be made 
available for the people; so that we delayed the recruitment to meet 
the release of space and we expect now to catch that up and are catch- 
ing it up as space is turned over to us. And by the end of this fiscal 
year, we expect to have practically all of our research people planned 
for this year employed 


CLINICAL CENTER OCCUPANCY 


Mr. Focarry. How many beds do you expect to have filled as of 
July 1 this year? 

Dr. Sesretu. As of July 1 this year, we expect to have between 
200 and 250 beds opened and available for use. We expect to main- 
tain something approximating 80-percent occupancy, as we are doing 
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today. We have 200 beds open today and in those beds we have, 
varying from day to day, from 163 to about 153 patients. They go 
up and down a little bit, but they are approximating 80 percent 
occupancy. 

And I mentioned the difficulties in the Mental Health Institute in 
maintaining such occupancy because of special problems. But we 
expect to maintain approximately this level. 

Mr. Focarry. How many beds do you expect to be using by the 
end of the next fiscal year, July 1956? 

Dr. Sepreitu. With this budget as presented to you, if this is 
adopted, we should be able to go to 350 beds by the end of the next 
fiseal year. 


CLINICAL CENTER RELATIONSHIP WITH PRIVATE MEDICAL PROFESSION 


Mr. Focarry. You say: 

One of the mest important elements of our work related to the Clinical Center 
hes keen the establishment of good working relations with physicians in private 
practice, professional groups, and medical institutions. 

Have you found any serious problems with private physicians 
in vetting patients into the Clinical Center? 

Dr. Seprevi. No; we have not. We have had exceptionally good 
relations with the medical societies and with private practitioners. 
Our cases are obtained by reference from practitioners, or by referral 
from practitioners and we have very cordial relations with them. 
They look on us as being an asset and help to them and, of course, we 
try to foster that by having individual physicians who are interested 
in patients come to the Clinical Center to see them. And, of course, 
when a‘ patient leaves the Clinical Center, we try to turn him back 
to his physician at home. 

I think we enjoy not only the individual physician’s confidence, 
respect, and support; but the official support of the medical societies. 
This is partly due, I guess this in large measure is due, to the very 
high quality of the professional men we have and have been able to 
get for these research jobs. We have some of the country’s out- 
standing men and, in addition to that, in connection with our research 
that we are doing, as I have indicated to this committee 1 thought 
was necessary for good research, we are doing a very high quality of 
medical care as part of the research procedure. ‘The patient who 
comes to us in the course of his research gets the best treatment it is 
possible to give him, because this is part of good research. And the 
physicians respect this and it is of value to them, and it is essential 
that we continue to do this sort of thing, so that we do maintain the 
respect of the physicians. When he sends a patient to us, he has the 
greatest confidence in us. He knows that the patient is going to get 
the best modern medicine can do for him in terms of research and 
advanced procedure and I think our whole future depends on this 
kind of relationship. 


DIFFICULTIES DUE TO FEDERAL PAY SCALE 


Mr. Focarry. It seems to me you would have a great deal of diffi- 
vi 4 getting competent men at salaries that are paid. 

. SEBRELL. We have had difficulty and I expect we will continue 

to ian difficulty, because the salaries that the Government pays are 
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much lower than these men could earn if they chose to try to make all! 
the money they could make. But fortunately we have found people. 
there are a considerable number of professional people who value an 
opportunity to do research, and they devote their lives to medical 
research and they do this at a personal sacrifice financially by coming 
with us. Even at the supergrades, of which we have several and more 
of which are under current consideration, I believe, this level of inco:ne, 
as good as it is judged by Federal standards, still represents consider- 
ably less than most of our people could earn and that some have given 
up in order to come and work with us. With this research at:nosphere 
and the quality of the facilities which this committee and the Congress 
has provided out there, they recognize this is becoming one of the 
world’s great medical institutions and they are proud to be associated 
with it and they get their satisfaction out of life by contributing to 
medical research, rather than trying to make all of the money they can 
make. 

It is really a source of great satisfaction to me to see these men come 
to us at a financial sacrifice in order to work at Bethesda. 


NEED FOR RENOVATION OF LABORATORY SPACE 


Mr. Focarry. Doctor, as the space in the Clinical Center becomes 
available for use, what happens to the Institutes’ old buildings? Are 
we going to have some buildings available? 

Dr. Seprevi. I mentioned the need for renovating the laboratory 
buildings. You must remember the Clinical Center is not and never 
was intended to be a substitute for laboratory research. This was 


clinical research that we added to our laboratory research area. So 
when we vacate these buildings, we are making reallocations of the 
projects and shifting things around. But it would be the greatest 
mistake in the world to curtail laboratory research in order to do 
clinical research, because these two things are closely integrated. 

Mr. Focarry. I am not suggesting that you curtail the laboratory 
work; I am trying to find out what is happening in those old buildings. 

Dr. Sespreiy. We are renoyating the laboratory buildings insofar as 
we can and continuing laboratory research in them. They were 
grossly overcrowded, you know, for a long while. 

Mr. Bussey. Mr. Fogarty and I noticed that overcrowding when 
we were out there and visited the buildings. I did not see how they 
could move around in many of the buildings. 

heron Focarry. Do you have to have a real remodeling program, or 
what? 

Sie Sesreue. I think Dr. Shannon might give you some details on 
that. 

Dr. SuHaxnon. This has given us very serious concern and Dr, 
Sebrell asked me to make a study of the situation during the past 2 or 
3 months. It turns out that to provide facilities for some new func- 
tions which will have to support the overall clinical operation and pro- 
vide facilities that were not anticipated prior to the establishment of 
the Neurological Institute and Arthritis Institute, we have to modify 
four of our existing buildings. 

This modification involves facilities for six of the Institutes. It is 
one of the problems that Dr. Sebrell pointed out in commenting on 
his opening statement. We have had discussions as to how to handle 
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this with both the Public Health Service and the Department, because 
we do not have money at the present time to do it. I should not say 
that; we have the money and we have the authority, but we have 
them in the wrong places. We have an escalation authority to the 
extent of roughly $1,500,000 in stage 1 of our Clinical Center opera- 
tion. We calculate the reconstruction of those facilities will be of the 
order of magnitude of $850,000. We anticipate savings in operating 
funds this vear to the extent of seven or eight hundred thousand. 

Space revision can only be done after the scientists are moved out 
of some of these areas, and cannot be done with this vear’s money, 
even though we have authority to spend the seven or eight hundred 
thousand dollars for remodeling purposes. So that we hope with the 
concurrence of the Department to forward to this committee a frank, 
detailed analysis of the situation we find ourselves in and ask them 
if they will help to satisfy what we feel to be a very essential need by 
adjusting either how we can spend one sum, that is, the savings from 
operating funds, or recommending that we make use of some of the 
escalation authority which we already have, but which we would not 
propose to use without prior consultation although we do have the 
legal right to use it, without the concurrence of this committee. 

Mr. FoGcartry. How many buildings do you expect to have to 
remodel? 

Dr. SHANNON. Four, sir. 

Mr. Fogarty. Which ones are they? 

Dr. SHANNON. Building 3 is largely being remodeled for the Heart 
Institute; building 2 is being remodeled largely to satisfy the needs 
of the Dental Institute and Arthritis; building 8 is being remodeled 
primarily to satisfy the needs of cancer, arthritis, and neurology, and 
building T—10 largely for neurology, and there is minor work else- 
where but that does not give us the cencern that the larger ones do. 

Mr. Fogarty. How much do you estimate those repairs would 
cost? 

Mr. SHannon. My current estimates are they will come to some 
$850,000. 


POSSIBILITY OF FINANCING GUT OF SAVINGS 


Mr. Fogarty. Where is this saving you made? You say you made 
a saving? 

Dr. Suannon. As Dr. Sebrell pointed out, our inability to provide 
facilities for some of the scientific personnel planned for the early 
part of this year suggested it was dk wise management to defer the 


hiring of a number of individuals before such facilities were available. 
These pope are just beginning to come in now. Our savings are 
e 


attributable to the lack of suitable facilities for the personnel 
authorized in our budget and those savings represent the funds for 
personnel services in part and also the funds which would have been 
used to support those people had they been taken on. 

Mr. Fogarty. You have authority in the law now to go ahead and 
remodel with those savings? 

Dr. SHannon. We have authority under the stage 1 of the current 
construction program. We found ourselves in difficulty because of 
the increase in cost since 1950. However we would not want to use 
escalation authority without the concurrence of this committee and 
the Bureau of the Budget. There is still $1,511,591 available, although 
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cash has not yet been appropriated. In other words, it remains a 
contract authorization, as a result of our escalation of stage 1. 

This is in a report that we made to the committee on February 1, 
1954, where we pointed out some difficulties, and said that we would 
like to confer with the committee. 

As we said, here, we are completing our study of this problem, and 
will want to discuss it with the committee very shortly. 

Mr. Fogarty. Mr. Chairman, would you want to put this report 
into the record? 

Mr. Bussey. Yes; I think we had better put this in the record, 
Would you like it inserted at this point? 

Mr. Foaarry. Yes, sir. 

(The matter ref..red to is as follows:) 


Construction OF Factiitres, Purtic HEALTH SERVICE 


The budget for the appropriation “Construction of research facilities, Public 
Healih Service,” reflects no new request for ei her contract authority or liquida‘ing 
cash in 1€55. Prior vear balan es $3,661,591 ($2,150,000 in cash and $1,511,591 
in contract authority) remain available for obligation in 1955. We propose to 
use $300,000 of the cash in 1955, to purchase and install eauipment in the Clinical 
Center, and to carry over the obligational authority for the remaining $3,361,591 
through the fiscal vear 1956. Since last vear’s hearings, there has been an accu- 
mulation of construction and program delays. Although the building and its 
fixed equipment is now between 90 and 95 percent complete, the present schedules 
for completing and outfitting the remaining 5 to 10 percent will involve obligations 
well into 1956. 

The deferred amounts break down into two categories: 


1. Contract authorization: 
(a) Unused escalation authority on construction__.-___-_____ $1, 511, 591 
2. Appropriction: 
(a) Subsequent year requirements for purchase 
of land and structures___---__~--- _ $500, 000 
(b) Subsequent vear requirements for procure- 
ment of Clinical Center equipment _. 1, 350, 000 
ne 1, 850, 000 


Total 3, 361, 591 


The following three headings outline why it is important to keep these amounts 
available for obligation in subsecuent periods, ‘he unused esealation authority 
for consiruction contingencies , $500,000 to be able to negotiate for the purchase 
of land and structures included in the original plan, and $1,350,000 for the gradual 
procurement of laboratory and clinical eauipment to tie in with actual staffing 
plans for the Clinical Center. 


UNUSED ESCALATION AUTHORITY 


The escalation authority under the construction appropriation was provided 
to offset increases or decreases in construction costs occurring after the funds 
were initially appropriated. Congress thereby assured that fluctuating costs 
would not me or curtail the construction program as outlined to and approved 
by the Congress in 1948. 

Because of rising prices, the escalation provision has resulted in making avail- 
able approximately $4 million above the estimated cost of construction at the 
1948 price level. At last year’s hearings before the House subcommittee, NIH 
officials stated that tney believed the new construction program could be com- 
pleted using only $2,500,000 of the $4 million escalation authority. NIH still 
feels this can be done, without calling upon the balance of $1,500,000 in escalated- 
contract authority. Contingencies, including the correction of unforseen mechan- 
ical defects with the Clinical Center building (vibration, air flows, etc.) and the 
possibility of further price increases in construction costs for the $3 million in 
contracts still to be let make it important that we retain part of the unused escala- 
tion authority until the total project is completed. 


As much as $1 million to $1,200,000 of this authority could be rescinded at this 
time, were it not for some perplexing problems relating to alteration and repairs 
of existing buildings as authorized in the 1949 Research Facilities Appropriation 
Act, but which we believe should be discussed in advance with the committees of 
Congress. This problem relates to relocation of our szientific laboratories and 
the move into the Center. We are completing our study of this problem and will 
want to discuss it with the committee very shortly 


PURCHASE OF LAND AND STRUCTURES 


The amount of $500,000 has been earmarked in the clinical center construction 
project to complete the original purchase of land for NIH, which would include 
acquiring the convent buildings and 9.6 acres of surrounding ground. This 
particular piece of land was included in the original proposal for which the 
Congress made an initial appropriation of $3,500,000 for site, acquisition and 
planning. This plot of land is an integral part of the site development since it 
is bounded by NIH property on three sides and by Old Georgetown Road on the 
other, and is necessary to assure an adequate buffer zone between laboratories 
and the surrounding community. It would be very important to the Government, 
to ac juire the property should it become available for other than church use. 
If these funds are kept on the present basis of immediate availabilitv, we would 
be able to negotiate actively for the purchase should there be any change in the 
church’s present interest in retaining the property. 


PURCHASE OF EQUIPMENT 


A total of $9,635,540 was appropriated in 1951 and 1952 to supply and equip 
the clinical center and the related auxiliary structures provided for under this 
appropriation account. As pointed out in previous years, this sum was to provide 
for all items of equipment (other than the fixed equipment included in the con- 
struction contracts), plus an initial warehouse inventory of expendable supplies 
and common-use items of equipment. 

By the end of the current fiscal year, procurement action will be substantially 
complete on most co nmon-use supply and equipment items necessary to meet 
1954 staffing needs. The remaining appropriation balances will be used primarily 
for specialized kinds of laboratory and clinical area equipment. Procurement 
timetables will continue to be tied in with the actual staffing plans for laboratory 
and clinical areas in the center. Any substantial amount of advance procurement 
on specialized equipment of a tailormade nature would create either a danger of 
obsolescence or lead to the buying of the wrong kinds of special-purpose equip- 
ment for the individual needs of future research staff. In view of these factors, 
and since no new research positions are provided in the 1955 estimates, $1,350,000 
is deferred for gradual procurement action in succeeding years in line with the 
ultimate staffing plans for operation of the remaining areas in the center. 

Dr. SHannon. What we would, of course, do, Mr. Fogarty, would 
be to continue our discussions which have already been initiated with 
the Public Health Service, and at the Depart:nent level, and contact 
you through our nor-nal channels. 

Mr. Focarry. As I understand it, you have the authority now in 
existing law? 

Dr. SHANNON. Yes, sir. 

Mr. Focarry. You have a savings now of some $700,000, or 
$800,000 this year? 

Dr. Sesrewei. It will run, approximately, that. 

Mr. Fogarty. You have that because you are holding back on the 
staffing of the clinical center? 

Dr. Sepreu. Yes, sir. 

Mr. Fogarty. The committee could, if it chose, transfer those 
funds or allow those funds to be expended for the purpose of remodeling 
these buildings, I presume? 

Dr. SeBRELL. Yes, sir. 
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Mr. Fogarty. You have looked into this, Dr. Shannon? Do you 
know whether it could be done, or would you have to have a change 
in the law? 

I do not know, myself. 

Dr. Suannon. It could be done in one of several ways, but what 
way would be best, I do not think that we would be ready to recom- 
merd at the present time. 

The study was completed early last month, at the time this was 
submitted, and it is just recently that we have been able to discuss 
this with the Department. I would rather have further discussions 
with them, sir. 

Mr. Focarry. Well, that would be all right except that I am afraid 
we will not hear any more about it until we conclude our hearings. 

Dr. Sesretu. Mr. Fogarty, | think we could work this out with the 
committee staff, and with the Yepartment, through the regular budget 
channels, as to what might be the best way to do it, or how it might 
be handled. ’ 

Mr. Larmon. Mr. Fogarty, could I ask a question? 

Mr. Foaarry. Surely. 

Mr. Larmon. Is it not more proper for it to come through the 
Department after discussions with the Bureau of the Budget? 

Obviously, the committee could do anything it wished, but is not 
that more proper? 

Re r. Fogarty. Yes, sure; but I was hoping they would not forget 
about it. 

Mr. Bussey. It should be done before we mark up the bill. 

Mr. Fogarty. That is what I mean. If we could have your advice 
by the time we conclude the hearings, it would be fine. I was looking 
for that type of answer. 


DIFFICULTY IN SEPARATING BUDGET INTO CLINICAL AND LABORATORY 
COMPONENTS 


In your statement on page 15 you say: 


It would, for example, be most difficult for us to conduct studies most effec- 
tively if our budget were arbitrarily divided into clinical ard laboratory com- 

nents, and this compartmentalization were carried over into program operation. 

here is a good deal of work that is purely clinical or purely laboratory, but there 
is also the vital area—at the heart of the concept of the clinical center—where 
freedom to move in either direction is essential. 

We are most appreciative that the congressional budget gives us this degree of 
freedom, and we intend to show by results that the action is wise. 

You already have that freedom. , 

Dr. Suannon. I think the reason why that is done, Mr. Fogarty, 
is that we have difficulty in presenting our operation and in getting 
complete acceptance by people of the concept that this is not a hospi- 
tal, and that this is a research facility. ; 

Attached to the research facility are a large number of laboratories 
which, on the one hand, service patients and, on the other hand, 
service other lines of research, and the research operator at times may 
spend essentially all his time in the clinical area, and at other times 
expend practically all his time in the laboratory area, and this work in 
research and development, as Dr. Sebrell has said, is at the heart of 
our concept of how the facility can be best made use of. 

Now, as these budgets are defended—not this one, but as we defend 
budgets for the clinical center over the past 4 or 5 years—at times we 
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have been asked to consider breaking out clinical investigations, or 
breaking out laboratory investigations, and we are very glad to report 
that we have done our best to do it, to show the order of magnitude, 
at times. 

1 think we have convinced those of us who were a little critical of 
this type of fluidity that this was the only way the Medical Center 
can pay off. 

Mr. Fogarty. Well, you have never had any trouble with this 
committee with that problem? 

Dr. SHannon. No, sir. 

Mr. Fogarty. Have you had trouble with the Bureau of the 
Budget? 

Dr. SHannon. Well, by and large, the Bureau of the Budget this 
year has bought our point of view, and the budget which we submit is 
in support of this concept, and it is so close to our thinking as to the 
essentiality of the operation that I think every time we have the op- 
portunity, we call it to the attention of every group with which we deal. 

Mr. Foaarry. I thought the committee has always, in the past, 
gone along with this program. 

Dr. SHANNON. Yes, sir; it has. 


CATEGORICAL APPROPRIATIONS FOR NIH 


Mr. Focarry. I also remember that the Bureau of the Budget 
had suggested previously that we should get rid of these categorical 
grants, and I have never been in favor of that. 

It was my impression that when these Institutes were created by 
law that they were to bring to the attention of the people the fact 
that this problem existed, and that something should be done about 
arthritis, rheumatism, cancer, heart, and mental health, and so on. 

We had them set out as categories, so that we would know how 
much was being done in each field. That is the reason that we recom- 
mended 2 or 3 years ago setting out Arthritis and Metabolic Diseases 
and Neurology and Blindness Institutes so we could see how much is 
being expended in each. 

Dr. Suannon. I think they have been very effective in calling the 
people’s attention to these broad medical areas, and problem areas. 

Mr. Foearry. Dr. Sebrell, I noticed somewhere in your report 
that you stated since the Neurology and Blindness, and Arthritis and 
Metabolic Diseases Institutes were set up, that they had focused 
public attention upon the problems through the national organizations, 
and that States and private expenditures have been rising along with 
Federal expenditures. 

Dr. Sesprevy. That is correct. 

As a result of the Neurological Institute, and the Arthritis Institute, 
that has applied a special interest and focal point. 

When our Institute people began to cooperate with the voluntary 
foundations, they have given additional support, and we go along 
together in doing a more effective work in the field. 


TEACHING AND TRAINING GRANTS 


Mr. Fogarty. On page 18, where you deal with teaching and 
training grants, you say the level of the program will be reduced in 
fiscal year 1955, about 10-percent below the 1954 level 

Dr. Seprevy. That is correct. 
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Mr. Focarry. What is the reason for that? 

Dr. Sesprety. That is primarily in the mental health field, | 
believe. The reduction is in that program. 

This is a decision in which we participated as being the most 
desirable decision within the limitations under which we are working, 
and this is one in which Dr. Felix, the Director of the Mental Institute, 
of course, had hearty concurrence. 

Mr. Focarry. In other words, you picked out the mental healt! 
program to take the cut, so far as teaching and training grants are 
concerned, to come within the overall ceiling which you had given 
to you? 

Dr. Sepreuy. They still have a lot in this field—a large program. 

Mr. Focarry. How much are you cutting them? 

Dr. $500,000. 

Mr. Fogarry. $500,000 in mental health? 

Dr. Yes, sir. 

Mr. Fogarty. I was led to believe in the past 4 or 5 years that 
mental health was one of our toughest problems, and that this was an 
area that really needed training and teaching grants. 

Dr. Seprecy. Well, 1 think you can take the whole field of medical 
research most anywhere, and say that more money could be profitably 
spent in it, 

I think this holds true for heart disease, and for cancer. Their 
teaching grant programs are cut $266,000 and $130,000, respectively. 

When people like Senator Taft and General Vandenberg die from a 
disease that we do not know the cause of, and cannot much do any- 
thing for, it is certainly quite obvious that money could be spent in 
research in that field, or in other fields, and when we have people who 
are asking for money in those fields. 

But, there is another side to a budget problem. I think our pro- 
grams are worthwhile, or I would not be here in this job, but the 
second part of the question is: whether or not this is the source from 
which the funds could come, or whether or not this is the time, and 
whether or not the Federal economy can stand it, and what are the 
relative needs of the various governmental depart: nents. 

These are questions which I am not an expert in. I think this is a 
good, sound budget, and we have made cuts, where indicated, in 
which the people concerned think they will give an effective, efficient 
operation. 

Mr. Focarry. Do you think you can meet all the needs with this 
$3,376,000? 

Dr. Sesre ut. I do not think we could meet all the needs or all the 
demands in this or any other of these fields, but there are other 
sources of money other than Federal money, and I do not know that 
we will ever meet all the demands in fields of this kind, because there 
always seems to be something to be done ahead of you in the field of 
research, 

Mr. Focarry. That cut was in training grants; was it not? 

Dr. Yes, sir. 

Mr. Focarry. Just what are those training grants for? 

Dr. Sesprei. They are for training in the field of mental health. 
I think Dr. Van Slyke could explain them to you, or Dr. Felix, in 
more detail, when we take up the mental health budget. 

Dr. Van Slyke can answer part of it. 
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Dr. Van Stryke. In brief, Mr. Fogarty, these two budgets are to 
help the schools improve their departments of psychiatry and to 
provide assistance to the trainees who are taking the courses. 

Mr. Fogarty. From which program are you taking the money? 

Dr. Van Styke. | would say it is probably going to come out of 
the training stipend—a portion of it—because the schools have 
minimum demands, and you cannot hire seven-eighths of a man to 
do a job. 

Mr. Fogarry. It is going to be taken away from the grants to the 
schools for teaching? 

Dr. Van Stryke. Well, all the money is given in grants to the 
schools, and then they improve their departments of psychiatry and, 
with the balance of the funds, provide stipends for trainees, and 
people taking these courses. 

So, the one-half million dollars will have to come out of the grants 
to the school program. 


AMOUNT OF TEACHING GRANT PER SCHOOL 


Mr. Focarry. You say “grants to the schools.” You give teaching 
grants in cancer in the amount of $25,000 to each of the 4-vear medical 
schools in the country? 

Dr. Van Stryke. That is right, Mr. Fogarty. 

Mr. Fogarty. What is the situation with respect to heart? 

Dr. VAN Styke. The same is true with heart. 

Mr. Fogarty. Do you give $25,000 instead of $14,000, that it used 
to be? 

Dr. VAN Stryke. Yes, sir. 

Mr. Focarty. How much money do you give to each of the schools, 
and how many schools do you give grants to for mental health? 

Dr. Van Styke. I am sorry, but I am not prepared to answer that 
this morning, but we can supply it for the record, or Doctor Felix can 
give it to you when he comes up. 

Mr. Bussey. Will the gentleman yield? 

Mr. Foaarry. Yes. 


DEFINITION OF VARIOUS TYPES OF GRANTS 


Mr. Bussey. Doctor Sebrell, I think it would be very helpful to 
the committee if you would supply for the record a definition and 
explanation for these different grants. I am sure there has been a 
little confusion on my part and since Mr. Fogarty has been exploring 
it further, it seems that there are some points that are not com- 
pletely clear to him. 

Dr. Sesreiy. I would be very glad to do so, Mr. Chairman. 

That is, you want an explanation of what a training grant is, and 
what a teaching grant is? 

Mr. Busrey. Yes, for each of these various grants. 

Dr. Seprevy. I would be glad to do that. 

Mr. Bussey. I think it would be very helpful, do you not, Mr. 
Fogarty? 

Mr. Foaarrty. Yes, sir; I do. 

(The matter referred to is as follows:) 
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Derinitions—NIH Grant Irems 


Research grants: Grants to non-Federal research institutions and individuals 
in support of research in medical and allied fields. 

Research fellowships: Grants to outstanding students and scholars to stimu- 
late and encourage interest in research careers in the medical and allied sciences. 

Teaching grants: Grants to approved professional schools to coordinate and 
inners teaching in the fields of cancer and heart disease. 

raining stipends: Grants to ene eee to further specialized medical 
and clinical training in the diagnosis and treatment of such diseases as cancer, 
heart, arthritis, and neurological disorders. 

Training grants: Grants to approved professional institutions to provide both 
teaching and graduate training in mental, neurological, and related disease fields. 
These training grants represent a combined teaching grant and training stipend 
program as opposed to the separate programs for these two items carried in the 
cancer and heart appropriations. 

Grants to States: Grants in aid to State and Territorial health departments to 
establish and conduct cancer, heart, and mental health control programs within 
their jurisdictions, 

Special control project grants: Funds made available on a project besis to 
institutions, professional organizations, teaching centers, and nonprofit health 
groups to carry out special studies concerned with the application of information 
and knowledge obtained from basic research to human population groups and 
leading toward the early discovery, diagnosis, and treatment of cancer. 

Mr. Focarry. I have just one more question, Mr. Chairman. 

What did you do with this $500,000 that you took from Mental 
Health? 

Dr. SHannon. May I answer that, Mr. Fogarty? 

Mr. Focarry. Yes. 

Dr. SHannon. Without identifying the $500,000, but just looking 
at the total budget, there has been an increase in the direct. operations. 
That increase is due to the need for funds to carry 250 beds on a full 
vear basis, and the need for the increase from 250 beds to 350 beds 
by July 1 of the following year; 50 of those patients will be added 
in October. and 50 will be added in January. 

So, the direct operations have increased, and that is, roughly, equal 
to the decrease in the grant operation. 

Mr. Focarry. Does that mean that in fiscal year 1956, in order 
to bring the operation of the new clinical center up to 500 beds, you 
are going to take off $600,000 or $700,000 from cancer, or heart. 

Dr. Seprevi. I do not know what we are going to do in 1956. This 
is a matter for discussion with the Department and the Public Health 
Service, and all the factors concerned. 

We have not worked on this problem yet. 

Mr. Focarry. Well, personally, I am not going to go into this any 
more until Dr. Felix comes up here, but for the past 5 or 6 years out- 
standing people in the mental-health field from all over the country 
have told us of the dire need for training in this field and it is incompre- 
hensible to me that these people will go along with a cut in this fund 
of $500,000. I cannot understand it, but I am not going to pursue 
that point any further now. However, I will later on, and I hope that 
when we have some of these outside witnesses, we will compare the 
judgment that dictated this cut against the judgment of these outside 
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witnesses, and that we will ask them to give us their professional 
opinion on such a cut as this in the field of mental health. 

That is all, Mr. Chairman. 

Mr. Bussey. Mr. Fernandez? 

Mr. Fernanpez. | have no questions, Mr. Chairman. 

Mr. Bussey. Doctor, when I visited the hospital at Lexington, 
Ky., this summer, I noticed that they were making quite a bit of 
furniture for the clinical center in the shops down there. 

Briefly, tell the committee about the furniture that is made down 
there for the clinical center. 

Dr. Seprevi. Well, that furniture was made under a contract 
agreement, I believe. 

Dr. Shannon can give you further details on that. 

Dr. SHannon. At Lexington, one of the problems they have is 
the rehabilitation of the patients, and one of the more effective ways 
to rehabilitate patients is to teach them a trade so that when these 
drug addicts—particularly the drug addicts—are released, and are 
returned to their communities, they have the wherewithal to make a 
living. 

One of the jobs down there is the furniture job, and they have to 
have some outlet for furniture, and, by and large, it is the work of 
trainee labor working under close instruction. Any Government 
agency can contract with the Lexington hospital for the acquisition 
of furniture. 

Actually, in dollars and cents, it turns out to be a lower cost than a 
comparable article, which you would purchase on the open market. 
So, on the Lexington side of the matter it is a vocational rehabilita- 
tion, and on our end it is a very economical way to acquire furniture. 

Mr. Bussey. | do not recall the name of the man in charge of the 
furniture shop, but I was very greatly impressed with the fine work 
he was doing there in the shop with these drug addicts, and the 
quality of the work that they were turning out. It was beautiful. 

Dr. SHannon. The quality of the work is superb. 

Dr. Sepre wu. I think we have gotten some very nice furniture that 
came from that hospital. It compares with commercial quality 
material, I believe, and there is some saving of money to us by buying 
it there. 

Mr. Bussey. If there are no further questions, gentlemen, we 
thank you very muc. 

Dr. Seprevu. Thank you, Mr. Chairman. 


Fripay, Aprin 9, 1954. 
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WITNESSES 


DR. JOHN R. HELLER, DIRECTOR, NATIONAL CANCER INSTITUTE 

DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES OF 
HEALTH 

DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL INSTI- 
TUTES OF HEALTH 

DR. C. J. VAN SLYKE, ASSOCIATE DIRECTOR, NATIONAL INSTI- 
TUTES OF HEALTH 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 

ROY L. HARLOW, CHIEF FINANCE OFFICER 

RUSSELL R. LARMON, ASSISTANT SECRETARY, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


SALARIES, EXPENSES, AND GRANTS 


Amounts available Abed obligation 


1953 actual | 1954 estimate | 1955 estimate 


| 
Appropriation or estimate .| $17,887,000 | $20, 237,000 
Transferred from **Promotion and furthe r development of vo- | | 
cational education, Office of Education,” ae to Publie | | 
Transferred to 
“Salaries and expenses, Food and Drug Administration, | 
Department of Health, Education, and Welfare,”’ pur- | 
suant to Publie Law 170 | 
“Salaries and expenses, hospital construction services, 
Public Health Service,’’ pursuant to Public Law 452 
“Service and supply fund, Public Health Service,’’ pur- | 
suant to Public Law 170 — 108, 400 
“Salaries and expenses, Office of the Seeretary of Health, | 
E lueation, and Welfare,”’ pursuant to Public Law | —1,400 
“Salaries and expenses, Office of the General Counsel, Of- | | 
fice of the Secretary of He alth, Educe eaten and Welfare,” 
pursuant to Public Law 170 —5, 000 


2,375 


Adjusted appropriation or eatimate pA ROR Xs. 17, 875, 000 | 20, 104, 775 19, 730, 000 
Reimbursements from other accounts- 19, | 


Total available for obligation 17 894, 844 | 20,104,775 19, 5 
Unobligated balance, estimated savings 265, 260 


Obligations incurred 3 Seneael 16, 629, 584 20, 104, 775 | “19, 730, 000 
Comparative transfer to | | 
“Hospitals and medical care, Public Health Service’ —174, 960 
Neurology and blindness activities, Public Health 
Serviee”” —139, 330 
‘Salaries and expenses, Office of the Secret ary of Health, | 
E jucation, and W elfare”’ —15, 966 
“Salaries and expenses, Office of the General Counsel, Of- | | 
fice of the Secretary of Health, Education, and Welfare’. 


Total obligations 16, 296, 528 | 20, 104, 775 | 19, 730, 000 
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Obligations by activities 


Description 


Direct Obligations 
1. Grants: 
(a) Grants for research and training: 
(1) Researeh projects 
(2) Researeh fell »wships 
(3) Teaching of medical subjects 
(4) Training stipends 
(6) Grants for detection, diagnosis, and other control | 
(c) Grants fr special control projects 
2. Direct operations: 
(a) Research 
(b) Other direct operations: 
(1) Technical assistance to States a 
(2) Review and approval of research and train- 
ing grants 
(3) Administration 


Total direct 


Obligations Payable Out cf Reimbursements From Other 
Accounts 


2. Direct operations: (a) Research 


Total obligations. 


1953 actual 


$4, 778, SO1 
624, 482 

1, 545, 660 
499, 530 


3, 009, 416 


899, 288 | 


4, 170,719 
349, 371 


94, 658 


304, 7.9 | 


16, 276, 684 


Obligations by objects 


Object classification 


PUBLIC HEALTH SERVICE 
Summary of Personal Services 


Total number of permanent pesitions 
Full-ti 1.e equivalent of all other positions 
Average nuiuber of all employees 


Average salaries and grades: 
General schedule grades: 


Average grade 

Crafts, protective, and custodial grades: 
Average salary 
Average grade 


Personal service obligations: 
Per.canent positions. 
Other positions 
Regular pay in excess of 52-week base 
above basic rates 


Total personal service obligations 
Direct Obligations 


Personal services_. 
‘Travel 
Transportation of things 
Communication services 
Rents and utility services 
Printing and reproduction 
Other contractual services 
Reimbursements to “Operating expenses, National 
Institutes of Health, Public Health Service’ 
Supplies and materials__ 
Equipment ___- 
Grants, subsidies, and contributions. _- 
Refunas, awaras, and indemmnities- _- 
Taxes and assessments... 


Subtotal 
Deduct charges for quarters and subsistence 


Total direct obligations 


1953 actual 


$t, 704 
GS3-6.7 
$2, 553 
CPL-3.3 


$2, 701, 961 
55, 363 
9, 


197, 273 


1, 413, 447 
2.3. 


6, 833 


16, 279, 883 
5, 198 


16, 274, 685 


1954 estimate | 


2, 355, 000 


500, 000 | 


2, 250, 000 
1,1 


00, 000 


4, 923, 775 


393, 000 


135, 000 | 


329, 000 


20, 104, 775 


1954 estimate 


$3, 006, 916 


7+, O62 | 


1955 estimate 


$6, 700, 000 
625, 000 
2, 225, 000 
500, 000 


2, 250, 000 
1, 100, 000 


5, 514, 000 
393, 000 


107, 000 
316, 000 


9, 875° 


12, 300 


3, 103, 212 


3, 108, 212 
81, 700 
19, 600 
23, 975 


71, 200 
93, 200 


1, 9°8, 500 
272, 400 
167, 000 

14, 32 «, OOO 
500 

10, 350 

20, 115, 637 


19, 730, 000 


19, 730, 000 


1955 estimate 


, 000 

500 
950 
5, 162 
5, lo2 


, 000 


$7, 369, 000 | 
750, 000 | 
| 
| 
— 
| | 
| 
| 
19, 844 |------ 
16, 296, 528 | 20, 104,775 | 
52 619 
10 lt 
5.9 605 
$1, 670 $1, 678 
Gs-6.5 
7 $2, 877 $2, 877 
CPU-3.3 CPUC-3.3 
$3, 016, 336 
| 71, 062 
| 9,814 
12. 527 P| 12, 350 
ol 2, 768, 633 3, 139, 562 
02 72, 121 81, 700 
03 21,914 600 
Ot 20, 272 2+, 3U0 
05 333 |... 
06 60, 727 || 71, 200 
07 127, 500 
| 2, 435, 950 
08 268, 600 
09 117, 485 165, 300 
ll 11, 357, 177 13, 4 
15 
15 l 
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Obligations by objects—Continued 


Object classification | 1953 actual | 1954 estimate | 1955 estimat: 


PUBLIC HEALTH SERVICE—continued 
Obligations Payable Out of Reimbursements From Other Accounts 


01 Pers mal services 

03 «Transp ortati of things. 
07 Other ntractual s*rvices 

08 Supplies and materials 

09 Equipment 


Total obligations out of reimbursements from 
other ace unts 19, 844 


Total obligations 16, 204, 520 


ALLOCATION TO DEPARTMENT OF COMMERCE 


Other contractual services 1,999 


SUMMARY 
Summary of Personal Services 
Total number of permanent pesttans 


Full-time equival nt of all other positions 
Average number of all employees 


Average saliries and grades: 
General schedule grades: 
Average salary 
Average grade 
Crafts, prote ctive, and custodial grades: 
Average s 
Average iy 


Personal s°rvice obligations: 
Permanent posicions 
Other posi i ns_- 
Regul pay in excess of 52- week base. 
Payment above basic rates 


Total personal service obligations 2, 779, 290 


Direct Obligations 


Pors ‘nal services 2, 768, 633 
Travel 72, 121 
Trwvsp rtati n of things 21,914 
Commu’ icvi ns rvices 20, 272 
Rents and utility sorvices_- 333 
Pri \iing and reproducti mn 60, 727 
Ot.rere nirvetual services. 199, 272 
Keimbu sements to “O rating expenses, National 
Ins itut’s of Health, Public Health Service’. 1, 413, 447 We 2, 435, 950 

Sup li s and materials \ 27: 268, 600 
Eq:tioment. -- 167, 000 165, 300 
Gr ts, subsi ti s, and eontributi | 57,17 14, 324, 000 13, 400, 000 
Ref m/s, awards, and indemnities 190 500 500 
Taxes and assessments , 8: 10, 350° 10, 950 


Subtotal ’ 20, 115, 637° 19. 745, 162 
Deduct charges for quarters and subsistence 5, 198 10, 862 15, 162 


Total direct obligations , 276, 77 19, 730, 000 
Obligations Payable Out of Reimbursements From Other Ac- 
counts 


Other contractual 
Supplies and materials 
Equipment 


Total obligations payable out of reimbursements from 


Total obligations 16, 296, 528 | 20, 104, 775 19, 730, 000 


| | 
820,105,775 | $19,730, 00 
549 605 611 
GS-6.7 GS-6.5 | GS-6.5 
$2, 853 $2, 477 $2, 877 
CPC-3.3 CPC-3.3 CPC-3.3 
$3, 006, 916 $3, 046, 336 
55, 363 74, 062 71, 062 
9, 439 9, 874 9,814 
12, 527 | 12, 3¢0 12, 350 
| 3,103, 212 3, 139, 562 
| | 
08 
09 
ll 
13 
15 
| } 
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Analysis of erpenditures 


- 
1953 actual 1954 estimate | 1955 estimate 
Unliquidated obligations, start of a. $2,614,109 | $1, 821, 515 $2, 646, 290 
Obligations incurred during the year. a dtangecinsh MOR 584 | 20, 104, 775 19, 730, 000 


19, 243, 693 21, 926, 290 
Deduct: 
Adjustment in obligations of prior years 
Reimbursements. 
Obligated balance carried to certified claims account 73 
Unliquidated obligations, end of 1, 821, | 2, 646, 290 | 


Total 17,078, 078 | 19, 280,000 


Expenditures are distributed as follows: 
Out of current authorizations _-..................._.....- 14, 908, 881 17, 780, 000 17, oo 
Out of prior authorizations 2, 169, 197 1, 500, 000 | 2, 200, OF 


Mr. Bussey. The committee will come to order. 

This morning we have for consideration the budget request of the 
National Cancer Institute. Dr. Heller, we are always glad to weleome 
you back to this committee. 

Dr. Hetier. Thank you, sir. 


GENERAL STATEMENT 


Mr. Bussey. At this point, Dr. Heller, we will insert into the 
record your full statement, and will ask you to briefly summarize it 
for the committee, and then we will start with the interrogation after 
your summary. 

(The matter referred to is as follows:) 


SraTeMENT or Dr. Joun R. HELLER, Direcror, Cancer INSTITUTE 


Mr. Chairman, and members of the committee, the National Cancer Institute 
was established by act of Congress of August 5, 1937, for the purpose of achieving 
control of cancer in man through studies relating to the cause, diagnosis, and 
treatment of neopastic diseases, and by supporting useful application of the 
results of such studies. 

Although cancer research has expanded most rapidly since the end of World 
War II, the Public Health Service has been active in the field since 1922. At that 
time cancer research within the Public Health Service was initiated by two groups 
of scientists—one at Harvard University and the other at the Hygienic Laboratory 
in Washington. These groups were merged to form the nucleus of the National 
Cancer Institute. Under authority of the organic act of 1937, the chief provisions 
of which were incorporated in Public Law 410, the Institute conducts original 
research in its own laboratories, supports research in other institutions through 
grants-in-aid, and helps enlarge the supply of qualified research scientists and 
medical practitioners by awarding fellowships to promising young scientists and 
traineeships to young clinicians. 

It is imperative that perspective be employed in considering cancer. The path 
toward control has been and will be probably for many years to come, a hard one. 
Significant gains are more likely to be made in small rather than large segments. 
Mobilization of attack is one of the great achievements of our present program. 
Funds, organization, training, teamwork, and thought are the basic requirements 
for ultimate success. 

EXTENT OF CANCER 


Cancer, which is regarded as not one disease but a family of diseases, is our 
second leading cause of death—second only to heart disease. It strikes 1 out of 
every 2 households, and every day over 600 Americans die from the disease. 
About 250,000 will die of cancer in 1954, and about 700,000 will be under treat- 
ment during the year, of whom 530,000 will be newly diagnosed. Nor is the 
importance of cancer as a cause of death confined to certain age periods. It 


45836—54— pt. 


256 


extends across the entire life span. Between the groups 5 to 14 and 35 to 74, 
it is the second leading cause, and only at ages under 5 and over 85 does it drop 
below third place when causes of death are ranked in statistical importance. 

The age distribution of the population changes with time. If prevailing death 
rates at each age continue, in 1975 some 1 million persons will be under treatment 
for cancer, and an estimated 326,000 will die of it. Unless the cancer death rate 
for older people can be drastically cut, the number of persons affected by cancer 
will increase by more than 50 percent during the next 25 years because a larger 
proportion of the population is living into the upper-age brackets. Emphasis 
upon the increased risk of developing cancer should not, however, conceal the 
fact that a substantial number of cases are diagnosed among children and young 
adults.. Recent morbidity surveys revealed that 15 to 16 percent of all cancer 
eases diagnosed during the study year were persons under 45. 


ECONOMIC LOSS 


Probably three-fourths of the potential economic production of the 530,000 
ersons who will be diagnosed as having cancer in 1954 will be lost to society. 
aking the age distribution of new cases of cancer into account, and counting 

as lost only those years that an individual may be considered as productive, this 
represents a tremendous loss of income to the families affected at the very time 
that their expenses mount. In fact, it is illness from cancer rather than death 
from cancer that most affects the cost of medical care, and that is why it is impor- 
tant from this standpoint to do everything possible not only to cure cancer but to 
cure it as early as possible to avoid the heavy expense of long terminal care. 


RESEARCH 


The ultimate goal of research is to discover the basic nature of cancer in man 
in order to establish means of preventing as well as curing cancer when it strikes: 
Efforts in this direction have each vear broadened the base of fundamental facts 
about the process of growth, both normal and abnormal. Unlike other diseases, 
cancer is a type of body reaction and results from the probable interaction of a 
number of factors. The common denominator, however, in this type of body 


response is the change within the individual cell which we call malignant trans- 
formation. This refers to the multiplication, differentiation, and organization of 
cells in the body which, reduced to a simple word, means growth. In the study 
of cancer, therefore, growth is the fundamental element. 

Cancer, then, is a disease of individual cells. Malignant cells seem to be 
specificaliy modified cells capable of passing on their abnormal characteristics 
when they create new cells. There appear to be irreversible changes in cancer 
cells, the cause of which has not been established. 

A few external causes of cancer are known, such as undue exposure to a variety 
of industrial chemicals ahd ionizing radiation. But the natural causes of cancer 
are more clusive, and must be sought vigorously and tirelessly before prevention 
ean be achieved. 

The fact that exposure to external influences which can cause cancer does not 

roduce it in all members of a population indicates the important role of intrinsic 
actor. Controlled experiments with animals have shown that both suscepti- 
bility and resistance to cancer can be inherited. Susceptibility and resistance 
are relative terms, however, for an overwhelming stimulus may overcome natural 
resistance. Furthermore, these characteristics varv with individual animals of 
the same species. The importance of the genetic influence in producing cancer 
experimentally in animals has been demonstrated by mating brother to sister for 
many generations, but, of course, it is quite impossible to do this with human 
beings. We must therefore continue to study genetic inflvences in animals in 
terms of physiologic or biochemical functions which may be measured in many 
individuals and correlated with their probability of developing cancer. 

It might be said that the crux of the problem in cancer is the behavior of living 
cells. Cells derive their energy from chemical reactions from within. There is 
variation in the chemical behavior of cells of different strueture, with a change in 
chemical behavior as the structure is changed. Consequently, a malignant cell 
seems to differ chemically from a norma! cell because it behaves differently. 
Control, therefore, of the growth of tumors other than by removal might be ac- 
complished through the control of their chemical reactions, 
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DIVERSE DISCIPLINES INVOLVED IN CANCER RESEARCH 


There is a vast body of knowledge available to the research scientist. In some 
respects more is known about cancer than other diseases. Those who are trying 
to develop diagnostic tests for cancer, or to find cures for cancer, or the cause of 
cancer, see the paths of several disciplines weaving together, interlocking fre- 
quently and then diverging markedly. The many advances made in the several 
research pursuits in cancer have been found to be dependent one upon the other 
to a striking degree. 

Most improvements in the care of the cancer patient will result from research, 
Many scientific specialties have contributed significantly to progress in cancer 
research and will continue to do so. Such a broad attack may seem diffuse to 
those not acquainted with the field, but experience has shown that advances in the 
study of disease states must in large measure await the availability of information 
obtained from investigations that seem to have little or no direct application to 
everyday problems. The point is often made, and can be substantiated from 
history, that practical applications of scientific facts and principles, such as 
inventions, are inevitable consequences of progress in amassing accurate informa- 
tion. It is for these reasons that research in several disciplines of science must 
form an integral part of cancer research. Many of these studies do not appear 
to be as spectacular as some of those made on cancer present in the patient, but 
it is important to keep in mind that if the supply of fundamental information is 
not constantly replenished, practical, tangible results for the patient will be all 
the slower in coming. 

Many of the results which the cancer research worker considers highly significant 
never receive emphasis in the reading material presented to the public. A truly 
great amount of progress has been made in the last decade in this area of research, 
We have a much more thorough understanding of the nature, initiation, diagnosis, 
cure, palliation, and prevention of cancer than ever before. 


TANGIBLE RESULTS NOW AVAILABLE 


\ summary of an extremely large amount of long and laborious work, indicating 
several significant advances, can be given by a listing of certain basic principles 
relating to the causation of cancer which have been affirmed and reaffirmed in each 
of several species studied, including man: 

A wide variety of apparently unrelated agents—chemical compounds pro- 
duced synthetically, naturally occurring compounds, radiations, and biologie 
entities—can produce cancer. 

2. Most of the potent agents will produce cancer in only a fraction of the popu- 
lation studied. 

3. The cancers that result from the application of a powerful cancer-produein 
ageut develop after a long period of apparent well-being, which may be matieapedt 
in weeks or months in laboratory animals but is probably a matter of years in 
man. 

4. The advent of cancer need not be preeeded by any constant, predictable, 
structural change in the tissue that is destined to become cancerous, at least by the 
methods of detection now available. In some specific cases, however, such 
changes can be detected. 

5. Quantitative relationships between the character and intensity of some agents 
capable of producing cancer, and their effect on laboratory animals, have been 
defined. 

Experience in studying persons with cancer caused by accidental, occupational, 
or industrial exposure to cancer-producing hazards substantiates the validity of 
these generalizations. Additional confirmation is afforded from investigating 
peculiarities of locale or habit which make some populations more susceptible to 
cancer than others. 

CANCER AND INDUSTRY 


On the basis of several studies, a number of compounds present in the environ- 
ment have been found to be agents that cause or contribute to the initiation of 
cancer in man. Such compounds are some tars, some petroleum products, radio- 
active materials, certain metallic materials (e. g., chromates, obtained in metal 
smelting processes), certain dye intermediates, and other products or byproducts 
of industrial activity and modern civilization. From such findings, it has been 
possible to prevent exposure to those materials of the industrial worker handling 
such agents. It is clear that numerous cancers have, therefore, been avoided, and 
such preventive methods will continue to pay inestimable dividends in terms of 
prevention of human suffering and loss of life and dollars. 


258 


CLINICAL WORK NOW POSSIBLE AT BETHESDA 


Direct research activities at the National Cancer Institute have as their basis 
of approach the acquisition of factual information obtained from the study of 
experimental and clinical eancer. Many research categories are involved in ob- 
taining this information, and large masses of data have accrued from the study of 
experimental cancers. The availability of long-needed research hospital facilities 

ovided by the new Clinical Center of the National Institutes of Health will make 
It possible to obtain similar information on human cancers, in order to affirm or 
deny the soundness of the basic approach and to obtain further knowledge and 
practice in the control and prevention of cancer in the humen being. 

With the acquisition of clinical facilities, the laboratory worker and the physician 
have been brought together in their work. The former has become more aware of 
these facets of cancer research extremely important to the effective control of 
cancer in ran, and the latter has been encouraged to work with the critical acumen 
and rigid discipline that characterize the more easily controlled laboratory investi- 
gation. An example of the effects of this wedding of the two groups is found in a 
problem in protein chemistry and metabolism that had been studied at a labora- 
tory level. This concerns a technique which permits separation of different pro- 
teins in essentially unchanged biologically active state. It has enormous potential 
for the study of plasma proteins in man which can now be grouped into only 6 re- 
produetible entities, whereas the new methodology suggests that an unpredictable 
number of different proteins may be definable. One of the clinical staff has be- 
come so interested in the work that he is now spending about half of his time with 
the chemists in anticipation of the direct determination of the clinical usefulness 
of the technique. This manifestation of interest on the part of clinically compe- 
tent people led the chemists to an interest in certain aspects of protein metabolism 
important to cancer patients which should help to prevent the deterioration that 
commonly accompanies the growth of cancer and influences the effectiveness of 
therapeutic measures. 

As another example of scientists-clinical cooperation, a member of the surgical 
staff of the National Cancer Institute became interested in the reason for the 
frequent local recurrence of head and neck cancers after extensive surgical pro- 
cedures designed to effect their cure. In many instances such cancers have 
recurred within a year at or near the site where the operation was performed. 
In some cases it was possible to recognize cancer cells in a wound resulting from 
extensive neck surgery after the tumor was removed but before the wound was 
closed. This has lead to a series of experiments in rabbits designed to find out 
more about this problem, and laboratory scientists of our staff are cooperating 
wholeheartedly in the venture. Ultimately, it is hoped that results from this 
animal research may be taken back to the operating room and lead to prevention 
of recurrence at the incision. 

One group of scientists at the National Cancer Institute is investigating the 
appearance and microscopic arrangement of cells and tissues in the development 
of cancer. Another group is trying out drugs to find out which ones can inhibit 
the growth of tumors. Other scientists are exploring the role of endocrine glands 
and the hormones they produce in the development and progress of cancer in the 

atient. Piologists are studying the delicate structure of the cell to see what 

appens in the chemistry of the cell when it changes from normal to malignant, 
to learn more about the influence of heredity on the occurrence of cancer, and to 
see how the cancer cell sustains itself. 

Experiments designed to inerease our understanding of the effects of radiation 
on the body are in progress in laboratory animals. In addition to their impor- 
tance to cancer research, such studies are, of course, needed because of the develop- 
ment of atomhic-energy weapons. Especially important to both areas are studies 
on radiation sickness (nausea, vomiting, diarrhea, fatigue, and weakness plus, in 
severe cases, anemia, hemorrhage, and infection resulting from large doses of 
radiation). It has recently been found that shielding of the spleen or of part of 
the bone marrow, or the prompt administration of normal spleen or bone marrow 
to an individual who has been exposed to a fatal dose of radiation, can prevent 
or counteract many of the usual consequences of such exposure. These findings 
give new leads to possible effective means of protection against large amounts of 
radiation. Much remains to be learned in this area. 

Surgery and irradiavion by X-ray or radium are still the only recognized defini- 
tive. treatmen! by which cancer can be cured. There have been significan. 
reductions in mortality rates for cancer of some sites through improved techniques 
of surgery and care of ihe patient both before and after an operation. Some- 
times, through surgical removal of endocrine glands, growth of a tumor can be 
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interrupted temporarily because of the alteration of hormonal balance caused by 
the absence of the glands. 

The development of new and more powerful radiation has made this method 
of treating cancer much more effective. There have been ingenious improve- 
ments in methods of applying radiation, such as rotation of the patient underneath 
an X-ray beam, which makes it possible to pin the radiation on the cancer with a 
minimum of damage to surrounding tissues. 

Radioactive isotopes have now made it possible to apply radiation with par- 
ticular advantage to certain kinds of eancer formerly difficult to reach. Radio- 
active iodine is valuable against cancer of the thyroid and radioactive phosphorus 
is useful against leukemia. 

As the use of chemicals in the treatment of cancer widens, undeniable evidence 
of their clinical usefulness grows, increasing the importance of chemotherapy as 
an aid to surgery and radiation. Experience with patients continues to vield new 
proof that several of the chemical agents now available, while not curative, add 
months of comfort and productivity to the lives of many, both children and 
adulis. Some chemicals can be given to increase the effectiveness of radiation. 
Others can be used, in selected cases, to increase the effectiveness of cancer sur- 
gery. In some instances, chemicals may be used with considerable benefit in 
the palliation of incurable cancers, permitting longer survival. 

The forms of cancer which have been helped, though not permanently, by 
treatment with chemicals, include acute leukemia in children, chronic leukemia 
in adults, Hodgkin’s disease, advanced cancers of the breast and the prostate 
gland, and cancers of the bladder and the lung. 

Bearing on an important aspect of cancer chemathereny, intensive work on 
the cause of leukemia and allied diseases of the blood-forming organs continues to 
progress at the National Cancer Institute. Experimental study of the influence 
of the thymus gland on the oecurrence of leukemia is being extended. Also going 
forward in research on the resistance to chemical treatment agents which leu- 
kemie cells develop. This research has shown that leukemic cells develop resis- 
tance to specific antagonistic compounds, such as the folic acid antagonists, and 
that this resistance may be due to a change in the cancer cells. These important 
findings are further evidence that the biological activities of cancer cells are not 
fixed, but can be altered by chemicals and made less active and less destructive. 
Thus, they may point the way to better methods for using chemicals which have 
counteractive effect in the treatment of leukemia. 

In this field, in which the Congress has expressed special interest, the newly 
established Committee of Cancer Chemotherapy Investigators, whose integrated 
research programs are supported by grants from the National Cancer Institute, 
is undertaking a coordinated program designed to bring about earlier solutions to 
problems that seriously limit the chemotherapeutic attack on cancer, including 
leukemia. It is believed that better methods can be devised for sereening echem- 
ical compounds for cancer-destroying ability, that promising anticancer chemicals 
can be synthesized more rapidly and systematically, and that the trial of such 
compounds in human beings can be accelerated when the safety and possible 
usefulness of the drugs have been established. 


GRANT SUPPORT, FELLOWSHIPS, TRAINEESHIPS 


Financial support to agencies and institutions outside of Government for cancer 
work has been extended during the past year. Grants of one type or another have 
been made to practically all organizations and institutions in the Nation that 
have appropriate facilities and personnel to collaborate in solving the problem 
The immediate goal of this activity is to advance the whole national program of 
eancer research. There has been a gradual increase in the number of scientists 
trained in the various fields necessary to cancer research, and additional facilities 
have become available. Discoveries in the field of atomic energy have brought 
about possible applications of several exciting facets of this new area to the study 
of the diagnosis and treatment of cancer. 

In the fellowship program, since its inception in 1938, there have been 1,020 
young men and women who have been supported in their training to become 
research scientists. In addition, since 1938, 635 voung nhysicians have received 
specialized training in such fields as surgery, mocicine, path logy, o* radiology 
in institutions throughout the country, in order that there may be an improvement 
in the care and treatment of cancer patients in hospitals and clinics. 
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APPLICATION—-CANCER CONTROL 


Progress in the control of cancer depends not only upon continued laboratory 
and statistical research, but also upon application of the products of research as 
rapidly as practicable to the problem of discovering and treating individual 
cases. nsibility for promoting such application through the development 
of case-finding techniques and programs of professional and lay education rests 
upon both Government and voluntary groups. 

The key to successful treatment of cancer is finding the disease early. The 
two general objectives are: first, to find ways to shorten the dangerous time 
intervals between the onset of the disease and diagnosis, and between diagnosis 
and the start of treatment; and second, to improve the level of cancer diagnosis 
and management. 

As with any disease, case finding is extremely important in the control of 
cancer. Pecause of the importanee of early diagnosis, every effort must be made 
to find individual cases even before ordinary symptoms appear, if possible. This 
gives added importance to frequent medical examinations for everyone. 

Advances which have been made in the diagnosis of cancer have made it 
necessary to abandon many basic concepts in order to make early detection 
possible. For example, it is recognized today that abnormal vaginal bleeding as 
a direct result of cancer of the womb means, in the majority of cases, that a 
visible tumor with sible ulceration is present, and that this is not an early 
stage of cancer in [ic sseenk sense of the term. By examining cells from the 
vaginal tract, a microscopic lesion of the neck of the womb—a lesion—referred 
to as ‘“‘carcinoma-in-situ’’ can be detected. Some authorities believe that all 
such cancers begin in this manner and after a time grow and become an easily 
recognizable cancer. If this can be substantiated, it will mean that the referred- 
to lesion is cancer at its earliest stage and is curable in practically 100 percent of 
cases. 

The life-saving value of the cell examination technique in discovering caneers 
of the uterine cervix at early stages, before they become incurable, continues to 
be demonstrated. The latest in a series of clinical studies has shown that these 
cancers undoubtedly start in a highly curable form and remain so for as long as 
5 or 6 years. This knowledge concerning the latent period of cervical cancer 
provides us with a much more useful tool for better handling of this form of 
cancer, the second most frequent form occurring in women. 

In breast cancer it has long been felt that if a lump in the breast were small in 
size, it probably had not spread to other parts of the body, particularly the glands 
in the armpit, and was “‘early’’ cancer. It is now recognized that the size of the 
original tumor does not necessarily bear a direct relationship to the stage of 
development of the cancerous process, and that the stace of truly “early”’ breast 
cancer lies further back in its development, toward a microscopic lesion. 

In lung cancer it is now recognized that cough, chest pain, expectoration and 
loss of weight are manifestations of late cancer. An early lung cancer produces 
no symptoms and reveals itself as a “silent shadow”’ on the X-ray film or throuch 
eancer cells observed in bronchial secretions which can be examined under the 
microscope. 

There is now no one screening procedure or test which will discover early cancer 
of all types. There are, however, tests for cancer of svecifie body sites which 
are valuable case-finding tools. Other techniques and procedures are being 
developed and used. 

It would be highly desirable to determine the kinds and types of people most 
likely to develop cancer. If this could be done, case-finding efforts could be more 
specifically directed toward groups in which cancer of particular sites is most 
likely to occur. There are, in fact, geographic, climatic, racial, socioeconomic, 
and environmental differences in the occurrence of cancer, whose significance to 
case findings has been appreciated only recently. There are, for example, racial 
differerces in the incidence of cancer of specific locations. The incidence of 
cancer of the uterine cervix, to take one specific finding, is higher in Caucasians 
than in Negroes, while the reverse is true of cancer of the body of the uterus. 

The habits of people may have a relationship to cancer. For example, excessive 
cigarette smoking appears to have some association with lung cancer, although 
the evidence that smoking causes cancer is still inconclusive. Numerous studies 
are being conducted to determine if such an actual relationship is primarily 
causative. 

Exposure of workers to a number of materials in their environment may be 
the basis for development of the majority of occupational cancers. Many studies 
are in progress in several parts of the country designed to search out the cancer 
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causing agents in manufacturing or industrial environment. Elimination of the 
material or appropriate protection to the worker will achieve control. 

Case-finding programs have taken principles, devices and procedures utilized 
by other disease control programs and attempted to adapt them to the cancer 
problem. For example, the small X-ray film used in screening the population for 
tuberculosis has a degree of usefulness in the discovery of early lung cancer. 

A cancer clinic is a facility, usually located in a general hospital, and organized 
so that representatives of the various specialties, including surgery, pathology, 
radiology, and internal medicine, can work with the patient’s private physician 
on diagnosis and treatment. 

The number of cancer clinics throughout the Nation has inerensed markedly 
in recent years, but there are still far fewer than are required to meet the need. 
The establishment of additional clinies is being promoted and encouraged. 

A variety of general diagnostic tests for cancer have been developed, most of 
which have been extensively evaluated but none of which is sufficiently sen- 
sitive or specific for practical use. However, the fact that some of them work 
to some extent is-an indication that something tangible occurs in the body of a 
cancer patient which it may be possible to measure. Further intensive work is 
needed on this and will result, it is hoped, in a reasonably satisfactory general 
test for cancer. Such a test would be of considerable value in determining those 
individuals who would require further diagnostic study to determine the organ 
or area of the body involved. Lacking a general diagnostic test, there are certain 
techniques by which cancer of specific sites can be indicated in an early stage when 
opportunity for control is greatest. The most useful of these is the simple cytologic 
test. or cell examination technique, described earlier in this statement. 

In recent vears considerable effort has been devoted to the improvement of 
cancer teaching to undergraduate students in medical, dental, osteopathic, and 
nursing schools. These efforts have assured for graduates of these professional 
schools a better understanding of cancer and better preparation for handling this 
disease problem. 

These educational efforts have been extended beyond the undergraduate years 
to physicians interested in obtaining special training in the diagnosis and treat- 
ment of cancer. Both voluntary and governmental groups support such 
specialized training for physicians, and the need for it is increasing. 

In addition, the level of competence of practicing physicians, publie health 
workers, nurses, and other professional groups concerned with the control of 
cancer has been increased through educational media such as refresher courses, 
national conferences, teaching films, manuals or guidebooks, and professional 
bulletins. 

As the physician’s index of suspicion of cancer is raised, it is also necessary to 
show the general public the importance of cooperating with the medical pro- 
fession for more effective cancer control. A well-planned, widespread, and 
continuous public educational program can reduce deaths from many types of 
cancer. It can do so by stimulating the individual’s awareness of cancer and 
by teaching him to seek medical attention at the earliest moment in the develop- 
ment of his disease. 


Mr. Bussey. You may proceed, Dr. Heller. 

Dr. Heiter. Thank you, Mr. Chairman and members of the 
committee. 

The statement submitted to you and the committee indicates 
something of the extent of cancer. We are seeing more and more 
deaths from cancer occurring in this country, as there are more of us, 
and as we have an aging population. 

We indicated something of the research approach which has to do 
primarily with an —- toward the cell as the integral unit of 
—— and upon which the whole concept of cancer as a disease is 

ased; that is, the aberrant, or the wild growth of a cell, which is 


uncontrolled by the body mechanism. 

We mentioned something of the importance of cancer in industry, 
in which something in the order of 1 percent of the causes of cancer 
are known, and these primarily are in the area of industrial cancer, or 
environmental cancer. 
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We mentioned something of the clinical work in cancer, and some 
of the work at the clinical center which will go on at that project in 
the future. 

Particular reference was made to radiation, and some of the work 
proposed at Bethesda, and some of the work being done by grantees 
throughout the Nation. Special attention was paid to chemotherapy, 
which is a program in which this committee has been especially 
interested, and for which funds were additionally made available 
during the current fiscal year, for the prosecution and encouragement 
of additional work in this general area of chemotherapy with particular 
reference to leukemia and allied conditions. 

Mention was made to grant support to the institutions throughout 
the Nation for fellowships and for traineeships. Something of the 
order of the magnitude of these programs was outlined, and mention 
was made of the disposition of men who had completed these training 
opportunities. 

r. Bussey. Doctor, I wonder if, rather than summarizing the 
headings of these different subjects, you would tell us a little about the 
details of what you are doing? 

Dr. Hetuer. Certainly, sir. 

We speak of research, Mr. Chairman; we are including both the 
work done at Bethesda and the work in other institutions throughout 
the country with funds made available by the Congress for support of 
such work. 

Work, in research is approached from a number of angles. Many 
disciplines are involved in cancer research. We find that the geneti- 
cists, physicists, chemists, the biologists and pathologists, and numer- 
our other categorical disciplines are involved with study of the several 
aspects of the cancer problem. 

We find that there seems to be a general concept in the minds of 
most of these individuals that the cell, as I mentioned previously, 
is the fundamental unit which they need to study to find out the 
secrets of why the cell behaves as it does, and what makes it function 
normally. What are the things which cause it either to cease func- 
tioning as a normal unit of the body, or those things which cause it 
to behave as an abnormal growth. 


VALUE OF EARLY DETECTION 


Mr. Bussey. Doctor, from time to time we have had testimony 
before this committee to the effect that a much larger mice of 
cancer patients could be cured if it could be found in time. hat 
has developed during the past year in regard to the detection of 
cancer, so that you can detect it soon enough to cure it? 

Dr. Hetier. Mr. Chairman, I think some of the most significant 
advances that we have yet seen in cancer research have taken place. 

If I may be permitted to show you and the gentlemen of the com- 
mittee a hans which I think will illustrate some of the points, I would 
appreciate it. 


ADVANCES IN DETECTION OF CERVICAL CANCER 


Here is an illustration of the status of cervical cancer: Cervical 
cancer is a condition with which about 30,000 women a year are found 
to be afflicted. We find that about two-thirds of this annual 30,000 
will die within 5 years. 
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Cervical cancer is considered to be cancer of an accessible portion 
of the body, which can be visualized, although there has to be an 
examination made by a skilled and competent physician. 

Due to the research by Drs. Papanicolau and Traut, who were sup- 
ported by grants from the National Cancer Institute, a procedure has 
been elaborated, by which cells from cervical cancer can be found 
early, earlier than anyone previously suspected, this has reaffirmed 
the belief which has been fairly well proved in the minds of most 
pathologists and cytologists that cancer starts much earlier, but lies 
more or less quiescent for at least 5 to 6, and sometimes 10 years, 
before it becomes clinically noticeable. The cytologists call it invasive 
when cancer invades the rest of the body. 

The figures on your left, indicated by the blue, indicate the League 
of Nations figures, and the amount of cancer occurring in the various 
stages. The stages are arbitrarily set forth by the old League of 
Nations committee under its nomenclature of furnishing cancer 
information. We see 10 percent in stage 1, this being the most 
favorable from the point of view of removing the cancer, proceeding 
on to stage 4, in which 20 percent of all cases coming to medical 
attention are in an almost hopeless stage. 

The stage zero is the stage to which I referred briefly, and it is 
possible through the Papanicolau cytologic test to find cancer cells 
which will slough off from these early or undetectable cervical cancers. 
This stage zero can be found probably in 100 percent of instances of 
cervical cancer, if one looks for them. 

On your right is represented the present experience in the manage- 
ment of cervical cancer, if we get it in the earliest stage that it is 
clinically detectable. Sixty percent of the individuals will have a 
5-year survivorship, which is a standard of measuring the effectiveness 
of treatment. 

In the next stage, which is somewhat less amenable to treatment, 
only 50 percent can be saved, and so on up to stage 4, in which only 
5 percent will live 5 years, and presumably be cured. 

The expression “cured” is always used in quotation marks in this 
instance. 

Mr. Bussey. Doctor, it is not quite clear to me what these five 
stages represent. 

Dr. Hetuer. All right, sir; I will make that as clear as I can. 

Stage 4, Mr. Chairman, represents cancer in an advanced state in 
the cervix of the uterus of the woman, in which it has extended beyond 
the confines of the uterus itself, and has extended into the outlying 
tissue, and truly is far advanced. 

Stage 3, in which the cancer is confined primarily to the cervix of 
the uterus, or to the body of the uterus, represents the situation in 
which there have been some slight extensions into the outlying tissue, 
but not so far to the rest of the body as in stage 4. 

In stage 2, the lesions are fairly well confined to the uterus. In fact, 
they are confined to the uterus, but have extended from the cervix, 
which is the lip of the uterus, into the body of the uterus. 

Stage No. 1 is the situation in which cancer of the cervix is confined 
to the cervix, or the neck of the womb stage zero is that position in 
which there is a tiny almost minute cancer, which is quiescent within 
the cervix, and which probably has been there from 5 to 10 years 
before it becomes clinically noticeable, or causes any symptoms. 

It is that stage in which we are very interested. 
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This year we have reason to believe, from the information derived 
from grantees, and from our own experience, that 100 percent of 
cancer of the cervix detected in this early stage can be cured. 

We have a study going on in Memphis, Tenn., in which many women 
of Shelby County are Selate examined through cytological examina- 
tions. ‘To date, about 80,000 women have , a examined, with a 
finding of something of the order of about 250 of these hitherto un- 
detectable cancers. With proper medical attention, 100 percent of 
those women could be saved, it the cancer not progressing to this 
unfavorable point on the chart. [Indicating.] 

That, to me, sir, is one of the most fascinating and one of the most 
striking advances which has been made in the past year, and bears 
upon the very point which you brought up, that is, early diagnosis, 
early recognition and prompt treatment. 

Therefore, we consider this to be one of the most remarkable ad- 
vances in the management of cancer, and which has not only tre- 
mendous laboratory and clinical significance, but great public health 
significance. It is, therefore, capable of being translated to a health 
department activity or to other practical measures, as we hope to 
demonstrate on the Memphis studies, to the extent that it can be 
used in a given population of women. 

One of the most important things to us is that this stage zero of 
cancer of the cervix is occurring in young women—women 25 years of 
age, to 35 years of age—which is important, because that is the child- 
bearing age. 

We know that this early cancer exists, and while under medical 
surveillance these young women can go ahead and have children. 
At the proper time, as determined by the physician, remedial surgery 
or radiation can be given, and the woman will be cured, and I do not 
put “cured” in quotation marks in that instance. She is cured of her 
cancer, and yet she is able to have children. 

Therefore, Mr. Chairman, I think that is one of the most dramatic 
illustrations of the thing which you mentioned, and we hope by another 
year or so to be able to indicate unequivocally the proposition that 
management of cervical cancer is practicable and can be utilized by 
health departments and physicians as a workable measure. 


ADVANCE IN DIAGNOSIS BY X-RAY 


One development which is perhaps less dramatic, but important is a 
new advancement in X-ray, which utilizes the million-volt X-ray. 

Here, on row No. 1, is a photograph of an X-ray taken by the 
conventional machine. 

X-rays, as you know, in diagnostic procedures, depend upon the 
shadows ade are read in the film, according to the density of the 
material through which the X-rays go. In other words, the denser 
the material, the lighter it will appear upon an X-ray. 

For instance, this dark portion here indicates that the rays are going 
through. This is the rib, and this is the lung. Therefore, if one ex- 
pects to find a solid tumor, one would look for a light place. 

This man was believed, strongly, to have cancer of the lung. It was 
not clearly demonstrable in an ordinary picture, but with one of the 
new 2-million volt X-ray machines at the University of Pennsylvania 
nvestigators working under a grant from the Cancer Institute, foun 
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that it is possible to find tumors in the chest which are deep and ob- 
scured by bones, or other heavy material somewhat of the same den- 


sity. 

This, then, is the conventional picture. Now, here is a picture of 
the same chest, taken with a 2-million-volt machine, the rays of which 
penetrate much more deeply, and when adjusted, we see what is 
called a bulla, or a bleb outlined in this area, which is an airspace, 
with tissue around it probably indicating inflammation. Here, sir, 
is a fairly large cancer of the lung outlined as a white mass, which, 
as I pointed out previously, is denser than this, or this. 

It, therefore, shows up as a tumor not easily noticeable in the 
previous picture. A diagnosis of cancer of the lung was established 
much more easily and quickly which could conceivably have been 
missed through routine examination by X-ray. However, in this 
way a diagnosis was established, and the point is brought out in your 
question to the effect that the tumor can be picked up much earlier 
this way and remedial surgery instituted, enabling the individual to 
have a much better chance of survival. 

One other picture illustrates the same situation. Here is an X-ray 
by conventional diagnostic procedures, in which an individual pre- 
viously had cancer of the lung, part of which had been removed. On 
this side over here we see the heart and the breathing apparatus pulled 
over to the right by adhesions. 

Here is the trachea, that is, the windpipe, which extends down 
here, which is pulled over. 

The man was having symptoms several years after his initial 
difficulty. 

The conventional X-ray did not indicate the presence of a tumor, 
although it was strongly suspected. A picture was then taken with the 
2-million-volt machine on the same individual, at the same time, with 
proper adjustments. 

Here, we see, as the arrow points out, a distinct mass which was 
later, upon operation, found to be as was thought, a carcinoma of the 
lung, which was pushing the windpipe over and causing the air and 
material to have to go around this tumor, and causing a definite 
trouble. 

It is believed by many X-ray men, Mr. Chairman, that the utiliza- 
tion of these new machines will help us to find cancer of the lung earlier, 
and bear out the point which has been made so many times by myself 
and by others, that early detection and early recognition and early 
surgery will be the means, then, of saving an additional 25 percent, 
even with the treatment tools which we have now available. 


HARMFUL EFFECTS OF RADIATION 


Mr. Bussey. Doctor, while we are discussing X-ray, I have from 
time to time heard people say that there is a disease of some kind that 
comes from having the body X-ray’d too much. Is there any founda- 
tion for that? 

Dr. Heuer. Yes, sir; it has been found that all animals. including 
human beings, are susceptible to X-rays in varying degri.s. This 
has been found primarily through experience in radiation activities 
in which there have been some unfortunate accidents—unpreventable 
and unpredictable accidents. Individuals have received fatal doses of 
total body radiation, and usually die within a week or 10 days. 
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Individuals vary as to the time they will live, and vary somewhat 
as to their reaction, but generally their reaction is the same. The 
first symptom is usually nausea or vomiting. They proceed then into 
a coma, and very quickly die if they have received more than 400 
roentgens, that being the arbitrary unit used by the physicists as a 
measurement of the amount of radiation which they call lethal dose 50. 

That is, 50 percent of people who receive a dose of 400 roentgens 
will die, but others will survive that dosage. 

Therefore, there has been a great activity on the part of our scien- 
tists, and scientists of the Atomic Energy Commission and others, as 
to means to protect individuals from radiation damage. 

In our own activity at the Bethesda location, Dr. Lorenz, who, 
unfortunately, died about 2 months ago, found that animals could 
be protected by the injection of small amounts of bone marrow, the 
material found in bones, which is a blood-forming substance. Small 
amounts of this will protect animals phenomenally even under total 
body radiation, a condition in which their whole idly is exposed to 
radiation. 

It has been found that screening vital organs of the body, that is, 
the spleen, the liver, and some of the other organs, with a lead plate, 
or with some other protection against radiation, will cut down re- 
markably the fatal effects, or the deleterious effects of X-radiation 
or ionizing radiation. 

It has been found also that animals and individuals given less oxygen 
than is necessary for ordinary requirements, will be protected to the 
extent that they can take more than usual amounts of X-radiation or 
radiation before having fatal effects. 

There has been great activity on the part of everyone to find out 
more about why the cells of the body are involved. The physiology 
involved suggests damage to the blood-forming organs, particularly. 
Lukemia, for instance, Mr. Chairman, will develop sometimes, as has 
been indicated at Hiroshima and Nagasaki, after exposure not to a 
fatal dose of radiation,but to a near-fatal dose, in which the blood- 
forming organs, bone marrow, and other systems, have been involved. 

Mr. Bussey. Does that body change which is caused from X-ray, 
have any particular name? 

Dr. Heuurr. It is referred to as radiation sickness, or injury. 

Dr. Sesrecu. It is usually referred to as radiation sickness, when 
an individual who is under treatment gets a heavy dose of X-ray 
and it is this radiation sickness that limits the amount of X-ray you 
could use in treating a cancer. 

Mr. Bussey. What means do you employ to determine in advance 
of the patient being X-ray’d as to what amount he can safely take, 
and what he cannot take? 

Dr. Heiter. The machines which are used, Mr. Chairman, in the 
treatment of cancer are very carefully calibrated. As a rule, the total 
body is not radiated but only the site of the cancer. 

Let us assume that it is cancer of the breast or cancer of the thyroid. 
New devices have been elaborated in which there is a very narrow 
pencil-line field of radiation beamed at that particular site. 

Therefore, the total body is not subjected, and only, hopefully, the 
cancer cells are subjected to bombardment with radiation. 

Normal tissues are injured only in minimal amounts, through the 
careful calibration of the machines, the careful administration of 
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radiation by the physician giving it, and a careful watchfulness for any 
symptoms to see if that patient is unusually sensitive to radiation 
uring the administration of this treatment. 

There are other ways of determining damage through study of the 
blood and through the actual physical reaction of the patient to 
radiation. 

So, they are very carefully protected from the danger which you 
have described, Mr. Chairman. 

Mr. Bussey. Would there be any danger, such as you just described, 
in giving these diagnostic chest X-rays? 

Dr. ELLER. No, sir; they get too little radiation that way. They 
get probably less than one roentgen—as a matter of fact, about one- 
half a roentgen—I am told, with new machines. That is about all 
they get for the average chest X-ray. 

The entire improvement of the diagnostic X-ray procedure bas been 
directed toward better machines which have less scattering of rays, and 
which take less X-ray intensity to produce a picture. So, there is 
comparatively little danger, almost no danger, from the ordinary 
diagnostic procedure. 

BUDGET REQUEST 


Mr. Bussey. Your request for fiscal year 1955 is for $19,730,000? 

Dr. HELLER. Yes, sir. 

Mr. Bussey. Which is a decrease of $507,000 from the 1954 
appropriation, but because of transfers to other appropriations, the 
net reduction would be $374,775? 

Dr. Heuer. Yes, sir. 

Mr. Bussey. We all appreciate the fact that the more money we 
have for research, the more people we can put to work and the more 
chances we have of making earlier discoveries of cures for a lot of 
these diseases, but would this amount of money, $19,730,000, permit 
you to carry on your research work at the present level? 

Dr. Yes, sir. 

Mr. Bussey. You do not think that would handicap the Institute 
particularly if that was not reduced any, but left at the amount 
requested? 

r. Heiter. Mr. Chairman, we believe that with the money in- 
dicated in the budget that we can do a good job in the prosecution 
of the cancer program, as indicated. 


OTHER ADVANCES OF THE PAST YEAR 


Mr. Bussey. In addition to what you have recited to the com- 
mittee, are there any other particular instances of advancement in 
cancer research during the past year which you would like to mention? 

Dr. Heiter. Yes, Mr. Chairman; there have been some advances 
in management of patients, which is always interesting, I think. 
There have been improvements in the techniques of surgery, and in 
the preoperative and postoperative management of the patient. 
There have been improvements in the technique of surgery to the 
extent that more patients are being saved than aedvibvaly has been 
experienced, through the introduction of new ideas, new drugs, and 
new surgical concepts. 
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We think that is important. There have been some new compounds 
on the market which will make it possible for the patient to receive 
better nourishment during the course of his cancer treatment. 

There has been advanced the idea that a patient does not become 
emaciated because of his disease, but because he simply has no appe- 
tite. These new nutritional compounds make it possible to build the 
patient up to the point where he can stand surgery much better. 

That may not sound like a great advance, but it indicates progress. 

In the endocrine field involving the glands of internal secretion 
which regulate to some extent the processes of the body—it has been 
found that endocrine secretions have a noticeable effect on some 
cancers, either in the causation or the recession of cancer. 

Dr. Charles Huggins, of Chicago, who is one of the outstanding 
cancer-research people, found as early as 1940 that by removing cer- 
tain glands of internal secretion certain cancers, particularly of the 
prostate, could be arrested, at least for a time. 

Subsequently, he has found that removal of additional glands of 
internal secretion will cause a further remission of cancer in some 
instances. Therefore, some individuals with prostatic and breast 
cancer are offered additional years of life by virtue of these surgical 
procedures. Several years of happy, useful years in a man’s life is 
certainly worth while. 

There are other advances in the endocrine studies, Mr. Chairman, 
some of which are going on at Bethesda. One is the massive intra- 
venous administration of estrogens and similar sex hormone solutions 
found to be very useful in arresting the almost catastrophic course of 
some breast and prostatic cancers. 

Similarly, the administration of the hormone progesterone has been 
very useful in the preparation of a patient for major surgery. Some 
very interesting advances have been made with some of the other 
hormones in the management of cancer, but nothing too startling or 
striking to be reported at this time. 

I hope that we will be able in time to report even more advances in 
this area. i 

Mr. Bussey. It seems to me that studying for a medical degree 20 
years ago was comparatively simple, as compared to what it would 

e today, with all the new drugs and treatments, and these new 
techniques. 

Dr. Hetier. Mr. Chairman, 20 years ago it was not simple to me, 
but it, of course, is much more complicated now, as you pointed out. 
We do have many more drugs, and we have many more things to 
learn, and it tends, then, toward a high degree of specialization. 

Mr. Bussey. The same thing might be said about nursing. I 
think a nurse today has to be able to do a great many more different 
things than they did 20 years ago. 


CANCER IN INDUSTRY 


Dr. Heller, on page 6 you refer to cancer in industry in your 
statement. How are the results of your research gotten to industry? 
Dr. Heiter. Mr. Chairman, they are gotten to industry in several 
ways: 
fe have a Division of Special Health Services in the Public Health 
Service, with which we work very closely. This group is very in- 
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per and closely associated with industry in their work, and in- 
dustry looks to them jor advice about industrial health. 

Advances that are found in our laboratories are made available to 
the people in this Division, and we work closely with them, collaborat- 
ing on studies. The results are translated to industry at a time when 
it is felt they are of sufficiently practical use. 

Another way is through the several committees of the different 
organizations, notably the American Cancer Society, the American 
Medical Association, the Association of Industrial Physicians, and 
others in which the physicians themselves, individually, are interested 
in some particular facet. These groups or individuals turn to us for 
advice and consultation and frequently importune our scientists to 
study a particular activity which is prejudicial to the health of their 
workers. 

In those several ways, Mr. Chairman, we work, I think, very closely 
with industry and translate very quickly the things that are found in 
the laboratory to practical industrial application. 


EXTENT OF COVERAGE BY GRANT PROGRAM 


Mr. Bussey. Under grants, fellowships, and traineeships, you 
state in the second sentence: 

Grants of one type or another have been made to practically all organizations 
and institutions in the Nation that have appropriate facilities and personnel to 
collaborate in solving the problem. 

Does this mean that there are no organizations or institutions that 
can operate efficiently without Federal funds? 

Dr. Hetuer. No, sir, Mr. Chairman. ‘The intent of that sentence 
was to point out the institutions in which primarily the interest 
exists—that perhaps should have been stressed—which have people 
who are skilled in chemistry or physics, or one of the sciences or 
disciplines of interest to cancer research are furnished assistance, 
when needed and justified. 

This does not mean, by any means, that an institution can only 
operate or carry out cancer research with Federal funds. There are 
institutions in the country doing excellent cancer research which do 
not receive Federal assistance. However, it must be pointed out that 
the support for cancer exists from many sources, such as from the 
American Cancer Society, from the National Cancer Institute, the 
Damon Runyan Fund, and several other funds, as well as from some 
States, and from some other private individuals and philanthropic 
organizations. 

y and large, we have knowledge of every activity in cancer re- 
search that is to us of major import. We have generally observed 
that an institution undertaking research in cancer at some time or 
other turns to us, although at the same time turning to other grant- 
giving bodies, for assistance. 

Dr. Van Stryke. Mr. Chairman, I think these grants to these 
institutions permit more research work to be done. They would do 
a certain amount of cancer research in any case, but with the grant 
support provided by the Congress they are able to increase the amount 
of research on cancer. 
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USE OF STATE GRANTS FOR DETECTION AND DIAGNOSIS 


Mr. Bussey. On page 6 of the justifications is a brief statement on 
grants for detection, diagnosis and other control services. Is it not 
true that about all that most States do in operating diagnostic and 
detection services is the incidental part that their tuberculosis X-ray 
program plays in the detection of cancer? 

Dr. Heuuer. If I understood the question correctly, Mr. Chairman, 
the point you are making is that the detection of cancer is incidental 
to the operation of the tuberculosis unit? 

Mr. Bussey. Yes. The States do not operate any extensive 
services in this field; do they? 

Dr. Heiter. Not with X-ray for cancer, sir. They do if an X-ray 
series is taken or if an X-ray study is made of individuals for tubercu- 
losis, almost routinely look for cancer, as also they do for heart disease, 
or any other abnormalities which may be observed. 

There are other things, of course, which the States do through their 
grants, in a detection and diagnostic sense. 

The funds going to State health departments provide for diagnostic 
clinies. There are some 650 diagnostic clinics in the United States. 
The goal is a diagnostic clinic in every hospital and that every physi- 
cian’s office be a detection center. A detection center is a center to 
which well individuals may go to ascertain if they have cancer or any 
other disease, whereas a diagnostic clinic usually is a clinie to which 
an individual referred by a physician may go to ascertain whether or 
not he has cancer, specifically of a certain site. 

Mr. Bussey. There are 650 diagnostic and detection clinics in the 
country? 

Dr. Hetier. There are about 650 accredited diagnostic clinics, 
accredited by the American College of Surgeons, which is the organi- 
zation which is the accrediting agency for hospitals and institutions, 
and which the institutions recognize as being fair and impartial 
bodies for accreditation. 

There are probably something in the order of about 120 so-called 
detection centers in the country. 

‘Mr. Bussey. How many State health departments actually 
operate diagnostic and detection clinics? 

Dr. Heiver. As a rule, Mr. Chairman, the State health depart- 
ments make funds available for the operation of diagnostic clinics at 
the existing hospitals, whether they be governmental or private in- 
stitutions. I do not, offhand, recall a single health department di- 
rectly running a diagnostic clinic of its own. 

Mr. Bussey. They just help supply the finances for these clinics 
at the hospitals? 

Dr. Hetier. As a rule, that is correct, sir. 

Mr. Bussey. Some of these funds which are given to the States 
are used to support their nursing services, statistical reporting services, 
mobile X-ray units, laboratories, and more or less Teagest services ; 
are they not? 

Dr. Heuer. Yes, sir. : 

Mr. Chairman, the cancer program is a program which has come 
into being at the time when there has been considerable support for 
tuberculosis, venereal disease, and other categorical health programs. 
It has, therefore, in a way been engrafted, if one may use that term, 
or superimposed, upon existing services. 
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Generally, the ability to do a good cancer program is determined by 
the activity of a nursing service, the activity of the laboratory, the 
activity of the health education program, the activity of the local 
health service, which take general services to the people. Therefore 
the funds which are made available to the States through this grant 
program filter throughout the State activities and may not com- 
pletely be identified as cancer control funds. 

In fact, many States do not have sufficient personnel to operate a 
separate and distinct cancer control unit. The funds frequently are 
not sufficiently large enough in some States and due to a small popula- 
tion and lack of facilities, it is not practical for them to operate a 
separate cancer control unit. 


GENERAL AND SPECIAL PROJECT BREAKDOWN 


Mr. Bussey. What part of the funds would be spent for special 
projects, if the appropriation were split between general and special 
project grants? 

Dr. Hetuier. Mr. Chairman, my estimate would be something on 
the order of about what it is now. That is, about $1 million; $1.1 
million would be about my estimate of a good program. 

Obviously, it is possible to spend more money than that in the event 
that we continue as we have with cancer research. But it would be 
my estimate, if there were splits like that for special projects that we 
would have a program in about the order of magnitude which we have 
now. 


GRANTS FOR SPECIAL CONTROL PROJECTS 


Mr. Bussey. To whom are the grants made, Doctor, that are 
described on page 8—the grants for special control projects? 

Dr. Heuier. They are made to institutions and to individuals 
who are interested in the application of scientific and medical knowl- 
edge in regard to cancer. 

Grants can be made for studies of the occurrence of cancer, epi- 
demiology of cancer, research for diagnostic tests. Also a search 
for factors in occupational cancer, and community studies, and for 
those advances which are translatable to the patient. 


PERSONNEL FOR TECHNICAL ASSISTANCE TO STATES 


Mr. Bussey. On page 16 of the justifications under technical 
assistance to States, you show 79 positions in 1954, and 79 in 1955. 

Dr. Yes, sir. 

Mr. Bussey. What type personnel are these 79 positions? 

Dr. Heiter. Mr. Chairman, these consist of physicians, nurses, 2 
or 3 engineers, technicians, cytologists and some clerical and adminis- 
trative personnel. 

Mr. Bussey. These positions only average about grade 7, so, 
there must be quite a few stenographers and clerks, whereas, one 
would think that most of them would be experts in the field of cancer 
diagnosis, and control. 

Dr. Heuuer. I think, Mr. Chairman, that that can be explained 
by the fact that so many of them are technicians who are working in 
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cytology and other phases of the program, who would average out as 
grade GS-5 or GS-7. 

We of course have difficulty in apis physicians, although we 
have been fortunate in getting very good people in those whom we 
have. I think the item can be explained primarily because of the 
fact that so many technicians are in that particular grade range. 


STUDY OF CANCER AMONG URANIUM MINERS 


Mr. Bussey. Further down, and in the next to the last paragraph, 
under item No. 2, you state: 
A study to determine the effect of elevated levels of radon in selected groups 


of miners in 5 western States; a study of occurrence of cancer in uranium miners, 
in 2 western States. 


Does the Institute help or assist only in an advisory capacity, or 
also in the actual operations? 

Dr. Hetier. Both, Mr. Chairman. We are working with the State 
health departments, the Atomic Energy Commission, the Division of 
Special Health Services, and industry. 

Of course, with the collaboration of private industry and physicians 
in this area, we are serving in both capacities; that is, a supervisory 
service, and assistance in direct operations. 

Mr. Bussey. Mr. Fogarty? 


HISTORY OF RECENT BUDGET SUBMISSIONS 


Mr. Focarry. Dr. Heller, what was the Truman budget a year 
ago for the Cancer Institute? 

Dr. Heiter. The Truman budget, as requested by the Cancer 
Institute, Mr. Fogarty? 

Mr. Foaarry. 

Dr. Heuer. It was $22 million. 

Mr. Focarry. $22 million even? 

Dr. Heuer. Yes, sir. 

Mr. Fogarty. What was the revised Eisenhower budget? 

Dr. Heuer. It was $15,780,000. 

Mr. Foaarry. What was this committee’s recommendation? 

Dr. Heiter. The House committee recommendation was 
$17,887,000. 

Mr. Focarry. What was the recommendation of the Senate? 

Dr. HetuER. $20,487,000. 

Mr. Focarty. And, what was the final appropriation? 

Dr. Heuer. The bill was for $20,237,000. 

Mr. Fogarty. You are asking for $19,730,000 for fiscal year 1955? 

Dr. Hetuer. Yes, sir. 

Mr. i Which is a cut of $507,000 from what we gave you 


a 
ELLER. Yes, sir. 


Mi. Focarty. So, you are cutting back a little? 

Dr. HELLER. Yes, sir. 

Mr. Bussey. As I brought out, when you take into consideration 
pot transfer of funds, the reduction is not as great as it seems on the 
surface. 

Mr. Focarty. Let me develop my theory on it, now. I think it 
is a cutback. That was a cut of $507,000. 


BUDGET FOR GRANTS FOR RESEARCH PROJECTS 
i 


When we get into activities, I notice that you are cutting grants for 
research projects $669,000; is that right? 

Dr. Yes, sir. 

Mr. Foaarry. Where were those cuts to be applied? 

Dr. Hetuer. The entire budget, Mr. Fogarty, is worked out so 
that as you indicated there is $507,000 which has been cut. The 
addition, primarily, is as was indicated yesterday, the result of the 
necessity for carrying on a full-year basis the present bed status of 
the Clinical Center, plus the additional beds which will be operated 
in fiscal year 1955. 

The Cancer Institute will have 63 beds available by June 30 of this 
year; 26 beds more in 1955, giving us a total of 89 beds for 1955, out 
of a total of 350. 

So, that the answer to your question is that the increased direct 
operations funds are to be utilized in the operation of the Clinical 

enter. 

Mr. Focarry. Where will this $669,000 cut be applied in research 
projects? 

r. Hevuer. That, sir, will come out of our general researck projects. 
You may recall that the action of the House and the Senate gave us 
about $2.4 million more for 1954, than existed in fiscal year 1953. 

Therefore, the cut of $600,000, or slightly over, will be partly from 
this research grants area. 

Mr. Foearty. And this is an area in which the Congress of the 
United States took a definite interest, and went above the Bureau 
of the Budget recommendation, and, I thought, expressed themselves 
pretty clearly when they said they wanted more funds spent in this 
area. However, you are coming in here now and, instead of holding 
tbat to that level, you are cutting it back. 


BUDGET FOR RESEARCH FELLOWSHIPS 


You are also cutting research fellowships to the extent of about 
$125,000? 

Dr. Heuer. Yes, sir. 

Mr. Focarty. Where will that come from? 

Dr. Heiter. That will mean that about 30 less fellowships will 
be available than in the current fiscal year. 

Mr. Focarry. Has the need for fellowships gone down that amount 
in the past year? 

Dr. Hetuer. No, sir; the need has not. There is not so great an 
availability as once existed, because of the draft, and several other 
reasons, but the need has not diminished appreciably. 


BUDGET FOR TEACHING GRANTS 


Mr. Fogarty. In regard to the teaching of medical subjects, you 
are cutting that back $130,000. Where will that be applied? 

Dr. Hetier. That primarily, Mr. Fogarty, is the additional 
$130,000 which was allowed for 1954, and was for 2 or 3 new medical 
schools which did not come in this current year. 

Therefore, some little savings will accrue in that particular activity. 
However, the $130,000 is needed as all of these medical schools come 
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into being, which perhaps may happen. Otherwise we will have to 
take a slight amount of money off of each of the medical school grants 
in order to make it work out, but we believe that this can be done. 

It is at the 1953 level again, Mr. Chairman, as are the fellowships. 

Mr. Fogarry. I do not care anything about the 1953 level, I am 
talking about this program here. 

In view of what men like Dr, Rhoads and Dr. Sidney Farber of 
Boston testified to a year ago, this budget does not add up with me, 
and I do not think it will add up with them. They are two pretty 
well-known men in the field in this country. 

Dr. Yes, sir. 

Mr. Focarry. Dr. Rhoads of New York, and Dr. Farber of Boston? 

Dr. Heuer. Yes, sir. 

Mr. Focarry. They ought to know what is going on, I would think, 
from their background and experience. 

Dr. Yes, sir. 

Mr. Fogarty. I think they know something about the problem. 

Dr. Hetier. They certainly do, sir. 

Mr. Fogarty. This is what Dr. Rhoads said last year: 

This is my seventh year of appearing before this committee, or other committees 
relating to Federal support of scientific work. 

My first appearance was when I was in the Army in 1945. It became clear that 
there Was a substantial social demand that there be created a research machine 
competent to handle these problems, which had never been approached on an 
adequate scale, in my opinion, 

I regarded that as a public edict, and it was obeyed. We have over the past 7 
years created the scientific machines. We have educated scientists. We have 
caused them to move from city to city and take up new occupations, to compose 
new teams, which are turning out the new facts that go into this battle. Having 
built this army and engaged in a war, you propose seriously to disband the army 
and give up the war, as I understand it. I regard that as a very silly business 
that will cost us a great deal of money in the end. 

That is what he said about the Eisenhower budget of a year ago 
and J think it is a very silly business for the administration to be 
cutting back research projects to the extent of $669,000 in this coming 
fiscal year. I hope that the Congress reasserts itself, and will not 
pay any attention to the agency which recommended these cuts, or 
the Bureau of the Budget, whichever is responsible. 

Dr. Farber had this to say: 

These grant programs and teaching programs, financed by the National Cancer 
Institute, represent democracy in action because there is an equalization of 
opportunity throughout the entire country for the support of men that have 
ideas, no matter where they live, and where they work, and until funds of this 
magnitude became available through the Federal Government and your great 
organizations, such as the American Cancer Society and American Heart Asso- 
ciation, and so on, such equality of opportunity was not the case in the medical 
schools of the country. 

Now, I do not know who made this final decision, but I think I 
would rather take the advice of men like Dr. Rhoads, and Dr. Farber, 
and those who are in the field, as to the need that exists at the present 
time. I think I would be satisfying the people of the country to a 
greater degree by following out the wishes of such men than by trying 
to save a few hundred thousand dollars in an overall budget of almost 
$60 billion. 

I think we can efficiently use $4 or $5 million more in some of 
these public-health items, especially in connection with research. 
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I do not know who is trying to kid whom in this administration, 
when they talk on one day about strengthening these programs, and 
then we have to dig it out in these hearings to find out that these 
activities are being cut in some places, and added to in others with 
the net result of a decrease in the total program. 


CLINICAL CENTER BEDS FOR CANCER 


How many beds out of 350 that will be activated in 1955 will be 
charged to cancer at the Clinical Center? 

Dr. Hetier. Mr. Fogarty, we will have 89 out of 350 by the end 
of fiscal year 1955. 

Mr. Fogarty. In 1956, how many do you anticipate? 

Dr. Heiter. About 100, sir. 

Mr. Fogarty. What activity are they going to cut to take care of 
that 100 beds? 

Dr. Heiter. Mr. Fogarty, those budgets have not been formu- 
lated, as yet. 

Mr. Fogarty. Well, if they follow this year’s procedure, we can 
expect some of the activities in the overall National Cancer Institute 
will be cut back in order to get the money to put these beds in opera- 
tion, which I do not think was the intent of Congress when they 
appropriated funds to build the center. That is my own personal 
opinion. 

The Senate gave you quite an increase, did it not, from that granted 
by this committee? 

Dr. Heiter. Yes, sir. 

Mr. Fogarty. It was about $2.6 million; was it not? 

Dr. Heuer. Yes, sir. 


RECOMMENDATIONS IN WOLVERTON REPORT REGARDING CANCER 


Mr. Foaarry. I have before me the report of the so-called Wolver- 
ton committee, which conducted a health inquiry, and which report 
was published March 10, 1954. Are you familiar with the report 
and the recommendations made in regard to cancer? 

Dr. Yes, sir. 

Mr. Fogarty. Was there any testimony given before that com- 
mittee that would indicate that the need for Federal participation in 
these research projects has lessened? 

Dr. Heuer. No, sir. 

Mr. Foaarry. I have not read the entire report, but as mueh as [ 
have read seems to indicate that there is still a terrific need in this field 
and that we should be doing more than we are doing at the present 
time. That is what I gather from this report, and they evidently 
had pretty lengthy hearings last fall. 

Dr. Hetuer. Yes, sir; we had one day, sir, or a day and a half. 

Mr. Foaarry. I mean the overall hearings. They had other wit- 
nesses besides you people? 

Dr. Hetier. Oh, definitely. 

Mr. Fogarty. They had many witnesses? 

Dr. Hetier. Yes, sir. 
wae Fogarty. And they reached the conclusion that more should 

one. 
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Now, Dr. Rhoads made a statement a year ago to the effect that the 
roblem of cancer control can be divided into two principal parts. 
irst, the problem of achieving better methods of cure, and secondly. 

that of achieving definition of the cause or the causes of the disease, 
in man, and the elimination of these causes before the disorder has 
gone beyond the earliest possible stage. 


POSSIBLE INCREASE IN CANCER CURES THROUGH APPLICATION OF BEST 
CURRENT METHODS 


He further stated that progress is being made in both those direc- 
tions. He further stated: 

Now, under progress and achieving more adequate cures rates, or better re- 
straints of cancer with the relief of symptoms for temporary periods, substantial 
advances have also been made. 

Presently, as you are aware, something over 200,000 individuals die of this 
disease each year. Of all the patients acquiring cancer, we are curing about one- 

uarter. These figures Dr. Cameron mentioned to you. We could cure half if 
the methods presently available were applied. That would mean a lot of pore. 
We believe that we could cure more than half if the present research underway 
continues to be supported and yields results as good as have been achieved. 

When he said we could cure “half instead of one-fourth if the best 
ss presently available were applied,’ what did he mean by 
that? 

Dr. Heiter. He meant, Mr. Fogarty, that the perfect application, 
if we can use the word “perfect,’’ would be that every individual who 
has some of the early signs or symptoms of cancer would recognize 
those as such and go to a physician. The physician himself would 
act in an alert manner and would immediately institute the proper 
diagnostic measures and follow up with the proper treatment, includ- 
ing radiation, surgery, and administration of drugs, if that were 
necessary. We would thereby get at the cancer before it had a chance 
to proceed onto a possible catastrophic outcome. 

hat is my) interpretation of what he meant. 

Mr. Focanry. That, apparently, is not being followed out, is it 
to the degree that he claims that one-quarter of the people are cur 
now, but one-half could be if treatment is made available to them? 

Dr. Heiter. That would represent « complete application of every- 
thing we know, Mr. Fogarty. In other words, that is visualizing 
every individual as being alert, in detecting symptoms, that every 
physician would be perfect in his diagnostic approach, and with the 
exercise of the very best or the optimal, at least, of the control effort. 

Mr. Fogarty. Is the Federal Government doing everything it can 
in that field now? 

Dr. Hetier. Mr. Fogarty, I think that the total effort in cancer, 
has not reached its peak. i think that any of us who are working at 
cancer control or any other disease-control program would say that 
we would like to see more and more effort expended because we are 
preoccupied with our interest. We are charged with that 
responsibility. 

We must, and we do, recognize, of course, that while we think in 
this instance cancer has the highest priority, we certainly recognize 
that heart and mental and other disease categories are tremendously 
important and therefore, there has to be a determination by the 
Congress, and others, as to what approach should be made, and what 
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resources should be made available for this or any category. We shall 
have to do and we will do and are prepared to do the very best we 
can with what we have. 


ADDITIONAL PROGRESS POSSIBLE UNDER EXPANDED FEDERAL CANCER 
PROGRAM 


Mr. Fogarty. I realize that, and I know you will, but tell me, what 
can we do that we are not doing in this field? 

The reason I ask this question—and I do not know whether it is a 
reasonable comparison—but when we supplied the funds for 6 or 8 
teams in tuberculosis, and when we supplied funds for these demon- 
stration teams in every State for the application of sodium fluoride on 
children’s teeth, we started what proved to be very worthwhile 
programs. That is what I had in the back of my mind. I was 
wondering if there is some way that we can either educate the people, 
or maybe educate the doctors who do not know the advances which 
have been made in that field, or what we can do that we are not doing 
now to at least help that other one-fourth that could be cured but 
are not. 

Dr. Hetuer. Mr. Fogarty, if the economy of the country would 
permit, we could do more, I would say, and we could proceed toward 
several opportunities simultaneously. I would be inclined, however, 
to emphasize certain ones. 

For instance, at this juncture it is my personal opinion that there 
is much to be gained by acceleration of efforts in working with industry, 
working with State health departments, and working with others 
interested in the field of occupational and environmental health. 1 
believe that enough facts are known now that can be applied in 
environmental cancer work, and we are proposing to undertake such 
on a quite determined scale this next year, with our present resources. 

I believe we should, additionally, concentrate upon cervical cancer. 
I believe in our Memphis study, and in certain other studies we might 
get the answer in the next year or so as to whether this is as practical 
a public-health measure as we believe it to be. I believe, similarly, 
we could approach certain other of the disease sites, notably cancer 
of the stomach. I have been very much encouraged at some of the 
results we have had, Mr. Chairman, and gentlemen of the committee, 
in the last. 20 years. 

I believe you can see this chart. You will note 1914 as the period 
when we first began to get good records from State health depart- 
ments, and the physicians began to report. From other information 
available to us in 1950, the last period of time for which we have the 
information, we see this yellow line, indicating cancer of the stomach, 
taking a decided decline. 

I believe that now is the time to concentrate and further accelerate 
the rate at which cancer of the stomach is being controlled. 

Mr. Bussey. Does your graph show numbers, or percentages, 
Doctor? 

Dr. Heuer. It shows the deaths per 100,000 population. I am 
sorry; I should have identified it. 

This is the number of persons who die with the disease in the 
conventional way of expressing it, “‘deaths per 100,000.”’ 


This happens to be for white women. Cancer of the stomach for 
men has gone down also. 

In further answer to Mr. Fogarty’s question, I would say we are 
concentrating upon certain procedures and techniques which have 
become available in the last few years and are accelerating the rate 
at which we control cancer of the stomach. To a certain extent, 
cancer of the intestines seems to be on the downgrade, also. This 
[indicating] is white males and this is white females. 

You see certain trends in other sorts of cancer, notably cancer of 
the lung. We have concentrated upon that and upon certain other 
areas. Ina number of them it looks very promising for the application 
of control procedures in the strictest use of the word “control.” 

Mr. Focarry. If you did concentrate to a greater degree than you 
are or can under this budget, do you have any hope that progress 
could be furthered? 

Dr. Heuier. Yes, sir, I do. I believe that in any public health 
categorical control program acceleration of the rate at which we 
approach it with intelligence and reasonableness, acomplishes more. 
I think that is true in any such program. 

Mr. Bussey. That is almost axiomatic, is it not? 

Dr. Heuer. I think so. 

Mr. Focarry. Not in all fields, but in this field I think it is. 


CATASTROPHIC NATURE OF CANCER AS A DISEASE 


Now in the report of the Wolverton committee I notice one para- 
graph, in talking about cancer, where it states: 


Problems of another kind have to do with the catastrophic nature of the illness 
as far as its financial impact upon the patient and his immediate family is con- 
eerned. Memorial Hospital in New York City reports that the cost of its 
10,000 patients a year is between $4 million and $7 million, and that the bill for 
the whole country would be $300 million to $400 million. 

Have you heard that before? 

Dr. Hetuer. Yes, sir; I have heard of that before. 

Mr. Foaarry. Continuing the quotations: 

* * * This not only represents a financial burden that many individuals simply 
cannot meet, but means a loss of $12 billion annually in man-hours of work that the 
country needs. To meet this problem, several types of insurance have been 
developed, but premiums are bigh. 


That is just what I thought. 


* * * There are some organizations which make money grants to individuals, 
and public hospitals are open to the indigent patient. But this still leaves un- 
solved the problem of the salaried worker who must pay for cancer illness, and the 
social and psychological impact upon him and his family in such cases. 

As I think of it, cancer may be one of the most serious catastrophic 
diseases. 

Dr. Hetuer. Yes, sir. 

Mr. Fogarty. A person can linger on and it will be catastrophic 
if he is the breadwinner of the family—the man of the house. 

Dr. Heiter. There seems to be a trend, Mr. Fogarty, that whereas 
there was a slight increase in the number of deaths in women from 
cancer, now it seems the increase is heading toward more deaths in 
men from cancer than previously. So the man usually being the 
breadwinner, that is quite correct. 
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Mr. Fogarty. In many cases, a person lives for quite awhile but 
has to be in bed and not able to work. 

Dr. Hetier. That is right. This is certainly a serious and impor- 
tant problem and is an activity of those health officers and others 
who are particularly interested in the economic aspects of disease. 

Mr. Foacarrty. I can see where insurance would be high, and about 
the only answer is to find a cure. 

Dr. Hewusr. Yes, sir. 

Mr. Fogarty. That is the real answer, is it not? 

Dr. Hetier. That is what we think. 

Mr. Fogarty. Reading further from this report they say: 

Another very real and practical problem is the shortage of scientific personnel 
both for research into cancer and for its treatment. To encourage students to 
enter the work, both public and private agencies have been expending huge sums 
for grants usually to institutions where individuals are carrying on work whose 
promise is such as to merit this support. 

So this committee seems to think there is still a great need for 
scientific personnel for research in cancer. 


GRANTS FOR CONSTRUCTION OF RESEARCH FACILITIES 


Dr. Heuer. I think a year ago someone from outside the Govern- 
ment appeared before our committee recommending grants for con- 
struction of research facilities. Do you remember who it was? Was 
it Dr. Cameron? 

Dr. Hetier. Mr. Fogarty, I am not sure. It was either Dr. 
Cameron or Mr. Adams. 

Mr. Fogarty. I know Mr. Adams did; I think also Dr. Cameron 
did. James S. Adams is a general partner in the banking firm of 
Lazard Freres & Co. in New York City. He made his statement as 
chairman of the research committee and former chairman and present 
member of the executive committee of the American Cancer Society 
and a member of the National Advisory Cancer Council. He said: 

We are recommending that the Bureau of the Budget allowance of $4 million 


for this purpose be increased to $5 million, and I would like to recount, briefly, a 
résumé of this construction program as it was originally contemplated. 


He meant in the Truman budget there was $4 million, I presume, 
for construction of research facilities for cancer last year. 

Dr. Heiter. That was in the original Truman budget, I believe. 

Mr. Focarty. That was the budget we had before us when we 
held the hearing a year ago. 

Dr. Hetier. That is correct. 

Mr. Fogarty. So Mr. Adams asked for an increase to $5 million 
for the construction of research facilities for cancer, according to his 
statement on page 260. He said: 


The Congress and particularly this committee several years ago was fully aware 
that the necessary expansion of this program and the utilization of the talents of 
the scientists who are being trained and other facilities which are being made 
available would be hindered unless additional laboratory space and facilities 
were provided in which they could carry out their work. 

Accordingly, back in 1947 and 1948 when this program was originally being 
set up, a careful survey indicated that the sum of $25 million was the least amount 
which would provide adequate additional physical facilities at hospitals, labora- 
tories, medical schools, and the like where the cancer research work which we 
were preparing to support could be undertaken. We fully expected. at that time, 
that this $25 million would be pump-priming money and that additional support 
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for these facilities would be available from other sources. For the fiscal years 

ears 1948, 1949, and 1950 Congress appropriated $16,303,000 of this total of 
325 million. There have been no appropriations for construction in 1951, 1952, 
or 1953 though we have advocated the completion of this program in each of the 
last 3 years. 

To the $16,303,000 already appropriated, and very largely expended, I am glad 
to tell you that the expectation we had as to the availability of other funds was 
fully realized. For every Government dollar six additional dollars have gone 
into building from private and other local sources. So for the $16,303,000 of 
Federal funds there has been nearly $100 million of additional funds, or a total 
building program of upward of $120 million resulting. The $16,303,000 was 
allocated to 55 different construction projects at 49 institutions in 27 States: 
46 of these projects have been completed and it is expected that the remaining 
9 will be finished this year. 

In spite of the fact that no new funds have been available for the past 3 years 
there are presently applications on file from 46 institutions totaling some $15 
million whose needs were not fully met from the original $16,303,000. It is 
for these additional research facilities that we now advocate an appropriation 
of $5 million for fiscal 1954. It is our hope that this appropriation will be fol- 
lowed by $3,700,000 in the next year to make the original total of $25 million. 

We believe strongly that the Congress should reinstate the construction pro- 
gram in this modest way in order that we may consolidate the gains which have 
already been made in this fight against cancer. 


He made that statement a year ago. To your knowledge, Doctor, 
during the past year have the conditions changed to any great extent 
regarding the need of research facilities? 

Dr. Hetier. No, sir. If it were the will of Congress that there be 
construction grants, they would render considerable assistance to the 
research effort. 

Mr. Focarry. Who was it said yesterday that Senator Thye made 
a request of the Department for a survey of construction facilities? 

Dr. Van Stryke. I referred to that. 

Mr. Fogarty. Did you make a report to Senator Thye, or the 
Senate committee? 

Dr. Van Stryke. The report was made to Senator Thye and his 
committee by the Secretary at Senator Thye’s request. 

Mr. Focarry. If Senator Thye has no ohyeceien, could you furnish 
us copies of that report? 

Dr. Van Stryke. Yes, sir. 


CURRENT NEED FOR ADDITIONAL RESEARCH FACILITIES 


Mr. Fogarty. How much did the survey show was needed for the 
construction of research facilities for cancer? 

Dr. Van Stryke. Something over $154 million in total. I do not 
recall, Mr. Fogarty, what the breakdown was. I can supply that. 

Mr. Focarry. Was it broken down? 

Dr. Styke. Yes, sir. 

Mr. Focarry. It seems to me, with unemployment going up and 
up in the country, this construction would be not only an aid in cancer 
research, but also would be helpful in eee unemployment that 
exists in the country. That is my own personal opinion. 


LUNG CANCER 


Mr. Focarry. A year ago Dr. Rhoads testified that many doctors 
seemed to think there is a definite possibility of smoking causing 
some lung cancer, but no one seems to be sure. A study is being made 
now by the American Cancer Society. 
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Dr. Heuer. And by the National Cancer Institute in ccllaboration 
with the Veterans’ Administration. 

Mr. Focarry. But nothing yet has developed? 

Dr. Hetier. Nothing vet has developed sufficiently to arrive at a 
conclusion. 

Mr. Fogarty. What about the incidence of lung cancer in males; 
is that still going up? 

Dr. Hever. Yes, sir. This chart [exhibiting] is for white males for 
the period 1914 to 1950 in which we see the red line indicating cancer 
of the lung which has increased something of the order of about 25 
times. 

Mr. Fogarty. That has gone up considerably in comparison to all 
of the others, has it not? 

Dr. Heuer. Yes, sir. Cancer of the lung in women for a com- 
parable time has increased slightly better than five times. 

Now there are probably many factors involved in the increase of 
lung cancer. We are attempting to study, to analyze, to ascertain 
the places of these factors and which ones are causal, if any. I do 
not believe it is correct at this time to say that heavy cigarette smoking 
or the use of tobacco generally is the cause. It may be that tobacco 
has to be considered as an important factor. Preliminary statistics 
tend to show that a person who is a heavy cigarette smoker has a 
greater risk of getting lung cancer than a nonsmoker; but that does 
not say that smoking is a definitive cause, as we interpret it. 

Mr. Fogarty. Give me those figures again on lung cancer. That 
has gone up from 1914 to 1950—— 

Dr. Heiter. For white women, it is something better than five 
times. 

Mr. Fogarty. And in men how much? 

Dr. Heuuer. In men, it is something better than 25 ‘imes. 

Mr. Foaarty. Can you put those charts in the record? 

Dr. Hetter. I will. 

(The charts referred to follow:) 


282 


CANCER DEATH RATES FOR SELECTED SITES 
WHITE FEMALES - 1914-1950 


UTERUS 
| BREAST“ STOMACH 


"INTESTINES 


— 
| 


DEATHS PER 100,000 POPULATION 


1914 1920 1930 1940 


NOTE: Adjusted for age on total population of the U.S—1950 


CANCER DEATH RATES FOR SELECTED SITES 
WHITE MALES ~ 1914-1950 


888 


DEATHS PER 100,000 POPULATION 


tt 

i9 1920 1930 1940 

NOTE: Adjusted for age on total population of the U. S.— 1950 


-3-54 


30 
20 
10 
6 
4 
2 
30 
| STOMACH 
INTESTINES 10 
PROSTATE 6 
4 
2 
A | 


CURRENT STUDI“S OF LUNG CANCER 


Mr. Fogarty. You are working on a study of lung cancer at the 
present time at the Institute? 

Dr. Heturr. Yes, sir. 

Mr. Fogarty. In collaboration with the Veterans’ Administration 
and the American Cancer Society—all three of you? 

Dr. Heuer. Yes, sir. In a sentence or so, I shall try to indicate 
the Government study. 

The study is an attempt to find out from veterans of World War I, 
who are beneficiaries of national service life insurance, their smoking 
history or use of tobacco. There are something better than 300,000 
veterans of World War I who are in the proper age group that one 
might expect to find lung cancer. Their questionnaire histories will 
indicate the degree to which they use tobacco in its several forms. 

These men die at a certain predictable rate. In order for someone 
to get life-insurance benefits, the records must come in properly to 
the Veterans’ Administration. We have a cooperative arrangement 
with that organization whereby the questionnaire sent back to them 
comes to us, and there has been a very high degree of return. I cannot 
cite it to you at this particular time, but I can furnish if for the record. 
The study, then, as these men die will enable us to ascertain from the 
death certificate the cause of death and, if there is anything question- 
able, to go back to the medical source and find out if cancer of the 
lung was present. And some who die in veterans’ hospitals have post 
mortem examinations in which the cause of death without any doubt 
is established. 

Therefore, we believe in a few years we will have the facts on the 
occurence of lung cancer in men who may or may not be users of 
tobacco. Heretofore reports have been of the occurrence of heavy 
cigarette smoking in people who have died of lung cancer; so it 1s 
necessary epidemiologically to get more definite information before 
we are in any position to say that the use of tobacco is as important 
a factor as some believe it may be. 

The study by the American Cancer Society is somewhat a compan- 
ion study in that they are depending upon volunteers who will report 
upon men above certain age groups on whom smoking histories 
have been obtained and how those people died. That information 
is transmitted to the American Cancer Society. This is a similar 
size study and the results will parallel fairly well the experience we 
will get from this Veterans’ Administration study. 

Mr. Fogarty. Are there any other activities in this field which 
you think should be developed more than they are at the present time? 


CHEMOTHERAPY PROGRAM 


Dr. Heutier. The current chemotherapy program, the so-called 
leukemia and related cancer diseases, I think, is one I mentioned. As 
you gentlemen are aware, the chemical treatment of cancer, especially 
leukemia and allied cancer diseases, looks to be a very exciting field, 
and one which may yield a very profitable return. In accordance 
with the current scientific judgment and with the expressed desire of 
the Congress, extensive studies have gone into this area. I am happy 
to say we have under way a coordinated program of chemotherapy 
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in which there are embraced a number of the best institutions, or 
institutions interested in this area that have the experience, the facil- 
ities, and the expert research knowledge in general. They have 
programs which can accelerate the rate at which we get information, 
and there is an exchange of information, or a process whereby infor- 
mation may be exchanged, which will be of immense value to men 
working in that field. 

We hope vew compounds and drugs will stem from this study and 
those drugs can quickly and accurately be tested for toxicity and 
effectiveness and then transmitted to the human being; and it is 
hoped it will result in finding a more effective chemotherapeutic 
agent than we now have. 

Mr. Fogarry. I think I read in the newspaper or heard on the radio 
that Dr. Rhoads made a report before some medical group about the 
hope for children with leukemia and said a few years ago they were 
just sent home and were told how long they could expect to live. 

‘ow they can be treated so as to prolong their lives. He cannot 
demonstrate they are cured, but he could see in the future that we 
might have something comparing to insulin for diabetes. 

r. Hevupr. Dr. Rhoads has been very optimistic and has been 
very hopeful of the future in the chemical treatment of cancer. Some 
do not share that enthusiasm with him. Dr. Rhoads said, I believe— 
lam not sure, but at least I saw a statement that whereas several years 
ago only 5 percent of children with acute leukemia lived 1 year after 
onset of the disease now 50 percent of such children live at least 1 year 
after the onset. 

Mr. Fogarty. He also said the longer you can keep a child living, 
the better is the chance for eventually finding out what the cause of 
it Is. 

Dr. Heuer. Yes, sir. 


COMMITTEE ON CANCER DIAGNOSIS AND TREATMENT THERAPY 


‘ Mr. Fogarry. In the statement filed by Dr. Cameron last year 
e said: 


Before turning to the subject of cancer control, I desire to call the committee’s 
attention to the inclusion, in the research grant-in-aid total of $7,100,000, of the 
sum of $200,000 specifically earmarked for investigating questionable, unorthodox, 
or controversial treatments for cancer. 


That is the American Cancer Society’s recommendation for the 
budget, I presume. 


This is an increasing problem, as the committee must be aware, for within the 
last 2 years the Congress itself has listened to claims of the alleged effectiveness of 
a number of cancer treatments and to the inevitable charges of apathy, intolerance, 
and collusive obstruction on the part of organized medicine. 

Two years ago, certain interested agencies, such as the National Cancer 
Institute, the American Cancer Society, the American Medical Association, and 
the Pure Food and Drug Administration, sponsored the formation, within the 
National Research Council, of the Committee on Cancer Diagnosis and Treat- 
ment, the purpose of which is: (1) To test or arrange for the proper testing of any 
new, unproved and unaccepted method of diagnosing or treating cancer, and (2) to 
analyze the results of such tests so as to reach a sound, dependable conclusion as 
to the value of any given treatment and its place in medical practice. Given an 
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adequate staff and the necessary resources, this committee is now prepared to 
fulfill its funetion and, in doing so, to render important, indeed lifesaving, service 
to the people of this country, by demonstrating the worthlessness of treatments 
which are of no value and, on the other hand, by establishing the merits of such 
new treatment methods as are effective. 

Today our people have easy access to treatments for cancer which are of no 
value, or the value of which is a matter of dispute. They are entitled to know the 
facts, and getting these facts is the job of the Committee on Cancer Diagnosis and 
Treatment, for which the earmarked e2ppropriation of $200,000 is requested. 

What is that Committee on Cancer Diagnosis and Treatment doing? 

Dr. Heiter. The Committee on Cancer Diagnosis and Treatment 
Therapy has been in operation now for approximately 2% years. The 
committee has a full-time medical secretary. The chairman and the 
members are distinguished experts in the several fields of cancer diag- 
nosis and therapy. There have been referred to this committee 
numerous instances of cures for cancer. Those have been sifted. 
There has been extensive correspondence between the secretary and 
the proponents of the cures. In some instances a so-called cure has 
died more or less a natural death; others have proceeded to the point 
that they are in the stage of testing, or just before testing, or attempt- 
ing to arrive at the conditions for testing. 

To date, I believe there have been no instances in which testing 
has been carried to an ultimate conclusion; but there is hardly time 
yet for that. 

This committee is a very useful committee, Mr. Fogarty and gentle- 
men. Since it is a nongovernmental, nonpartisan, nonvested interest 
group, it can review, and I believe very objectively and effectively, 
the several claims, refer them to the appropriate institution or others 
who may have an interest or skills in this area for review. The com- 
mittee is of great value to us as a consultant body. 

Mr. Fogarty. According to Dr. Cameron, however, he does not 
feel they are doing 

Dr. SHannon. I am on the executive committee of the Division 
of Medical Sciences of the National Research Council, and this has 
come up for discussion on several occasions. 

It would appear that the most important single value of this com- 
mittee is its sumple existence; because, as it has been found out since 
setting up the committee. that most cures will never be tested by the 
committee because the individual proponent of the cure is afraid 
to have a test performed. 

(Discussion off the record.) 

Mr. Fogcarry. Is there anything we can do to help on that? 

Dr. Suannon. As I said, just to keep the committee in being 
aod to have its facilities available to test a cure, I think, is the most 
important single thing. I do not believe any other activity sponsored 
by the National Cancer Institute alone would be particularly helpful 
in the matter. I think the best weapon we have is more effective 
education. As in any chronic disease where there is known to be no 
sure cure, people are apt to become panicky and a panicky person, 
let us say, has no judgment and can be taken in by an unethical 
individual. So the only way to get at them, really, is through the 
educational process and this should include physicians as well as the 
general public. Part of these cures gain their reputation by a false 
diagnosis where, for instance, an ulcer is diagnosed as cancer and the 
ulcer is cured and there results one more testimonial for that par- 
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ticular cancer cure. So better diagnosis by physicians and better 
education of all of the people is one way to combat bad medicine, 
and this is just one aspect of bad medicine. 

Mr. Focarry. You do not agree with Dr. Cameron, then? 

Dr. SuHannon. I don’t believe that the committee should under- 
take the general testing of anti-carcinogens. Provision is already 
made for such work in the Cancer Institute programs, particularly 
in chemotherapy and endocrinology. 

The guidelines Dr. Cameron proposed for that committee are I 
think much too broad and would duplicate really the programs within 
the Institute’s. If, on the other hand, it is limited to testing quack 
remedies, I do not think it would ever become operative, because [ do 
not think any quack will make his remedy available for such testing. 

Dr. Hetuer. I do not know that I made it clear, but the Cancer 
Institute is one of the three sponsors or of the several sponsors making 
funds available for the support of this committee. 


BUDGET RECOMMENDED BY AMERICAN CANCER SOCIETY 


Mr. Fogarty. Yes; he said that you were. 

I do not remember offhand, but it seems to me the American Cancer 
Society recommended a budget of some $25 million or $27 million for 
this fiscal year. 

Dr. Heuer. I am not sure of the amount, but $26 million it seems 
to me. 

Mr. Focarry. Including $5 million for construction. 

Dr. Heiter. I am not sure of the amount. 

Mr. Fogarty. Do you have any comment on their recommenda- 
tions, Dr, Heller? 

Dr. Heuer. No, sir. I do not know the way in which they arrived 
at it. I seem to recall that they did consider construction grants. 

Mr. Foacarry. I have it before me now. I see here that they 
recommended $26,352,000, and on research projects—this is interest- 
ing—on research projects, the one you are cutting the most this year, 
they recommended increasing that in this fiscal year. They recom- 
mended an increase from $4,734,000 to $7,100,000 for research projects, 
and now here you are cutting this activity down by $669,000. 

On research fellowships, they requested almost a 100-percent in- 
crease, from $514,000 to $900,000, and you are recommending a 
decrease of $125,000. 

So the two big increases the American Cancer Society recommended 
last year you people are cutting. Well, I hope those cuts do not stay 
in the bill, 

Now, Doctor, suppose the committee raised the amount for research 
projects by $1 million, how would you apply that money? If we raised 
this $6,700,000 to $7,700,000 od did not take it off anywhere else, 
but just gave you an increase, where would you apply that increase of 
$1 million to research projects? 

Dr. Hetiter. We could use that, sir. On the basis of experience, 
I would think there would be some worthy projects-;which would come 
in chemotherapy, some projects on radiation, supervoltage, and many 
projects on basic laboratory work which would be worthwhile. I 
think we could use it well. 
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Mr. Focarr . I think so; because if the American Cancer Society 
recommends au increase from $4,700,060 to $7,100,000 this year, 
they must have had some good reason to make those recommenda- 
tions. Jam sure a man like James Adams would not be coming down 
to the Congress of the United States recommending this increase in 
the budget, with his background, if he did not honestly think that was 
going to pay off. That is my opinion of James Adams, knowing his 
background. 

That is all, Mr. Chairman. 


COLLABORATION WITH FOOD AND DRUG ADMINISTRATION 


Mr. Bussey. Dr. Heller, you said something about the Food and 
Drug Administration confiscating certain ray machines. How much 
work does the Cancer Institute do in collaboration with the Food and 
Drug Administration? 

Dr. Heiter. We have experienced a very worthwhile and very 
pleasant and I think profitable working relationship with the Food 
and Drug Administration. We are in almost daily telephone con- 
versation and frequently personal consultations with the members of 
the Food and Drug Administration, usually with medical officers. 
They depend upon us for certain advisory services in connection with 
the investigations of people who ship unlawfully compounds desig- 
nated as cancer cures interstate. Food and Drug officials ask our 
advice and for any information which we can give concerning the 
drugs in question, if it does not come in the privileged communication 
category. In general we work very closely with them on these very 
troublesome and difficult cancer therapy cases. 


ULCER RESEARCH 


Mr. Bussey. You made some reference, Dr. Shannon, to the possi- 
bility of ulcers being diagnosed as cancers which in that event would 
be easy to use as one case of cancer which has been cured. That just 
brought to my mind that there are certainly many cases of ulcers 
around the country, and I wondered if you are doing any research 
in that field. 

Dr. SHannon. The only thing being done seriously there is in rela- 
tion to the causes of the ulcers. For instance, the common ulcer of 
the leg in the overage group is due to varicose veins. Other ulcers 
are due to very slow infections, particularly due to fungi: ‘Ulcers’ is 
just a generic term for a sore, if you will. They can be caused by 
so many things that it would be impossible to undertake a serious 
attack on ulcers per se. 


TOBACCO COMPANIES’ RESEARCH PROJECT ON LUNG CANCER 


Mr. Bussey. We were yo asa lung cancer and the survey which 


was being made by the National Cancer Society and the Cancer 
Institute and the Veterans’ Administration. It seems to me I read 
in the papers that the tobacco companies, or at least some of them, 
have appropriated a very large sum of money and have retained 
some doctors to make a survey for them. I certainly don’t want to 
prejudge any survey that the tobacco companies will make, but I 


45836—54—pt. 2 19 


4 
[ 
) 
r 
1 
, 


288 


would be very much surprised if their report on their surveys showed 
7 considerable detrimental effect to lungs by smoking cigarettes. 

r. SCHEELE. May I say a word in defense of the tobacco companies 
and what they are trying to do? They are setting up an impartial 
outside body of scientific advisory groups, and I think they are 
attempting to find a scientist to head up their program. Actually 
they will a providing money for research to an organization which 
they do not control, but the organization will be a private body 
controlled by a group of scientific advisors, men of great integrity in 
the research field in the United States in order that they will avoid 
bias, or to make the study objective. 

Mr. Bussey. Do you know if they are going to do research on the 
same items that you and the Cancer Society will be doing? 

Dr. Scorers. [ would doubt very much that they would go into 
the type of study, for example, that Dr. Heller or the Cancer Society 
are doing, the sort of interview type of fact-finding work. 

Mr. Bussey. This research team set up by the tobacco companies 
and the research team set up by the National Cancer Institute and the 
Cancer Society and the Veterans’ Administration, are going into two 
different fields and you will have different conclusions or at least they 
will not be strictly comparable. 

Dr. Scurete. Actually the field is a very broad field. The matter 
of asking people for smoking histories and then matching that smoking 
history against the later occurrence of cancer, perhaps death from 
lung cancer, is one approach. 

Mr. Bussey. But that is not the only approach this team is making, 
I hope. 

Dr. Scurete. There are many other approaches and _ those 
approaches lie in studying tobacco and tobacco smoke itself and 
attempting to identify substances which might cause these effects. 
There is quite a range of research which an organization of that sort 
can support, even as we are supporting through research grants in 
particular, a rather broad range of research on the problem. 

It is not through our joint study with the Veterans’ Administration 
that our whole approach is being made. There are plenty of problems 
in the smoke field and its relationship to cancer for everyone. There 
are many opportunities and actually additional financing which the 
tobacco companies will put up will be very welcome inside of these 
circles in helping them do more research. 

Mr. Bussey. I am certainly not etmepting. te tell them what to 
do as long as they are furnishing the money, but I should think, in 
order to resolve it to the full satisfaction of the smoking public, that 
they would consider putting at least one or two of these outstanding 
authorities that are so positive that smoking does cause lung cancer on 
this research team. Then if the veg: « convinced them they were 
wrong it would really be convincing to the smoking public. 

Dr. Scneete. I do not believe they would ask anyone to serve on 
their advisory body who had shown any strong leaning one way or 
the other as a result of the research he had done. On the other hand 
some of the men who published reports would be useful to their 
research inasmuch as they are objective scientists and they would be 
useful people in the overall program. 

May I go off the record? 

Mr. Bussey. Yes. 

(Discussion held off the record.) 
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INTEREST OF WITNESSES IN INCREASED APPROPRIATIONS 


Mr. Bussey. I want to say that I have the highest regard and 
respect for Mr. Fogarty, who has served on this committee longer than 
any other member, and | am very glad that he is on this committee 
because his knowledge of the work is invaluable. I am sure everyone 
is with him in his desire to see that progress is made in these research 
programs that are trying to find answers to these diseases which take 
so many lives. 

I noted he was quoting from the report of the Wolverton committee. 
I have no quarrel with the conclusions of that report. With regard to 
need for additional research and additional expenditure of money, I 
think it was almost a foregone conclusion that their hearings would 
show that. I do not know of anyone who would volunteer or anyone 
that the committee has solicited to come in before it to testify who 
would say there isn’t need for additional research and additional 
funds. 1 am hoping that some day there will not be so much money 
required for the defense of our country, so that we can justifiably 
appropriate sums of money for all of these worthwhile programs far 
in excess of what we are now appropriating. 

When we had men like Dr. Rhodes and Dr. Farber before our com- 
mittee, we have always been very appreciative of having them here, 
and I have expressed my appreciation on the record in past years. 
The people of the country as a whole as well as the committee are 
indebted to them for taking the time out of their busy lives to express 
such an interest and give this committee the value of their knowledge. 
But they are interested in this work, and extremely so because it is 
the field of operation they are in. To expect Dr. Rhodes, Dr. Farber, 
or anyone in a like position to come in and speak against these appro- 
priations or even not speak for additional appropriations would 
almost be like going into a store to buy a pair of shoes and expecting 
the shoe salesman to tell you not to buy the pair of shoes because 
they are no good. 

They are down here pleading for additional appropriations as well 
as giving us the benefit of their knowledge, and I am in 100-percent 
accord with their objectives and the things to which they are testify- 
ing; but I think as an appropriation committee, we cannot exclude 
all the other factors which affect the economy and the welfare of our 
country. We have to try to do the best we can to carry forward 
these programs by allotting as much money as possible in considera- 
tion of other factors. 

I certainly don’t want anything in the record to stand as indicating 
that the Cancer Institute’s budget is going to allow them substantiall 
less money to spend in 1955 than they had in 1954; in fact, if you will 
look on page 142 of the committee print, you will see that the total 
expenditure under the 1955 budget request is $19,700,000 as com- 
pared with $19,280,000 for 1954, or, in other words, they will have for 
expenditure in 1955 $420,000 more than in 1954. For that reason I 
do not think that the program will be crippled if the amount of the 
budget is allowed. Of course what recommendation the committee 
will make in the bill is another thing. 

As everyone knows, this committee last year recommended more 
money than was recommended by the Bureau of the Budget. The 
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recommendation of the committee will be determined only after taking 
all factors into consideration, I am sure. 

Any further questions? 

Mr. Focarry. I do not agree with the chairman at all so far as his 
analysis of this appropriation is concerned because the thing I am 
looking at now is the justification on page 12-2 for the National 
Cancer Institute which shows a cut of $669,000 in grants for research 
projects. The American Cancer Society and other individuals recom- 
mended a huge increase in this particular activity a year ago, but we 
find here a cut of $669,000. 

I don’t care what the actual expenditures are; this is a cut in this 
activity. When we talk about doctors coming in here I also mention 
men such as James Adams, who is a very responsible citizen in this 
country, and I think everybody at this table knows who he is. 

Last year before this committee I asked this question, which appears 
at page 193: 

Mr. Goldblatt, this is the first time I have met you. I have heard about you 
and the work you have done with voluntary agencies over the past 7 or 8 years. 
I presume, from what I have heard, that you are a man of substantial means 
and, if you are, you must be a substantial taxpayer at the same time. 

Mr. Yes. 

Mr. Focarry. From the viewpoint of the ganeral taxpayers of the country, 
do you think they are satisfied to pay taxes for this type of appropriation? 

Mr. Goupsuiatr. I made the statement before that if we taxed everybody a 
certain percentage and told them what would happen to the extra tax, they 
would all be very happy to pay for medical research. I cannot express to you 
how backward we are in medical research. 

Dr. Wuirr. You mean in addition; that is, if they were asked, they would 
contribute more for medical research? 

Mr. Goutpsiatr. That is right. 

Mr. Foaarry. I cannot see that possibility right now. The only thing we are 
concerned about is the present budget, and there is a great demand all over the 
country to cut down Federal expenditures. Do you think the general public 
would be in favor of cutting appropriations that dealt with the health of the 
people of our Nation? 

Mr. Gotps.art. I feel you are excused a little bit for the Federal budget, 
because you do some of this research work. In other words, we hope more money 
will go into the present budget for that purpose. We all know a lot of money is 
being spent, and you have to cut down. That is the thinking of every business- 
man I talk to. am in the 80-percent bracket, and naturally I am anxious to 
have taxes reduced, but I feel we are not doing enough research work. I know 
that I and everybody else would be very happy to pay more taxes for the kind of 
research we are talking about. 


I submit that everybody I have talked to is of the same opinion. 
I don’t care how much money we are spending on national defense. 
National defense never should be considered as an argument against 
these appropriations at all, because I think our first line of defense is 
the health of the people of our country. When we have cuts such as 
$669,000 against these various research projects that is a step back- 
ward and not forward. J don’t care what anybody says about it. 

I hope when these individuals, who are not working for the Govern- 
ment, come in here that we ask these direct questions of them. I am 
sure the record will show that there is a need for appropriations in this 
field by the Federal Government and if we do appropriate the money 
we are going to save the taxpayers’ money in the end by these appro- 
priations. 

Mr. Bussey. May I say to the gentleman from Rhode Island that 
I concur 100 percent in the statement that there is a need and we are 
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not doing as much in research as we should. I have always taken 
that position and I presume I always will. So there is no disagreement 
between the gentleman from Rhode Island and myself on that. 

Mr. Fogarty. I agree with you there, but I thought you said there 
is not much we can do about it because of our financial situation. 
I am not that much concerned about our financial situation. If I 
am sick I will borrow as much money as I can to get the best medical 
attention I can. Thank God I can get good medical attention. 
However, there are people in this country who are not as fortunate 
as you and [| are in this regard. This is something we would be doing 
for the people of our country. 

I am not too concerned about the Bureau of the Budget or the 
budget not being balanced when it comes to appropriating for research 
in cancer, heart, and these other fields. I do not think the people of 
this country are concerned about it, either, so much as some of these 
agencies would lead us to believe. It is not that important. It is 
more important to find the answers to some of these things and in 
that way we will be helping everybody living today. 


DYESTUFFS AS POSSIBLE CAUSE OF CANCER 


Doctor, there is another subject I wanted to ask you about. Do 
these dyestuffs used in preparation of foods cause cancer? 

Dr. Heiter. That is a question I am not prepared to answer with 
any degree of authority or assurance at this time. In Germany it 
has been claimed that certain food adulterants have been responsible 
for cancer. To the best of my knowledge such has not been demon- 
strated conclusively in this country although suspicion has been 
directed at some. | am not prepared to answer that with avy 
authority. 

Mr. Focarry. Is there any study going on at the present time? 

Dr. Heuer. There are some studies going on. Doctor Hoeper 
of our staff has been interested in this particular area. I do not 
believe at this moment he has any studies going on in dyes which 
are added to foods. 

There is some work going on in some place in the Middle West in 
this area. If you wish I will look into it further. 

Mr. Fogarty. Has there been any investigation by any committee 
in Congress concerning the use of these dyestuffs in preparation of 
food? 

Dr. Hetuer. Mr. Fogarty, I believe I am correct in saying that 
there has been a committee of Congress which has been investigating 
generally the food situation, food adulterants, and food substitutes. 

Mr. jenny Are you referring to the so-called Delaney com- 
mittee? 

Dr. Heuer. Yes. 

Mr. Foaarry. That was a couple years ago? 

Dr. Hetiter. Yes. They had hearings. I am not informed as to 
the final conclusions of the committee but I do know they had extensive 
hearings. 

Mr. Fogarty. Did Mr. Keefe serve on the committee? 

Dr. ScHex.r. I believe it was planned Mr. Keefe was to serve on 
that committee when he was taken sick and returned home. 
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Mr. Fogarty. I know he had made several speeches on the Floor 
on this general subject. I do not recall his saying anything about dye- 
stuffs, but 1 know he talked about chemicals in foods. 


EFFECT OF TRANSFER OF PREDOCTORATE FELLOWSHIP PROGRAM 


What effect did the Bureau of the Budget have on your predoc- 
torates when they transferred the funds budgeted for predoctorate 
fellowships to the National Science Foundation? How did it affect 
the cancer program? 

Dr. Heiter. There were $111,000 from our fellowship item, and 
something on the order of fifty-odd predoctorate fellows were deleted. 

Mr. Focarry. Give me the figure again. 

Dr. Hetuer. Of the order of $111,000. I believe there were about 
50 or slightly better than 50 individuals. I can correct that for the 
— If my memory serves me correctly, it is something on that 
order. 

Mr. Foaarry. What is the effect of that reduction this year? What 
will the future effect be as you see it? 

Dr. Heiter. We have been concerned with the recruitment, the 
furnishing to the scientific potential of the country well-trained men 
in the several medical sciences which to us are of immediate and very 
vital aid to cancer research. 

There has to be a consideration, as I see it, of the potential extending 
down into the predoctorate area. We must encourage young men and 
women of the bachelor category, and perhaps even before that, with 
the knowledge and skills to enter the field of medical sciences. 

If we diminish the predoctorate group, and they turn to other 
activities, very needed activities if you please, such as engineering 
and mathematics and some of the other sciences, if we do not have 
young men and women entering the sciences leading toward medical 
research, we are then deprived of the opportunity of having post- 
doctorate trainees. The reservoir is thus dried up to a certain extent. 

Mr. Focarry. They should be considered together, the predoctorate 
and postdoctorate? 

Dr. Heiter. Yes. We get a certain percentage of the predoctorate 
people subsequently as postdoctorate fellows. 


TEACHING GRANTS 


Mr. Fogarty. Are we giving a $25,000 grant to each of the 4-year 
medical schools in the country for teaching in the cancer field? 

Dr. Yes. 

Mr. Fogarty. How many are there, 73 or 74? 

Dr. Heuer. Seventy-seven 4-year medical schools, 6 osteopathic 
schools which are 4-year schools, 42 dental schools, I believe, and six 
2-year medical schools receiving support. 

Mr. Fogarty. How is that program working out? 

Dr. Heuer. Very well, sir. 

Mr. Focarry. Has there been any trouble in it at all? 

Dr. Heuter. Only minor difficulties, misunderstandings which the 
schools themselves have ironed out through their cancer coordiators. 

Mr. Fogarty. The only control the Federal Government has over 
these grants is to see to it that they are being spent for that specific 
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Dr. He.ier. The usual fiscal controls; yes. 

Mr. Focarrty. In other words, we do not just give them $25,000 
and forget about it? 

Dr. Hetier. We keep very close contact liaison with them in a very 
friendly way. We do not exercise any judgment determinations as 
to effectiveness of teaching methods and results. We serve in an 
advisory capacity and attempt to give the schools the benefit of any 
procedures, advice, and liaison that we can. 

Mr. Fogarty. How long has this been in effect? 

Dr. HELLER. Some of the schools are in their seventh year, sir. 

Mr. Focarty. Seven years? 

Dr. HELLER. Yes, sir. 

Mr. Focarty. You believe it is paying off? 

Dr. Hetier. I do, sir. I believe it is a splendid program. 

Mr. Foaartry. How has it paid off? 

Dr. Heuer. It has paid off, Mr. Fogarty, in the sense that young 
men from the very day they enter medical school are brought into 
contact with cancer in all of its facets. They are better informed so 
that when they become full-fledged physicians out in a specialty, or 
general practice as they may elect, they are in a position to keep up 
and to be receptive to the several means of getting information to 
them. We can keep them better informed on cancer, they have 
additional skills, they manage people better, they recognize cancer 
earlier, and they can institute better remedial services and thereby 
save lives. 

Mr. Focarry. I believe that is all, Mr. Chairman. 


BUDGET FOR GRANT RESEARCH AND DIRECT RESEARCH 


Mr. Bussey. I do not want to conclude the hearings this morning 
without clearing up this item of the cut of $669,000. 

I am sure Mr. Fogarty is sincere in his contention, and I know he 
gives me credit for the same sincerity in my contention, but is not 
this $669,000 largely offset by the increase of over $590,000 in direct- 
research operations? 

Mr. Fogarty. That is a different program altogether. 

Mr. Bussey. But it is all research on cancer. 

Mr. Focarry. But a different kind of research. 

Mr. Bussey. The only difference is that one is grants to non- 
Federal people or institutions for research and the other is direct 
research operations of the Cancer Institute. 

Mr. Fogarry. I cannot give you a categorical answer but Dr. 
Heller should explain that. As I look at it it is not the same. 

Mr. Bussey. I don’t want the record to stand that we are cutting 
research by $669,000 because I do not think we are. 

Mr. Foaarry. We are cutting it in this category. 

Mr. Bussey. In one field but not overall. 

Mr. Fogarry. I think the Congress when we started this program 
knew it would cost more money to operate. We didn’t say at the 
time that this clinical center would take care of all research in this 
country and we were going to cut out all these other categories such 
as research grants, grants to medical schools and everything else. 
That is what you are trying to do now. You are trying to tell Con- 
gress “We have this clinical center now and we can knock off seven 
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or eight hundred thousand dollars from research grants to take care 
of the cost of the new clinical center. 

Mr. Bussey. I will concede the point that there has been an 
adjustment, but the way the record was made it seemed to me that it 
would show we were cutting research generally by $669,000. 

Mr. Focartry. No. The justifications we have show an overall 
cut of $374,000. 

It shows an increase in direct operations for research, which is the 
Clinical Center in Bethesda, of $590,000. It also shows a cut in the 
teaching of medical subjects of $130,000, research fellowships $125,000 
cut, and a cut of $669,000 for grants for research projects. That is a 
cut; there are no ifs, ands, and buts about it. 

Mr. Larmon. There has been an increase of $590,000 and provision 
for research at the Center. 

Mr. Foaarry. Certainly. I think that should be and I think we 
ought to inform the Congress next year that there will be another 
increase because we have 500 beds out there that won’t be fully 
utilized until 1956. Congress knew 8 years ago that this would cost 
more money. If we expect to operate that building with 500 beds 
it will cost a lot of money. 

I do not want to go to the Congress and say it will cost another 
$600,000 next year for cancer and we will take it off of grants for 
research and training. I don’t think Congress will stand for that. 
I don’t think that was the intent or purpose of Congress to operate 
it this way. To my knowledge it was not. 


PENALTY MAIL AND OTHER ABSORBED COSTS 


How much penalty mail costs are you required to absorb in the 
Cancer Institute? 

Dr. Heuer. I am not sure of the figures, sir. Mr. Harlow perhaps 
can give you that. 

Mr. Hartow. Cancer penalty mail estimated on an annual basis 
is $2,700. 

Mr. Foaarry. $2,700? 

Mr. Hartow. Yes. 

Mr. Focarry. What about ingrade promotions? 

Mr. Hartow. I don’t have that figure, sir. 

Mr. Focarry. Can you put it in the record? 

Mr. Hartow. Yes. 

(The information requested is as follows:) 


The estimated cost of within-grade salary increases for 1955 is $64,600. 


Mr. Foaarry. Are there any other costs which you have to absorb 
in the coming year, other than those just mentioned? 

What about your security program? 

Dr. Heuer. I cannot answer that, sir. 

Mr. Fogarry. Any other costs you are required to absorb? 

Dr. Heiter. None I can think of, sir. 

Mr. Fogarry. Well, those are further reductions in this program 
even though they are small. 

I know there is also an increase of $590,000, but that is for the 
clinical center. Congress was told it would cost money to operate 
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this center, and we will be called upon to increase that sum next year. 
I do not believe in taking away from other activities in this program 
unless it can be shown that there is less need for these activities, that 
is that the death rate is lower, the incidence is going down, or there is 
some other specific factor they can point to, to show this need no 
longer exists. 

If they can show that there is no longer such a need, I will not only 
take $600,000 out but $1,600,000 or $6 million. But until the time 
comes when you people can show the need no longer exists, then I 
am not for cuts in these appropriations for research projects such as 
this cut of $669,000 that is before us at the present time. 

Mr. Larmon. There can be varying opinion, obviously, on the 
amount that should come from any particular source in attempting to 
meet the problem. 

Mr. Focarry. What is that? 

Mr. Larmon. There can be varying opinion with regard to the 
amounts that should come from any particular source of funds to meet 
the problem, that is Federal, State, and private agencies. That is a 
matter of individual opinion. 

Mr. Fogarty. What do you think the desirable degree of Federal 
expenditures is? 

Mr. Larmon. It is simply a matter of particular judgment in terms 
of the total. 

Mr. Fogarty. Whose judgment? 

Mr. Larmon. It represents the combined judgment, I assume, of 
the Department and the Bureau of the Budget. 

Mr. Foaarry. I do not think that is a fair assumption to place on 
this budget. The Department of Health, Education, and Welfare is 
given a budget ceiling. Then the Department tells the Public Health 
Service the amount of their ceiling. Then it is prorated in these 
activities. That is how it is done, is it not, or practically like that? 

Mr. Larmon. In general, yes. 

Mr. Foaarry. There is nothing about the need of the program or 
the degree of Federal participation. They are given a figure and told 
“Here, you operate with this figure.’”’ Then they prorate it. 

Mr. Larmon. Back of that there is some assumption with regard 
to the degree of Federal participation and contributions. 

Mr. Fogarty. What do you mean by that? 

Mr. Larmon. With regard to this particular Department I mean for 
one thing the amount for this particular Department in the total 
budget for the country. 

Mr. Fogarty. What do you think the intent of Congress was when 
they enacted the legislation establishing the National Institutes of 
Health? 

Mr. Larmon. I assume it was to contribute to the health needs of 
the Nation. 

Mr. Focarty. And they knew it would cost money, too, didn’t 
they? 

Mr. Larmon. I assume so. 

Mr. Fogarty. What do you think the thinking of this committee 
was a year ago when we didn’t pay attention to your estimates and 
appropriated additional funds? 

Mr. Larmon. I assume your judgment varied from that recommen- 
dation made by the Department. 
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Mr. Fogarty. What do you think of the Senate’s observations? 

Do you think me were sound in making still further increases? 
r. Larmon. That represented their judgment, sir. 

Mr. Focarry. You do not think they were sound? 

en Mr. Fogarty, I do not know what the Senate did 
actually. 

Mr. Focarry. They raised our figures from $17,887,000 to $20,- 
487,000. That is $2,600,000, which was around $5 million more 
than your Department recommended last year. 

Mr. Larmon. Am I correct that the combined judgment of the 
two committees and the Congress was approximated in degree to the 
figures we are recommending this year? 

Mr. Focarry. The Senate recommended $20,487,000. The figures 
I have here show $20,237,000 agreed on in conference, and now this 
year you show a reduction of $375,000. 

According to the Wolverton committee cancer is costing this 
country $300 or $400 million a year. It is costing the Federal Gov- 
ernment a good portion of that. If through Federal contributions 
we can find the answers to some of these diseases, would that be 
economically good for the Federal Government or would it not? 

Mr. Larmon. I think it would be, and I think likewise that private 
rr can contribute to research which would contribute as 
well. 

Mr. Focarry. I think they are doing a wonderful job. That is 
why this program has gone over with the Congress, because of the 
cooperation between the private agencies and the Federal Govern- 
ment. I do not think any better relationship exists between any 

oups in this country than exists between the Institute and the Amer- 
ican Cancer Society and American Medical Association. That is 
why it has gone over. That is why the Congress wants it to continue. 

When we get something like this discovery in cervical cancer in 
women, we ought to pursue that more than we are doing at the present 
time, and in doing so I think we can save lives. 

I do not think you can save a dollar, and that is what you are try- 
ing to do, by reducing this appropriation. You cannot do it in my 
opinion. That is my opinion against yours now. I am not blaming 
you. You are part of the team. I do not think your team is on the 
right path. I do not think you are doing the right thing. 

Mr. Larmon. Mr. Fogarty, we assume that we are. 

Mr. Focarry. I know that. And you did a year ago. You 
assumed the same thing a year ago. You came in here and justified 
the Eisenhower budget. I said the same thing a year ago that I am 
saying now, only I think I expressed myself a little stronger with the 
Secretary a year ago, when she appeared to justify these cuts in the 
Eisenhower budget, than I am today. I said I didn’t see how any- 
body could come before a committee of Congress and recommend the 
cuts they recommended a year ago, and I said I hoped the committee 
wouldn’t accept them. The committee didn’t accept them. 

The Senate went above my expectations, and I hope they do the 
same thing this year because I think the need is still there, and as 
long as a need is there I think the Federal Government should take 
the lead in this particular field. Everyone I have talked to at home 
has been in thorough accord with Federal participation in this field. 
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Every doctor I have ever talked to in Rhode Island is in favor of it. 
Mr. Larmon. We have no question with regard to participation. 
Mr. Focartry. They have no quarrel at all with these programs. 

I think that speaks very well for the Institutes and the way these 

programs have been handled and the results which have been achieved 

by the expenditure of Federal funds. If it is going well and there is 

still a need we ought to continue on with it and not cut it back. I 

don’t want to see it cut back. 

Mr. Bussey. Further questions? 
Mr. Focarry. That is all. 
Mr. Bussey. The committee will stand adjourned. 


Monpay, Aprin 26, 1954, 
MENTAL HEALTH ACTIVITIES 


WITNESSES 


DR. ROBERT H. FELIX, DIRECTOR, NATIONAL INSTITUTE OF 
MENTAL HEALTH 


DR. C.J. VAN SLYKE, ASSOCIATE DIRECTOR, NATIONAL INSTITUTES 
OF HEALTH 


SaLaries, ExpeENsES, AND GRANTS 


Amounts available for obligation 


| ! 
1953 actual | 1954 estimate 1955 estimate 
| 


Appropriation or estimate $10, 895,000 | $12, 095, 000 $12, 460, 000 
Transferred 


| 


Adjusted appropriation or estimate... .___- . 10, 895, 000 12, 039, 575 
Reimbursements from non-Federal sources_...-..--.....---. 18, 776 20, 000 


Total available for obligation _._..-_...--_..-.-.._- 10, 913, 776 | 12, 478, 600 
Unobligated balance, estimated —359, 487 | - as 


Obligations incurred . 10, 554, 289 12, 059, 575 12, 478, 600 
Comparative transfer to— 


Norte.—Reimbursements from non-Federal sources above are for personnel detailed to the Juvenile Court, 
District of Columbia, in accordance with provision of the District of Columbia Appropriation Act. 


vocational education, Office of Education,’’ pursuant to 
Transferred to “Service and supply fund, Public Health 
Service,’ pursuant to Public Law 
12, 460, 000 
18, 600 
“Neurology and blindness activities, Public Health | 
“Salaries and expenses, Office of the General Counsel, 
. Office of the Secretary of Health, Education, and Wel- | 
Total obligations... ----------ee-s-o-noeeeeon-o-| 10, 493, 046 | 12, 059, 575 | 12, 478, 600 
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Obligations by activities 


Description 


1953 actual 


1954 estimate 


1955 estimate 


1. Grants 
(a) ‘rants for research and training: 
(1) Research projects... 
(2) Research fellowships 
(3) Training grants ; 
(b) Grants for detection, diagnosis, and other preven- 
tive and control services 
2. Direct operations: 
(a) Research. 
(b) Other direct | operations: 
(1) Review and approval of research and 
(2) Training activities 
(3) ‘Technical assistance to States... 
(4) Administration... 


Total funds for program performance 
Adjustment for obligations incurred in advance of Siionsins 


1 $1, 648, 651 
249, 


3, 629, 506 
3, 060, 078 
1, 095, 608 
127, O85 
63, 862 


405, 826 
77, 160 


1, 893, 575 


138, 000 

60, 000 
417, 000 
276, 000 


3, 676, 000 
2, 325, 000 
2, 820, 000 

123, 000 


50, 000 
415, 600 


10, 557, 068 
1 —64, 022 


12, 059, 575 


10, 493, 046 


12, 059, 575 


12, 478, 600 


1 Some of the obligations for grants for research projects were incurred several years in advance of actual 


program performance. 
reflects the actual performance level for that year. 


Obligations by objects 


By means of the adjustment line shown in this schedule, the amount for 1953 


Object classification 


1953 actual 


1954 estimate 


1955 estimate 


Total number of permanent positions 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 
General schedule grades: 
Average grade 


Personal services: 
Other positions - 
Regular pay in excess of 52-week base _ --- 
Payment above basic rates..................-..------- 


Total personal services. 
Travel___- 
Transportation of things 
Communication services 
Rents and utility services 
Printing and reproduction 
Other contractual services 
Reimbursements to “Operating expenses, National 
Institutes of Health, Public Health Service” 
Supplies and materials 
Equipment. 
Grants, subsidies, and contributions - 
Taxes and assessments 


Subtotal 
Deduct charges for quarters and subsistence 


Total obligations 


$4, 608 
GS-6.7 


$1, 167, 747 
7, 
3, 587 
2, 592 


1, 221, 151 
76, 870 

9, 759 

604 

19, 812 
48, 181 


10, 497, 972 
4, 926 


| ans 
4 


10, 493, 046 


12, 059, 575 


nN 


| 
$2, 587, 000 $2, 587, 000 
187, 000 187, 000 
4, 176, 000 
| | 2, 325, 000 
| 
— 
| | 
| | | | 
| = 
| P| 12, 478, 600 
219 267 293 
P| $4, 866 $4, 845 
GS- 7.1 GS8-7.0 
| $1, 469, 842 $1, 605, 842 
| 54. 500 52, 500 
4, 300 4, 300 
7, 300 6, 800 
1, 535, 942 1, 669, 442 
02 04, 500 94, 500 
03 13, 900 15, 900 
04 21, 575 22, 500 
05 1, 000 1,000 
06 25, 300 25, 100 
07 " 72, 500 81, 700 
| || 787 895, 700 1, 655, 400 
08 342 78, 000 90, 000 
09 28, 352 45, 900 a 
il 8, 524, 005 9, 275, 000 
15 3, 220 5, 200 
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Analysis of erpenditures 


| 
| 1953 actual pare estimate | 1955 estimate 


Unliquidated obligations, start of year $827, O81 $556, 760 $966, 344 
Obligations incurred during the year ‘ 10, 554, 289 | 12, 059, 575 12, 478, 600 
11,381,370 | 12, 616, 344 13, 444, 944 
Deduct: 

Adjustment in obligations of prior years 


Expenditures are distributed as follows: 
Out of current authorizations. ___- 10, 013, 931 11, 180, 000 11, 450, 000 


Mr. Bussey. The committee will come to order. We have for 
consideration this morning the budget request for the mental health 
activities of the National Institutes of Health. 

Mr. Albert Thomas of Texas is sitting in this morning for Mr. 
Fogarty, the ranking minority member of the committee, since Mr. 
Fogarty was not able to be here. We are glad to have Mr. Thomas 
present, because he has served well and faithfully and very valuably 
on the Appropriations Committee for many years and I believe was 
at one time on this subcommittee. 

Mr. Tuomas. Yes. 

Mr. Bussey. Dr. Felix, we are glad to welcome you to the com- 
mittee room. 

Dr. Fetrx. Thank you, sir. 

Mr. Bussey. We will insert your general statement in the record 
at this point. 

GENERAL STATEMENT 


HISTORICAL BACKGROUND 


Mr. Chairman and members of the committee, the National Institute of 
Mental Health was authorized, under the terms of the National Mental Health 
Act, Public Law 487, July 3, 1946, to provide for research relating to psychiatric 
disorders and to aid in the development of more effective methods of prevention, 
diagnosis, and treatment of such disorders. The first appropriation was made in 
fiscal year 1948 when a sum of $2,048,600 was made available to carry on these 
activities. These funds were administered by the Public Health Service’s 
Division of Mental Hygiene, which had been established in 1930 to carry on 
expanded activities under the Narcotics Control Act. This Division was abolished 
when the National Institute of Mental Health was formally established in April 
1949. 

As the activities of the National Institute of Mental Health have begun to 
bear fruit in terms of promising research leads, expanded training of professional 
psychiatric personnel, and substantive technical assistance to the States in the 
development of control programs, annual appropriations for these activities have 
gradually been increased. In fiscal year 1953, $10,895,000 was appropriated to 
support the work of the Institute, including research and other direct operations 
as well as research and training grants. 

To carry on and expand the research already begun, and to support increased 
basic research and a newly instituted program of clinical investigation at the 
Public Health Service’s new clinical center, a total of $12,095,000 was appropri- 
ated for fiscal year 1954. 


Reimbursements Be 18, 776 20, 000 18, 600 

Obligated balance carried to certified claims account. 2, 281 | 

Unliquidated obligations, end of year__-__- PSs 556, 769 | 966, 344 | 1, 126, 344 
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NATURE AND EXTENT OF THE PROBLEM OF MENTAL ILLNESS 


Mental illness is not a killer. The mentally ill live on and on, in our prolonged- 
care mental hospitals, at public expense. Some 900,000 persons are treated in 
these hospitals each year. The cost of maintaining these hospitals, plus the pen- 
sions paid to veterans with neuropsychiatric discharges, is a direct burden on the 
taxpayer of $1.1 billion annually. This cost continues to rise at the rate of almost 
$100 million each year, and if one adds to it the loss in wages and taxable income, 
the dollar cost of the more serious mental illnesses mounts into the billions each 
year. In addition, between 1 and 2 percent of our total national population suffer 
from some form of mental deficiency which prevents them from taking their place 
as normal productive members of the community. Substantial numbers of these 
people require institutional care at public expense; those who do not need such care 
still must be given special training so that they can function at the highest level 
of their ability. 

The losses from serious emotional disorders which do not require hospitalization 
are also staggering. More than 40 percent of all the disability discharges from the 
Armed Forces during World War II were for neuropsychiatric disorders. The loss 
in productive manpower, wasted lives, and human misery and suffering is further 
increased by those millions of individuals whose psychoneurotice disturbances 
prevent them from functioning at their normal level of ability. And the national 
burden of crime and disturbed family relationships which can be traced to emo- 
tional problems raises the cost of the mental and emotional illnesses to an incal- 
culable total. 

AREAS OF RESEARCH ON MENTAL ILLNESS 


Scientists and physicians of long experience in this field are generally agreed 
that the causes of the various mental illnesses will be found in a complex inter- 
action of biological, psychological and social factors. Which will be the more 
important in cavsation may well vary from one mental illness to another. This 
precludes any possibility of focusing research effort in 1 or 2 areas of study. The 
problem areas with which we must be concerned may be loosely classified in one 
or the other ef two categories—basic studies and clinical studies—although fre- 
quently the two overlap in any one project. 

In basic research we are ecncerned with studying normal child development, 
psychological functions, anatomy, physiology, and biochemistry of the nervous 
system and other basic problems. In clinical research, we are concerned with 
studies of etiology and symptomatology, development or evaluation of treatment 
techniques, studies cf prognosis, epidem‘ological studies, and the like. 

The opportunities for research in these fields have increased tremendously in 
the last several years, primarily because of a rapid expansion of scientific knowledge 
that is now proving relevant to forms of mental illness. In addition, the tremen- 
dous technological progress made during the war provides new tools and new tech- 
niques for use in research. Finally, increased interest in and suppcrt for research 
in this field was stimulated by the passage of the National Mental Health Act 
in 1946. No matter how great an interest a scientist may have in research on 
a specific problem, he cannot take up that field of investigation unless funds, 
facilities, and scientific leads are available. Today, we have unprecedented op- 
portunities through the united efforts of Government, private foundations, and 
voluntary agencies to do productive research on the mental illnesses. 


BASIC RESEARCH IN NORMAL CHILD DEVELOPMENT 


One of the characteristics of some of the mental illnesses, including schizo- 
brenia, is the inability of the patient to make decisions on everyday problems of 
ife. Therefore cne of the areas of information we need to explore is how human 
beings learn to handle increasingly complex problems from earliest childhood 
until they become adults. A study underway on this subject with a grant from 
this institute is exploring the relation between the childs efforts to cope with 
problems and his temperament and resources for emotional growth. In addition 
the study is exploring the resources of the child and the adult for handling their 
limitations and their problems. This knowledge, will be valuable, for example, in 
guiding children to learn effective and acceptable ways of meeting the problems 
encountered in daily living. Many juveniles adopt delinquent behavior as a 
method of striking out to relieve anxieties and tensions arising from problems 
they cannot solve. 


301 


RESEARCH ON THE BRAIN AND NERVOUS SYSTEM 


One of the most encouraging recent developments in research on mental illness 
is the adeptation of biochemical and metabolic research techniques to investiga- 
tions of mental illness. 

Studies in physical chemistry in progress in the laboratories of the institute 
bave as their goal determination of the relationship between fundamental chem- 
ical structure of the brain and its normal and abnormal activity. Within the 
nucleic acids of the brain cells now being studied reside specifie genetic factors 
which may contribute to diseases of the nervous system. 

Another research team—one on cerebral metabolism—has in the past year de- 
veloped a technique which, for the first time, makes possible measurement of 
circulation to individual parts of the brain. On the assumption that the amount 
of blood supplied to any part of the brain is indicative of the relative activity of 
that part, this technique makes it possible to determine the blood supply of each 
segment of the brain. This is of basic importance in finding out what each seg- 
ment contributes to the function of the whole brain. In the senile psychoses, 
insufficient circulation to the brain has been shown to be one of the important 
causes. This new technique will permit more intensive study of the aging of 
cerebral circulation and the effect of drugs and procedures designed to improve it. 

The general purpose of our studies on aging is to identify the primary factors 
leading to decline in the function and structure of the nervous system with ad- 
vancing age. The significance of this research in connection with mental disorders 
lies in the fact that persons 65 years of age and older represent 25 percent of first 
admissions to State mental hospitals in 1950. Research on the nervous system is 
one of the most profitable points of departure for studies of aging because of the 
role of the nervous system in integrating bodily functions and the fact that the 
nerve cells show little evidence of regeneration. Hence it is a system which 
accumulates changes. Studies of this nature anticipate eventual studies designed 
to alter the rate of aging in the nervous system when the primary factors leading 
to decline in the function and structure of the nervous system have been identified. 

Studies of cortical integration are headed by a scientist who has made a sig- 
nificant contribution to our knowledge of the integrated activity of the cerebral 
cortex. By an extremely ingenious technique he has made it possible for the first 
time to observe the precise physiological activity on the surface of the brain 
associated with a voluntary act. This will make possible an understanding of 
the complex physiological basis for normal and abnormal behavior. 

A research advance of potentially profound significance is the finding that the 
amounts and types of chemicals called steroids differ in different mental disease 
states, as compared with normal people. An important contribution of the work 
in our laboratories during the past year has been the development and use of 
refined new methods of analyzing these substances. 


CLINICAL STUDIES ON THE CAUSE OF SCHIZOPHRENIA 


Schizophrenia is a mental illness of immediate concern because 47 percent of 
the patients resident in public mental hospitals are suffering from schizophrenia 
and their median length of stay is over 10 years. 

One of the grants from the Institute is supporting research to explore the 
effects of a chemical called lysergic acid which has recently been found to produce 
in normal persons temporary reactions resembling some of the symptoms found 
in schizophrenic patients. If the scientists are able to determine the biochemical 
effects of lysergic acid which produce these reactions, they can then search for 
drugs to counteract them. Ultimately, investigators may be able to apply them 
in the treatment of schizophrenia. This project may also provide basic infor- 
mation on the relationship between brain metabolism and mental disorders. 

At the Clinical Center, the Institute staff is taking another approach to the 
study of lysergic acid. A group of schizophrenic patients has been admitted who 
display an unusually intense degree of feelings of unreality. These patients were 
specifically selected because their symptoms resemble those which are produced 
in nonpsychotic individuals by the use of lysergic acid. Studies of the blood and 
urine of the schizophrenic patients are being made in order to follow the metab- 
olism of lysergic acid. This drug is also being administered to monkeys to deter- 
mine by psychological and physiological methods (1) if their reactions to the 
drug are comparable to those in normal human beings, and (2) to determine if 
possible the area of the brain which is affected by the drug. It is possible that a 
competing substance may be found which will ameliorate the effects of the drug. 
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This substance can then be tested to determine whether it has any beneficial 
effects in the treatment of schizophrenia. 

Another group of patients with schizophrenia under study at the Clinical 
Center are young people in their late teens who are suffering an acute onset of 
the disease after having made apparently good school or job adjustments. 

With the assistance of a grant from this Institute, a systematic exploration 
of conditions which appear to be basic to understanding the psychological factors 
characteristic of schizophrenia is underway. It is anticipated that some valuable 
clues to this comptex disease will be forthcoming in the course of this research. 


CLINICAL STUDIES ON THE CAUSE AND TREATMENT OF ABNORMAL BEHAVIOR 


At the Clinical Center, the National Institute of Mental Health staff has 
inaugurated a study of the emotionally disturbed child on the well-founded 
assumption that a large proportion of the mental illnesses of adults has its roots 
in childhood. Currently a group of boys whose ages range from 9 to 13 years 
are being studied. All of the boys have displayed serious difficulties of an anti- 
social nature. The research is designed to gain further understanding of their 
difficulties with a view to developing more effective methods of treatment. 


CLINICAL STUDIES OF EVALUATION OF TREATMENT 


A basic tool of the psychiatrist is the group of treatment techniques included 
in the term ‘‘psychotherapy.’’ Where psychiatric services are available to the 
mentally ill patient, psychotherapy frequently arrests the progress of the illness 
and helps the patient to recover. However, a better understanding of specific 
elements in the process which are effective is necessary. Once these elements 
are more clearly identified it may be possible to prescribe treatment for a specific 
type of patient and predict the outcome more accurately. Grants have been 
made for studies of this character which will provide some of the vitally im- 
portant information and offer new leads for further study and improvement of 
psychotherapy. 

Another method of treatment which is well known is shock therapy. Electro- 
shock therapy is effective in treating certain types of mental illness, but the rea- 
sons for its effectiveness are not known. Twenty-five years ago two-thirds of 
the patients who were admitted to mental hospitals suffering from involutional 
melancholia (a mental illness usually occurring in the middle years of life) were 
still there at the end of a year. Today, two-thirds of these patients are discharged 
within 12 months of their admission. A study is being supported with a grant 
from this Institute which may enable us to find out why shock therapy is effective 
with certain types of patients and why it is not effective with other types. One 
highly significant approach to this problem is the use of a new method of shock 
therapy which will enable investigators to find out for the first time what happens 
in the brain during shock treatment. 


CLINICAL STUDY OF PROGNOSIS 


In a grant-supported study, the investigators are trying to provide tests for 
identifying schizophrenic patients who are likely to respond to available treat- 
ments, and to identify those for whom no present-day treatment appears to be 
effective. With such a prognostic device, therapies may be developed that will 
accelerate improvement in those patients with a good prognosis, and therapies 
devised which may be effective with the patients who now have a poor prognosis. 


CLINICAL STUDIES OF ETIOLOGY OF PSYCHOSOMATIC DISORDERS 


One of the strengths of the clinical center as a research facility is the oppor- 
tunity to bring every medical and scientific specialty to bear on the health 
roblems being investigated. The staff of the National Institute of Mental 
ealth is seeing selected patients with severe arthritis, and is cooperating with the 
staff of the National Heart Institute in the study of several cardiac patients. 
Emotional factors present in any illness are believed to be of particular and 
perhaps basic importance in diseases such as certain types of arthritis and heart 
disease. 

CLINICAL STUDIES ON CAUSES OF MENTAL DEFICIENCY 


It is estimated that between | and 2 percent of the population are handicapped 
by various types of mental deficiency. Certainly, at the end of 1950, there were 
more than 128,000 children and adults on the books of public and private institu- 
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tions for the mentally defective. The Institute is providing support for some 
very fundamental research in this field. One project is attempting to determine 
in a particular type of mental deficiency if the condition exists as a result of the 
presence of a substance which interferes with the normal metabolism of the 
nervous tissue, or alternatively, if some substance is missing which is necessary 
for normal mental functioning. In another study, the nutritional requirements 
and metabolic patterns of Mongolian idiots are being investigated. It is thought 
by some scientists that mentally defective persons in this category exhibit 
symptoms similar to those observed in several nutritional deficiency diseases. 
These studies may not only give us more knowledge about mental deficiencies 
but, at the same time, may provide us with important data on the biochemical 
requirements for normal brain functioning. 


EPIDEMIOLOGICAL STUDY OF THE MENTALLY ILL 


A study undertaken by Institute staff and now nearing completion will show in 
great detail, for a substantial population group, the respects in which mentally ill 
people and their life experiences differ from people who have not become mentally 
ill. Hagerstown, Md., a community which has been the object of extensive health 
studies over a period of 30 years was selected for a study of the distribution of 
schizophrenia and other functional psychoses. The State of Maryland made a 
grant of $5,000 to this Institute to help expand the study, because of the benefits 
which will accrue to the State from such a study of certain of its citizens. The 
value of the data collected will not, of course, be limited to the State. Knowledge 
acquired in Hagerstown will add an important piece to the picture of mental ill- 
ness which is gradually being developed. 


CLINICAL STUDIES OF DRUGS AND ADDICTION 


The earliest research responsibility of the National Institute of Mental Health 
was the study of drugs and drug addiction which had been delegated to the Public 
Health Service in 1929. Following the establishment of the Institute, the Addic- 
tion Research Center located at the Public Health Service hospital in Lexington, 
Ky., became a responsibility of the Institute. During the past year, the center 
continued its vital work in clinical testing to find a safe synthetic substitute fir 
morphine and codeine. Officials of the American Medical Association talked with 
the Surgeon General about their concern over the addiction liability of meperidine, 
a drug which is widely used in medical practice. It was decided to undertake a 
study of this drug at once, and in cooperation with the clinical staff of the hospital 
at Lexington the work is now going forward. 


MENTAL HEALTH CAREER itNVESTIGATOR GRANT 


A new type of research grant was made possible with the increased funds ap- 
propriated for the current fiscal year, and bids fair to make an important con- 
tribution to the development of highly productive research. This grant, which 
is known as the mental health career investigator grant, enables the Institute to 
support the research of a number of outstanding young scientists in psychiatry 
and related fields for a period of several years each. Basic considerations in re- 
viewing the applications for these grants are the qualifications and demonstrated 
ability of the candidate proposed by the applicant, the nature of the program of 
research that the candidate plans to undertake, and the facilities of the university 
or other research center making the request to provide a stimulating environment 
for maximum growth of the candidate as a scientific investigator. Preliminary 
review of the applications for these grants is made by a selection committee of 
five outstanding nongovernmental scientists who will make recommendations to 
the National Advisory Mental Health Council. The Council, in turn, will review 
the applications and the recommendations of the selection committee and report 
to the Surgeon General. 

Every field of science is looking for new blood and fresh talent but in no field 
of research is there greater need for young investigators of demonstrated ability 
than in psychiatry. In the past the training of the psychiatrist has been largely 
oriented toward the practice of clinical psychiatry at the expense of experience 
in research methods and techniques. The first mental health career investigator 
grants, therefore, are being awarded to support the research of young psychiatrists 
of outstanding ability. 
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RESEARCH FELLOWSHIPS 


In addition to research grants, the Institute also provides research fellowships 
to young scientists for training in research methods and techniques in the field 
of mental health. Sinee the first fe-lowships were awarded several years ago, the 
returns are beginning to come in. Several former research fellows of this Institute 
are receiving research grants, or are participating in research being supported by 
the Institute. It is particularly gratifying to be able to see the results of our 
efforts to increase the number of well-trained research workers. 


INCREASING THE SUPPLY OF PSYCHIATRIC MANPOWER 


The urgent need to apply the findings of research in the effective treatment 
of the mentally ill lays added emphasis on the great shortages of people trained 
in the mental health professions of psychiatry, clinical psychology, psychiatric 
nursing, and psychiatric social work. Teaching and training grants administered 
by the National Institute of Mental Health are helping to meet this need by 
developing teaching programs to reach more students and by providing trainee- 
ships to graduate students who wish to enter these professions. At the present 
time 136 universities and other training centers are receiving 1 or more training 
grants from the National Institute of Mental Health. Of the total of 27,000 
students in undergraduate medicine during fiscal year 1953, more than half— 
15,000—benefited from improved training in basic psychiatric concepts made 
possible by National Institute of Mental Health teaching grants to 45 schools. 

In the graduate training programs during this same period, the benefits of the 
National Institute of Mental Health training grants reached 500 of the 1,112 
enrolled in psychiatry, 520 of the 1,000 in public health mental health, 800 of 
the 2,000 in psychiatrie social work, 750 of the 2,600 in clinical psychology, and 
at least 2,500 of the 3,000 enrolled in psychiatric nursing, 


IMPROVING TRAINING 


The objective of the Nationa! Institute of Mental Health is not only to increase 
the training opportunities available, but to raise the quality of training provided 
and devise new and more effective training techniques. With constantly in- 
creasing professional knowledge and new concepts of service, it is essential that 
each of the mental health professions review the content of its training programs 
from time to time. Through training grants to the appropriate professional 
groups over the last several years we have enabled each of the professions to do so. 
The most recent of these conferences was held at Cornell University by the 
American Psychiatric Association and the Association of American Medical 
Colleges to consider the education, training, and the role of the psychiatrist. 
The results of the extraordinarily constructive work done at this conference were 
recently published in a volume entitled ‘‘The Psychiatrist, His Training and De- 
velopment.” 

TRAINING ALLIED PERSONNEL 


The mental health professions neither can nor should assume the entire responsi- 
bility for the mental health of the population. Many other professional people, 
public health physicians and nurses, general practitioners, pediatricians, teachers, 
ministers, and others who work in a guidance or counseling capacity with children 
or adults can render yeoman service in recognizing and dealing with the emotional 
components of the problems which come to their attention and in identifying 
symptoms of mental and emotional disorders which should receive specialized 
help. The National Institute of Mental Health has sponsored a number of 
institutes to provide training in basic psychiatric concepts for such personnel. 
The value of these institutes has been generally recognized and many of the States 
are now conducting them for various professional groups. 


TRAINING PERSONNEL TO REHABILITATE THE MENTALLY ILL 


Another area in which special training is needed is the rehabilitation of the 
mentally ill so that their readjustment as productive members of the community 
is made easier and the chances of a relapse thus minimized. In cooperation 
with the Office of Vocational Rehabilitation of the Department of Health, Edu- 
cation, and Welfare, this Institute has made grants for a series of training con- 
ferences for vocational rehabilitation counselors. 

Colorado, which was one of the first States to inaugurate a specialized program 
for the rehabilitation of the mentally ill has demonstrated in dollars and cents 
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what the savings can be. By putting in the credit column the taxes paid by the 
patients on the wages they earned on the job, and the savings to the community 
because they are in the community working instead of being hospitalized, and 
balancing this off against the cost of the rehabilitation program, there was a net 
gain to public funds of over $400,000, 


HELPING THE STATES TO DEVELOP MENTAL HEALTH PROGRAMS 


Financial and technical assistance to the States in their steadily expanding 
mental health programs is provided through the grants program and by technical 
consultation from professional staff at the Institute and in the departmental 
regional offices. By these means the official State mental health agencies have 
received invaluable help in recruiting and developing mental health staff, and in 

lanning and carrying out programs suited to the needs and resources of the various 
tates and communities. 

One of the principal activities of these programs has been to train many types 
of professional personnel—-health and education personnel, welfare and rehabilita- 
tion workers, court personnel, church groups—to render mental health services. 
Through official and nonofficial agencies and other community groups, information 
and education on mental illness and methods of building sound mental health 
are being provided. 

Another extensive activity that grant funds have made possible at the State 
and local level has been the development of mental-health services for people 
with mental and emotional problems. In addition to these diagnostic and treat- 
ment services, outpatient clinic staffs are also providing consultation to profes- 
sional workers in other agencies who may be confronted with such problems in the 
people with whom they work. 

Growing interest and support for mental-health services is concretely illustrated 
by the steady increase in State and local funds available to match the Federal 
grants. The Council of State Governments has assumed an increasingly active 
role in identifying the mental-health needs in the respective States and is utilizing 
the professional services of our staff in planning ways and means of meeting these 
needs 

CONSULTATION ON SPECIAL PROBLEM AREAS 


Some of the special problem areas in the field of local mental-health programing 
resent challenges which require the assistance of a Federal agency such as the 
National Institute of Mental Health. This is true, for example, of the mental- 
health problems implicit in civil-defense programs. In consultation with the 
Federal Civil Defense Administration, the professional staff of the Institute pre- 
pared a booklet which has been published by the Public Health Service under the 
title “Mental Health Implications in Civilian Emergencies.’”’ This booklet is being 
widely distributed throughout the country. 

Consultant services provided by the National Institute of Mental Health to 
State mental-hospital systems are helping to strengthen and improve the stand- 
ards of patient care. Work with State agencies and other groups on mental- 
health problems as found in alcoholism, drug addiction, juvenile delinquency, 
aging, and mental deficiency has served to coordinate and develop programs to 
meet these needs. 


Stupies To Improve Mentat HEALTH SERVICES 


In order to improve the care of the mentally ill in the State hospitals, as well as 
to improve the diagnostic and treatment services offered by local mental-health 
clinics, it is imperative that the results of careful statistical and field studies, 
which no local agency is equipped to conduct, be made available. 

To fill this need, studies at the Public Health Service field station in Prince 
Georges County, Md., are being conducted in an effort to develop new and im- 
proved methods for use in community mental-health programs throughout the 
country. One such study recently concluded has given us valuable information 
about the symptoms of emotional maladjustment in school children. With this 
information, we can now more easily identify those children who are likely to 
develop emotional disorders, so that they may be given appropriate treatment 
before they develop these disorders. Other such studies under way hold promise 
for further techniques and tools which will be useful in preventive work with 
children, the area in which each accomplishment is a major vietory, each child 
saved from emotional illness means a lifetime of full and socially useful living. 
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To improve the services rendered by the State mental hospitals, it is essential 
that they have complete and reliable data on what happens to patients who are 
hospitalized with mental illness. Only in that way can the effectiveness of treat- 
ment be charted and broad plans be made for the patient both during and after 
his period of hospitalization. To date there are no such uniform statistical data 
for the country, as a whole, but the efforts of the National Institute of Mental 
Health to fill this gap are bearing fruit. 

Three years ago, Institute staff members met with State hospital adminis- 
trators and statisticians and worked out plans for setting up a model reporting 
area composed of 11 States that were interested and able to help develop more 
adequate data on the hospitalized mentally ill. In subsequent conferences with 
the State representatives, methods have been worked out which can be used in 
developing these data. Four more States have since joined the model reporting 
area group. These 15 States provide care for 64 percent of all patients in State 
mental hospitals in the United States. The most striking development reported 
at the conference held in the spring of 1953 was that nearly three-fourths of 
these 15 States have inaugurated systematic statistical studies of what happens 
to the patient from the time of his admission to the mental hospital. his 
represents a very significant attempt by the States to determine disposition of 
such = by age, sex, and diagnosis within specific intervals after admission, 
and thus to evaluate the operation of the State hospital systems. 

The foregoing summary of the research into mental illness supported and 
conducted by the National Institute of Mental Health, the assistance provided 
in the training of professional psychiatric manpower, and the consultation and 
studies related to the development of mental-health programs indicates the range, 
goals, and scope of activities of the Institute. The aim has always been to move 
in on this grave public health problem from every possible angle, to isolate core 
areas of difficulty, and through the acquisition and application of new knowledge 
to camped reduce the problem. 

he job yet to be done before mental illness can be oa to an irreducible 
minimum is enormous, but progress is surely being made. Even with our limited 
knowledge, we can help many mentally ill patients to recover today, and there is 
no reason why increasing knowledge and personnel will not make it possible to 
help many more recover tomorrow. But we must not relax our efforts—the 
combined efforts of Government, foundations, and voluntary groups to achieve the 
goal as quickly as possible. 


Mr. Bussry. Your request this year is for $12,460,000, which is 
an increase of $365,000 over the amount appropriated for 1954. Is 
that correct? 

Dr. Fruirx. That is correct, sir. 

Mr. Bussey. And this increase is attributable to the increased 
activity at the clinical center at Bethesda? 

Dr. Fetrx. That is correct, sir. 

Mr. Bussry. On page 5 of your statement, Doctor, you refer to a 
research team that has developed a technique to measure circulation 
in different parts of the brain. Is that a team of the NIH staff, or is 
that an outside group? 

Dr. Freirx. That is a team of the NIH staff, the National Institute 
of Mental Health, working in the clinical center at the National 
Institutes of Health at Bethesda. 


RELATIONSHIP WITH WORK OF NEUROLOGY INSTITUTE 


Mr. Bussey. Explain to the committee, if you will, the relationship 
of your research to the research that is done on the brain and nervous 
system in the Institute for Neurology and Blindness. 

Dr. Freirx. Well, sir, we know that any mental functioning must 
be the result of activity of the brain. In other words, thought and 
mental functioning is a function of an organ, the brain, which is the 
seat of this activity. This organ depends upon various types of 
metabolic activity and certain physiological processes in order for it 
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to function correctly, and deviations from those mean abnormal 
functioning and abnormal thinking. 

So we are concerned with the functions of the brain and nervous 
system insofar as thinking is concerned from the standpoint of what 
it means in terms of deviations from normal thinking. At the basic 
level; that is, in the fields of physiology, chemistry, anatomy, and so 
forth, we have a laboratory jointly with the National Institute of 
Neurological Diseases and Blindness. We jointly support it, because 
the data coming out of these laboratories are important to both of us 
for different reasons; they, with respect to neurological diseases, and 
our Institute because of the mental aspects of it. But it is a joint 
laboratory. 


EFFECT OF EMOTIONAL FACTORS ON BODY DISORDERS 


Mr. Bussey. On page 10 in the last sentence of the paragraph under 
the heading ‘Clinical Studies of Etiology of Psychosomatic Dis- 
orders’’ you say ‘Emotional factors present in any illness are believed 
to be of particular and perhaps basic importance in diseases such as 
certain types of arthritis and heart disease.” Would you expand on 
that statement just a little, Doctor? 

Dr. Feurx. I will be glad to, Mr. Chairman. There are a number 
‘of diseases, arthritis being one, heart disease another one, ulcers of 
the stomach another, asthma another, and several others, which have 
been found to have a relationship to the general emotional attitudes 
of the individual. 

We know, for instance, in heart disease—I am speaking now from 
the psychiatric point of view, not from the standpoint of cardiology— 
that continued emotional stress as well as contimued physical stress 
causes changes in certain glands of the body which will reflect them- 
selves in an elevation of the blood pressure and disorders of the vessels 
supplying the heart itself with blood, the coronary vessels, and will 
eventually result in permanent damage and disease. You probably 
are aware and probably have yourself sometimes used the expression 
“If tensions do not let up pretty soon, so-and-so is going to have a 
stroke.” And it is literally true. If the tensions, if the emotional 
pressures on one are more than can be handled successfully, they are 
reflected in mental and physiological changes of the body, in some 
people mental or psychological changes, in others, ulcers of the 
stomach, in others arthritic changes, changes in the joints themselves, 
and so on. These diseases are called by the name of psychosomatic 
disorders, the causes of which have both emotional and physical 
aspects. 

CAREER INVESTIGATOR GRANT PROGRAM 


Mr. Bussey. On page 12 you mention a new type of grant, “Mental 
health career imvestigator grant.”” How much does each grantee 
receive a year? 

Dr. Feuix. It varies, depending upon his project and upon the 
number of years of support he needs, and so forth. The total amount 
granted for this purpose for the current year is $198,450. This is 
for three investigators and their supporting staffs. It can vary up 
and down depending upon the nature of the project and for how 
many years support is needed. 
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Mr. Bussey. For how many years will a particular one of these 
investigators continue to receive grants? 

Dr. Freirx. In no case more than 5 years. It may be less; it could 
be for 1, or 2, but in no case for more than 5 years. 

Mr. Bussey. How much did you say was being spent for this in 
the 1954 fiscal year? 

Dr. $198,450. 

Mr. Bussey. And you are requesting how much for 1955? 

Dr. Ferrx. This is part of our general research project request. 
There would be not more—and I cannot predict whether it would be 
this much, because we do not know yet what applications there are— 
but not more than $250,000 out of the requested amount of $2,587,000. 

Mr. Bussey. In the hospital construction program, under the Hill- 
Burton law, we have encountered what they call split projects, where 
they allocate Federal funds to start a project, thus building up pressure 
for the future years’ appropriations until the project is finished. Is 
this in any way going to be construed as being binding on Congress 
to keep appropriating at a certain level indefinitely for completion of 
a series of grants that you are now starting? 

Dr. Fr.rx. No, sir. In order to obviate that, we set aside funds 
at the time the award is made which will cover the entire amount of 
the project. If by any chance the investigator should die or the 
project should be broken off, any paid and unexpended portion, of 
course, returns to the Treasury. In this way, once the grant is made, 
our obligation ceases so far as that individual is concerned. 

Mr. Bussey. Are funds budgeted under any other Institute for 
grants of this kind? 

Dr. Van Stryke. No, sir, they are not, Mr. Chairman. There is 
under discussion at the present time this problem in relationship to 
other shortage areas as in the case of psychiatric research, but no 
definite steps have been taken. 


REASON FOR SPECIAL PROGRAM 


Dr. Felix. You might be interested as to why we wish to develop 
this type of activity. We found over several years that the most 
laring lack insofar as the researcher is concerned in the mental health 
field is that of clinical people, that is, trained psychiatrists who are 
also able to do good and sound clinical research. They are almost 
nonexistent. Many of the problems which have to be answered in 
the immediate future are of a clinical type. 

In the treatment of dementia praecox, for instance; the whole 
problem of the treatment of emotionally disturbed thinking, which 
is a precursor to juvenile delinquency. The problem of treatment 
of those conditions is the important goal from the clinical point of 
view. We were not getting applications in those areas, because no 
one was trained to do this. They were trained as teachers, perhaps, 
to do public service like working in clinics; but to do good, sound 
research we could not find them. 

So this particular project was started as a part of our research 
grants program in order to stimulate some bright and inquisitive 
young men and women to make a career of clinical research. 
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COLORADO REHABILITATION, PROJECT 


Mr. Bussey. On page 15 under the heading -““Training Personnel 
to Rehabilitate the Mentally Ill” you state: 

Another area in which special training is needed is the rehabilitation of the 
mentally ill so that their readjustment as productive members of the community 
is made easier and the chances of a relapse thus minimized. In ononeeas ion with 
the Office of Vocational Rehabilitation of the Department of Health, Education, 
and Welfare, this Insti ute has made grants for a series of training conferences 
for vocational rehabilitation counselors. 

Colorado, which was one of the first States to inaugurate a specialized program 
for the rehabilitation of the mentally ill has demonstrated in dollars and cents 
what the savings can be. By putting in the credit column the taxes paid by 
the patients on the waves they earned on the job, and the savings to the com- 
munity because they are in the community working instead of being hospitalized, 
and balancing this off against the cost of the rehabilitation program, there was 
a net gain to public funds of over $400,000. 

Would you elaborate on that a little bit for the benefit of the 
committee? 

Dr. Fre.ix. They have a program in Colorado, as stated in my 
statement here, designed to rehabilitate those mentally ill who have 
been hospitalized, as well as others. On figuring this, they calculated 
the cost of carrying the patient in the hospital at the rate per annum 
or per diem in Colorado. They also took the actual amount of 
money that these individuals earned after they came out of the 
hospital and took their earning capacity as a result of the rehabilita- 
tion program and also the actual amount of tax money they paid 
on those earnings; they subtracted the cost of hospitalization, the 
cost for the time they would have been hospitalized had they not 
been brought back out and put to work, from the total amount of 


earnings and taxes paid, and found that the public had been saved 
on those 216 patients, which were the ones studied, $400,000. 


CALCULATION OF MONETARY BENEFITS 


If the chairman and the committee would wish, I would be very 
glad to submit for the record the actual dollars calculated and how 
they calculated it. 

Mr. Bussey. I think it would be well that that be submitted for 
the record; not that we challenge the figures, but so very often we 
have had people come before this committee and make general state- 
ments of this kind when they could not produce the facts to sub- 
stantiate the statements, especially on rehabilitation. 

You mentioned 216 patients. That would be out of a total num- 
ber of how many patients for the entire State? I assume the 216 
were in the State of Colorado. 

Dr. Freuix. These 216 were in the State of Colorado and were the 
ones who were given this rehabilitation program which had been 
designed in the State. This extended over a period of 4% years. 
Some of those patients, at the time this calculation was made, had 
been out for only a few months, so that today I am sure the figure 
would be greater than that. Others had been out for from 3% to 4 
years at this time. But this calculation was made on those 216 
patients discharged from the hospital as recovered and put back into 
society, into productive activity, as a result of this training program. 
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Mr. Bussey. Might they include such cases as, for instance, a 
friend of mine in Chicago? He is the head of a fairly good-sized 
business. He went into a hospital for a mental condition for a period 
of about 6 or 7 weeks and took a series of shock treatments some 5 or 
6 years ago, and he has been back working, ever since that time, at 
his regular job as the head of his business. 

Would these statistics take into account a patient like that? 

Dr. Fenix. Probably not; because that man has his own business. 
I would gather from what you say the type of illness he had was one 
which, with a short intensive treatment, he could go back to work and 
do just what he had been doing. That person ordinarily would not 
be counted in this kind of rehabilitation figures. 

But suppose your friend had been a bank teller, or some employee 
ina bank. It was not his business, but he was an employee in some 
capacity in this bank. Suppose he developed dementia praecox, a 
very serious kind of mental illness, which increased over the months, 
and suppose instead of weeks he had been in the hospital for 16 
months: Now the probabilities of his returning to his bank position 
would be rather small. 

There would be a number of reasons for that. The banking con- 
cern might not be too certain he could carry out his duties accurately, 
and so forth, but such a person might be found to work very well, 
because of his basic skills which made him a good teller, or what not, 
to do some other kind of work not in a position of this kind. He 
would be givea rehabilitatioa training along this line, under the super- 
vision not only of the rehabilitation counselor, but psychiatrists who 
know his basic condition. Then he would be placed in work which 
would be consistent with his training and which would net him an 
income. 

TI am not so much concerned, Mr. Chairman and gentlemen, with 
the acute short-term conditions for which you can give intensive 
treatment, but the drain on our purse, as vou know, and as I have 
told you heretofore, are those long treatment cases that cannot get 
out and that cost us thousands and thousands of dollars because there 
is no place for them t6 go; nobody will hire them; they have no skills. 

Mr. Bussey. I am in entire accord and sympathy with the pro- 
gram, but certain of these statistics raise a question in my mind, 
especially since I found out in my inspection of the rehabilitation 

rogram last summer in various States that very often they would 

uy a person a pair of glasses, or a hearing aid, or a pair of dentures, 
and do nothing else, but in the statistics that fellow was counted as 
one person rehabilitated just the same as though they had spent 
4 years work in rehabilitating that individual. That is one of the 
reasons I raise the qustion as to how the statistics are arrived at. 

Another question that comes to my mind is whether or not a cer- 
tain percentage of the 216 people would not have been cured with 
the usual care and treatment without any special rehabilitation 
given through this program. 

Dr. Ferrx. I cannot say whether they would have gotten out 
eventually. I suspect on the law of averages that a portion of them 
would; but they got out earlier under this program. 

Now if a patient costs $150 a month to the public and you save 
10 months, you have saved $1,500 of public money. He might have 
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gotten out at the end of that time, but you have gotten him out earlier 
in this way. 

I cannot say without going back to the basic data. I might say 
that when I saw these data and considered including them in my 
statement, I was critical and asked for the facts before I put this in. 
I thought I had the data in my bag, but I do not. I will supply 
them. Also, there has been a publication on this. 

Mr. Bussey. I hope the table will show just exactly how their 
$400,000 figure was arrived at, because without a full explanation the 
statistics do not mean much to the committee or anyone else. 

(The information referred to follows:) 

Total amount earned by clients (weekly earnings multiplied by length 

of time worked at time of survey) _ $256, 304 
Estimated cost that would have been incurred for hospitalization during 

time out of hospital and employed (using per diem cost in Colorado 

State Hospital report) 


Total gross gain in value produced and savings_______-_-_---- 705 a 526 


Estimated 15-percent tax on earnings yields tax return to public_-_-_-- 
Estimated savings in hospitalization : 


Total gross gain to public funds 
Cost of the program ($46,358 for salaries of counselor and office assist- 
ant, and rent; $6,478 for direct services to clients (tuition, training, 


This calculation assumes that all of the hospital savings must be attributed to 
the program. Some of these patients would have been out of the hospital without 
the program; on the other hand, a part of these might not have been employed, 
or employed in as good jobs, without the program. None of these intangible 
factors can be exactly calculated. However, it is only necessary to attribute 
less than one-eighth of the hospital savings to the program to have it pay for 
itself in publie funds alone. 


RELATIONSHIP OF ENVIRONMENT TO MENTAL HEALTH 


Mr. Bussey. On page 13-4, of your justifications you mention a 
project, “The relationship of environmental stress to’ mental health 
and illness.”” Does this work get into the field of the effect of a man’s 
occupation on his mental health? 

Dr. Feuix. It could. None of our studies at the moment do in 
fact, but it certainly could. At the present time, the studies are of 
two kinds. One is a study being carried on at Hagerstown, Md., in 
which they have the health records and occupation records, as you are 
aware, I believe, for somewhat over 20 years, and there has been a 
continual study of children occurring out there. They now also have 
available the records from the mental hygiene commissioner of the 
State of those hospitalized individuals out of that community, and 
information about their mental hospitalization. We are now matching 
up these records with the total health records, occupation records and 
family records of the individuals and comparing that with a matched 
group of cases that did not go to the hospital and who had exhibited, 
as far as we can learn, good mental health. 

The other has to do with a study being carried on in St. Elizabeths 
Hospital here, concerned with the attitude of the family toward the 
hospitalized patient and the effect this attitude has on his getting 
a pn or delaying his recovery. 
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Mr. Bussey. Now does the direct research in this field, mentioned 
on page 13-10 of the justifications, get into the question of how a 
man’s occupation affects his mental health? 

Dr. Fe.rx. I do not believe we have any research going on in that 
area at the moment that has to do with an occupation’s effect on 
mental health. It is certainly an area which is pertinent to this 
— but none of our people are working on that particular thing at 
this time. 

Mr. Bussey. Explain a little further for the benefit of the com- 
mittee the sentence on page 13-10, 

Another area being emphasized is the relationship between environment and 
human behavior. 

To what does that refer? 

Dr. Feurx. This is again spelling out under the detail of our project 
on intramural research the same thing I was just telling you. This 
has to do with studies of environment and its effect upon mental 
health and mental illness. This is the same thing as we are discussing 
here under grants. One is intramural; the other is the grant program. 


TRAINEE PROGRAM 


Mr. Bussey. Going back to page 5 of the justifications, how many 
trainees have received funds since this program started? 

Dr. Fetrx. With your permission, I would like to supply that for 
the record. 

Mr. Bussey. For the purpose of discussion, can you give us an 
approximation of the total number? 

r. Feirx. This is rough; I may be off some, but there have been 
around 2,500 individuals who have received stipends. In addition to 
that, of course, many have received better training due to grants to 
institutions which made the total training program much better. But 
about 2,500 have received stipends—different individuals—since the 
beginning of the program. 


PROPORTION OF TRAINEES THAT ENTER PUBLIC SERVICE 


Mr. Bussey. Would you also supply for the record, how many of 
the total number are now engaged in mental health research and how 
many are in private practice. 

Dr. Frxrx. I can say about 80 percent of our stipendiaries are in 
some form of public service; that is, research, teaching, or working in 
community work. There is another about 8 percent in the military, 
and another percentage beyond that that are still in training. 

Mr. Bussey. How do you arrive at those percentages? 

Dr. Fenix. We have followed up almost all—some we have lost 
track of, but we have followed up almost all of those people who 
received stipends and have asked them what they are doing at the 
present time. That is the basis for our data. 

(The requested information follows:) 

From the inception of the training program of the National Institute of Mental 
Health in 1947 to the present time, fiscal year 1954, a total of 2,740 persons have 
received support for training under the National Mental Health Act. In keeping 
with our past experience that one-third of the trainees in any given year will re- 
quest support for additional years of training, a total of 2,500 persons have already 
or will complete their training by the end of this fiscal year, June 30, 1954. The 
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staff of the National Institute of Mental Health has from time to time surveved 
the trainees to determine the areas of activities in which they are engaged. The 
last such survey was concucted for the period 1947-52 (June 30, 1952). It has 
not been possible to conduct a yearly survey and keep this information up to date 
on each trainee because of the amount of work entailed and because of limitations 
of staff time. Another factor is the frequency with which former trainees should 
be asked to report to the Federal Government. 

For the period 1947-52 a total of 1,633 persons had received support: under the 
National Mental Health Act. Of this number, replies were received from 1,241 
individuals who had completed training. This is 76 percent of the total. The 
results of this survey indicated that they were engaged on a full-time basis, or 
that a major part of their time was devoted to the following activities: 


Total individuals receiving traineeships____.................-.--_--.-- 1, 633 
Dropped from training or did not reply to questionnaire oe ree 212 
Still in training, not yet in professional practice___.._._._____.____ 180 

— 392 

Completed training and replied to questionnaire (76 percent) ______ 1, 241 

| Percent Number of 


trainees 


Public service (hospitals, clinies) 56 702 


Thus 1,012 or 81 percent of those who had completed training and from whom 
information was received were in some form of voluntary public service which 
includes teaching, research, hospitals and clinics. Military service has been 
excluded from public service although some might permanently choose this 
career and others might go into teaching, research, hospitals, or clinics. 

Mr. Bussey. Is there any obligation on the part of the people who 
receive these training grants to spend a certain amount of time in 
public service? 

Dr. Feirx. No, sir; there is not. 

Mr. Bussey. If we appoint a boy to Annapolis or West Point, he 
is obligated to spend a certain amount of time in the service and, even 
when he fulfills that obligation, he is still subject to call in the Reserve. 

What is the obligation to the Government in the case of those to 
whom we give these training grants? 

Dr. Feiix. We try to meet that in part, at least, by suggesting to 
the training institutions who make the appointments—you see, these 
grants are made to the institutions—that they give special stress to 
potential teachers, researchers, and people to fill posts in the public 
service. A great many of the people selected by them do that and 
this selection procedure has brought them to publie service. How- 
ever, as I believe I said last year, if they do not all go into the public 
service, it is still a considerable asset to the country; because there 
are many, many people who need psychiatric care and cannot get it 
and who are quite capable of and prefer to pay for that care, but who 
cannot find psychiatrists. 

Within the last week, I have had three people call me and ask where 
they can obtain a psychiatrist for a case in their family which was in 
urgent need of treatment. In each of those cases I gave them a list of 
6 psychiatrists and they have called me within 24 hours and said they 
could not get any 1 of the 6 for something between 2 and 3 months. 
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They are filled up. I gave them a list of 6 more and 1 called me over 
the weekend to say that out of the second 6 he could get no one. 
And when I return to my office this afternoon, I will supply that person 
with a third six. 

Now as long as this situation exists, we have in some way to fill this 
gap. These people, if they do not receive this treatment, are going to 
go on to a more chronic kind of illness. The family will spend, in one 
way or another, most of its resources, because the illness becomes 
chronic and finally he is put in a public mental hospital. If we can 
stop this thing in the first few months, we can save the public purse 
considerable money. 

Mr. THomas. Does the American Medical Association have any 
objections to the Department furnishing these funds for this training? 

Dr. Fetrx. I have never had any objection from the American 
Medical Association, and I believe I would have heard if they had any. 
I am a member of the committee on liaison between the American 
Psychiatric Association and the American Medical Association, and I 
think I would have heard about it quite some time ago if that were so. 


AMOUNT OF STIPENDS 


Mr. Bussey. What is the average amount of money paid out to 
one individual by way of these stipends? 

Dr. Fetrx. A psychiatrist, which is the most, would be $11,000. 
That would be the maximum. 

Mr. Bussey. We gave this individual $11,000 for this special train- 
ing and there is no dblicstion on his part to contribute anything back 


to the Government or the public health service; is there? 


Dr. Fetix. No, sir. 

Mr. Bussey. What would be your thinking in regard to making 
these stipends on a loan basis, rather than a gift basis? 

Dr. Feurx. If I could interject here, one of these gentlemen thinks 
I have given you a misimpression. That $11,000 was the total over 
the 4-year period; not $11,000 in 1 year. I want to get that clear in 
the record. , 

Mr. Bussey. That was my understanding. 

Dr. Feutx. I have never given any thought to that, but I cannot 
think of any arguments pro or con at the moment. 

Dr. Van StyKke. May I comment on that by saying that all of 
these stipends are relatively low. Some are in the $3,500 range, at 
least to begin with. And in order to induce these people to take this 
training which we find is necessary for public service and to provide 
mental care around the country, they would have to sacrfiice very 
considerably while they are taking this training. As the chairman 
indicated, we could require indentured service. If we did that, 
however, the number of applicants I am sure would fall off very, very 
seriously and it would be a disservice to our country not to be able to 
train people. And the actual result—this is not theory; this is actual 
results we have obtained—is that more than 80 percent of the people 
remain in some form of public service. As Dr. Felix indicated, they 

© into research, or take teaching positions, or work in public clinics 
for medically indigent people, and so forth. 

Mr. Bussey. Dr. Felix, you said 80 percent go into public service? 

Dr. Yes, sir. 


| 
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Mr. Bussey. I think that is very important—the fact that a large 
percentage do go into public service. 

Since psychiatrists who are in private practice get rather large fees 
for their work it is hard for me to comprehend why more medical 
students do not go into this field. Maybe you can enlighten me on 
that, Doctor. 


REASONS FOR SHORTAGE OF PSYCHIATRISTS 


Dr. Feuix. I certainly can, I think. I am not sure, if I were 
entering medical school today, that I would have the courage to go 
into psychiatry. It is a long and very hard road. After 4 years of 
medical school and 1 year of internship—I should go back and say after 
4 years in college, and then 4 years in medical school, and 1 year in 
internship—one must have a minimum of that—and usually 4 years 
of supervised training and then 2 more years of experience before they 
can be recognized by their peers as qualified psychiatrists; even then 
only after they have passed an examination. ‘This puts a person up 
to somewhere around 35 years of age, as a rule. A man 35 years of 
age usually has a family; if he does not, he certainly wants to have, and 
he does not have too many productive years left. 

And not only that, but the actual training of psycbiatrists is not a 
comfortable process. There is a lot you have to learn about yourself 
which sometimes is not always too comfortable. Many trainees drop 
by the wayside just because of this aspect. 

Now to take another point of view, you think they are reaping a 
pretty good harvest, but they are by no means in the highest income 
zroup for specialists. A psychiatrist will see about 10 patients a day. 

f they see 10 individual patients, that is a 10-hour day, and he will 
do this for 5% and 6 days a week, and most psychiatrists are seeing 
patients 6% days a week just because of the demand. 

The average fee in this area of the country is $15 an hour. The 
psychiatrist, then, who sees 10 patients a day, would gross $150. You 
cannot have an appendectomy done for that amount of money, | do 
not believe. 

I am not in any way decrying the income of another group; I am 
trying to point out that psychiatrists are not rolling in wealth. J am 
in public service and everyone knows we do not roll in wealth. But 
even those who are in private practice are not making the kind of 
money that people in many other specialties do today. 

Now you spoke again about what it means to have these people 
engage in private practice. I just did a quick calculation. ‘The 
average cost of hospitalization of a mental patient in a public mental 
hospital is something over $7,000. That is the average cost. If a 
psychiatrist in private practice could keep one patient a month—just 
one patient a month—from going to a mental hospital, he would save 
the public $84,000 in 1 year. If you deduct from that about $20,000, 
which would be about right for cost of care given the patients you 
would still have around $60,000 to $65,000 saved to the public. 

Now it costs the Government, over a maximum of 4 years’ time, 
$11,000 in stipends to train one of these people. You have more 
than gotten your investment back in 1 year and if you figure a psy- 
chiatrist as having 20 years of productive life, which is about right, 
I think you have really received some pretty good return on your 
investment. 


| 
i 


316 


Mr. Tuomas. I have seen a lot of programs of this nature in con- 
nection with the Atomic Energy Commission, the National Ad- 
visory Committee for Aeronautics, the National Science Foundation, 
and others and it would help your record immeasurably, Mr. Chair- 
man, if the doctor, for each one of these programs which apparently 
are very much akin to each other, would give you a statement setting 
out the formula and the amount they give to these people. 

I assume, for instance, a married doctor gets a little more than the 
single man. 

r. Fevrx. No, he does not. 

Mr. Tuomas. If he does not, he ought to. And if he has 2 or 3 
children, he ought to get more than one with just a wife. I mean 
that is the equitable way to do it. I would like to see what formula 
use. I have looked through the justifications, and I do not 

nd it. 

Mr. Bussey. Will you furnish that for the record? 

Dr. Feirx. You mean the limit of the amount of stipend paid 
various people? 

Mr. Tuomas. And the formula. You should give the married man 
with children more than you would give some single fellow who is 
taking the same course, where he is devoting all of his time to it. 

And another thing that might be helpful is some short statement in 
the record as to how these students are selected, You said the funds 
were turned over to the medical schools. By what standards do they 
select them? 

Dr. Fre.rx. I can supply that. 

(The requested information follows:) 

The formula used in payment of traineeships for training in the various special- 
ized areas is as follows: 


Clinical Psychiatrie | Psychiatric 
Level Psychiatry | yeychology | social work nursing 
1, 600 $1, 600 1, 600 
2, 400 2, 400 2, 400 2, 400 


In the first year of training, a recipient receives the lowest applicable level of 
traineeship, the level increasing by one each succeeding year. There is no adjust- 
ment of these levels because of marital or family situation of recipients, 

The traineeships for support of training of individuals are awarded to the 
training centers. Traineeships are awarded to institutions recommended by the 
National Advisory Mental Health Council for receipt of such awards after careful 
review by the Council of their teaching program. The training centeys, because 
of their familiarity with and intimate knowledge of the professional development 
of each student, are responsible for selecting and determining the eligibility of 
each trainee. The applicant for a traineeship must be a graduate of a school 
qualified to provide preprofessional training and be enrolled in a training program 
qualified to provide specialized training. The scholarship record, professional 
aptitude for training, and the applicant’s objectives to enter upon a career in 
teaching, research, or public service are given topmost consideration in the selec- 
tion of individuals to whom traineeships are awarded by the ‘training centers. 


Mr. Tuomas. I recall the conversation with Dr. Menninger of 
Kansas about a year ago when he was down here seeking funds for a 
veterans’ hospital in his town. 

Mr. Bussey. He appeared before this committee about 2 years ago. 
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Mr. Tuomas. I think he is rated as one of the top men in the 
country. 

Dr. Feurx. That is correct. 

Mr. Tuomas. And he very frankly stated that from the research 
point of view very little progress has been made in the last 150 years; 
that there is now not much more basic knowledge about mental 
diseases than there was 150 years ago. In treatments they are making 
some progress, but it is the cause, I presume, where your main interest 
lies in your Mental Health Institute out at Bethesda. And your 
stipends do not do much to help you out with this problem. 

r. Fevix. Of course, if a person is going into psychiatric research, 
he has to be trained as a psychiatrist first before he can go into 
research. 

Mr. Tuomas. If he is a practitioner, as you pointed out, he hardly 
has time to be trained. 

Dr. Feurx. That is correct. 

Mr. Tuomas. He would have little time to do any research, and 
where the money ought to be spent is in research. 

(Discussion off the record.) 

Mr. Bussey. Doctor, is there any duplication between your work 
at Hagerstown and that of the Public Health Methods Division? 

Dr. Freuix. No, sir. The Public Health Methods Division is the 
division which has over the years collected these health records and 
they are collectors and custodians of those records, and we are using 
those records and matching them with records in the State hospitals. 
We could not do the work had they not amassed these records over 
the years. 

Mr. Bussey. Are there any further questions? 

Mr. Tuomas. No. I think these gentlemen have presented their 
case very well. This is a pretty good program. It may look like 
pouring money down a rathole today, but it may come back many 
times in future benefits. 

Mr. Bussey. If there are no further questions, that will be all for 
this appropriation item. 

Dr. Fevrx. Thank you, Mr. Chairman. I appreciate your courtesy 
in hearing my defense. 


oF Dr. Rospert H. Director, NaTionat INstTiTuTE or MENTAL 
Hea.LtH, TO QvEsTIONS SUBSEQUENTLY SuBMITTED BY CONGRESSMAN 
FoGarty 


Q. What was the Truman budget estimate for fiscal year 1954?—A. $15,500,000. 
. What was the revised Eisenhower budget for fiscal year 1954?— 
A. $9,817,000. 
. How much did the House of Representatives provide in its bill for fiscal 
year 1954?—A. $10,895,000. 
Q. How much did the Senate provide for fiscal year 1954?—A. $12,345,000. 
. How much did the appropriations law provide for fiscal year 1954?— 
A. $12,095,000. 
Q. How much do you request now for fiscal year 1955?—A. $12,460,000. 
Q. Is the 1955 budget for extramural research only $2,587,000 the same as 
last year’s?—A. The 1954 appropriation and 1955 estimate are both $2,587,000. 
Q. A study under the auspices of the National Governors’ Conference in 1953 
covered all State mental health directors and all research workers directing 
projects in the various States. The answers to queries to these officials pinpointed 
three big bottlenecks to increased research—insufficient appropriations, shortage 
of research workers at current low salaries, and lack of time of psychiatric per- 
sonnel due to the pressure of daily care of patients. Do you agree that these are 
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the major obstacles to increased research?—-A. These are major factors in the 
current relatively small amount of research that is being done at State institutions. 

Q. In a followup query to its original set of questions the Governors’ Confer- 
ence study asked research project directors this: “If you had adequate money and 
personnel, would the situation in your institution permit you to develop few or 
many mental-health research projects?’ The vast majority of the answers 
fell into the “very many” categories. Are these findings correct?—A. Yes, if 
adequate money and j ersonnel competent in research were available, there would 
be very many opportunities for clinical research. 

Q. Then why is there no increase in the research grant-in-aid program in this 
year’s budget? In past vears, we have heard testimony that the problem of 
mental illness has risen to the point where it is costing the taxpayers of this 
country over a billion dollars a year. Over the past several years the tax outlay 
has been increased at an averace of $90 million a year. The patient population 
in our hospitals has been going up more than 12,000 each year. 

The Chief of the Mental Health Institute, testifying before the House Interstate 
and Forei::n Commerce Committee on the extent of the problem, said: ‘“‘If the 
present birthrate remains constant, if the number of mentally ill who are hos- 
pitalized remain constant, and if the cost for hospitalizing the mentally ill remains 
constant, each year’s crop of new babies will, because of the percentage of them 
who will go to mental hospitals, cost the taxpayers—this is just the taxpayers 
and not any private foundation—$800 million before they die.”’-—A. The need 
for research is one important factor in determining the amount of support; total 
funds available for all Federal programs, funds from other sources, and research 
personnel and facilities available, are other factors. There has been an inerease 
in Federal support of research grants from $400,000 in 1948, the first year of the 
program, to the present level of $2,587,000. The last increase was in 1954. Solely 
from a medical research point of view, more effort could fruitfully be devoted to 
mental-health investirations. However, by more intensive research we could cut 
the average lencth of stay in institutions substantially. Both on the psychiatric 
and biochemical front knowledge of the origins of mental disorders can be extended 
by more intensive research. 

Q. Since it is generally acreed that we will be unable to reduce these enormous 
costs until we find out the causes and cures:for many of these types of mental 
illnesses, why do we s; end only a few million dollars a year on research and more 
than a billion dollars a vear on maintenance?—A. In part, this has been due to 
the fact that historically as a Nation we have been slow to admit that mental 
illness is just that—an illness—and not something shameful, to be put aside and 
not discussed. As a people, however, we accepted our responsibility for our 
fellow men and were willing to build facilities to care for them to a point where 
the cost of maintenance has now reached a staggering sum. The bill for care of 
the mentally ill kept rising, but we were either unwilling, or did not know how, 
to do much about the problem. Fortunately, that picture is now changing and 
research in mental illness has become more promising. More scientists are en- 
gaged in mental-health research. Hopeful leads have been developed, where 
before there were none—leads which suggest to scientists that here is a fruitful 
area for their efforts. Limitations on personnel, in particular those especially 
qualified for research, will be a barrier to inauguration of research on a truly 
larce scale in the future unless training activities are continued and expanded. 
There is greater recognition in many quarters that more research is needed and 
could be undertaken with more personnel. One example is the action of the 
Governor’s Conference on Mental Health, held at Detroit in February. This 
conference adopted a 10-point program which emphasizes the need for States to 
appropriate funds for research and training in addition to care and treatment at 
State institutions. 

Q. Are there on file with the National Institute of Mental Health, applications 
for mental-health research construction totaling more than $22 million from 
hard-pressed, nonprofit foundations, medical schools, and hospitals all over the 
country?—A. Since the National Institute of Mental Health has not had a 
construction grants program, no formal applications have been accepted. Letters 
and informal applications have come to the Institute from time to time from 
institutions who were interested in grants for construction of research facilities. 
A compilation of these inquiries was made some time ago and totaled more than 
$22 million. More recently, in December 1953, Senator Thye requested up-to- 
date information on this subject, and a canvass was made by the National In- 
stitutes of Health of those institutions who had earlier indicated some interest 
in this type of grant. These more recent data show needs totaling $19,837,671 
from those 50 institutions replying to the inquiry. 
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Q. Is it not also true that since the passage of the Mental Health Act in 1946 
the National Institute of Mental Health has not received one cent of research 
construction money for allocation to these hard-pressed institutions? And 
don’t you think there should be funds appropriated for this purpose?—A. No 
funds have been appropriated in any year to the National Institute of Mental 
Health for research construction grants. A program in this area would make 
possible both a large volume of research and more effective research in the field 
of mental health. 

Are the training and teaching grants in mental health reduced $500,000 
under last vear’s figure?——-A. Yes. 

Q. According to the minimum standards of the American Psychiatrie Associa- 
tion the average mental hospital is 66 percent understaffed in nurses; 40 percent 
understaffed in psychiatrists; 75 percent understaffed in psychiatric social 
workers; 76 percent understaffed in clinical psychologists, and so forth. In the 
light of these shortages why does the budget reduce the amount available for 
teaching grants to provide additional personnel?—A. Training grants are one 
part of the whole mental health program. In preparing this budget, it was 
necessary to consider the total which might be devoted to mental-health purposes 
from funds available to the Federal Government for all its needs, and to make the 
best distribution of that total. As in the case of research projects, the estimate 
for training Was submitted with consideration for a balanced program and for the 
needs of the other elements in the program. The estimate for training grants 
for 1955 is the same as the 1953 appropriation for that purpose. 

It should be emphasized that in the 1955 estimate, training grants are still at 
the highest level, by a considerable margin, of any activity. Training continues 
to be, therefore, the program to which we give greatest emphasis and the area 
we identify as presently having need for the greatest amount of support. With 
the funds requested in this budget, as was the case in fiscal year 1953, a very 
worthwhile and energetic program can be prosecuted. However, with grants at 
this level it will not be possible to increase the number of well-trained people in 
the various mental-health disciplines. The shortages will therefore continue. 

Q. In a speech delivered to the National Governors’ Conference on Mental 
Health in February of this year, Dr. Kenneth Appel, president of the American 
Psychiatrie Association, charged that because of shortages of psychiatrie person- 
nel, many successful treatments for various types of mental illness were not being 
given to thousands of mental patients. For example, insulin treatment is not 
being given in 40 percent of our hospitals because of lack of trained personnel. 
Here are Dr. Appel’s exact words: “Imagine what it would be like if you, as a 
physician, could not give insulin for diabetes, liver extract for anemia, or penicil- 
lin for peritonitis. This is the practical situation of a psychiatrist today in our 
mental hospitals. This is unbusinesslike, it is uneconomic, it is inefficient and 
it is un-American.”’ If this statement is true, why do you produce a budget which 
reduces training grants to provide these desperately needed psychiatrists and 
auxiliary personnel?—A. We must decide how to allocate funds, realizing that all 
areas of research and training are not adequately supported from the point of 
view of the physician and investigator. 

Q. Since 1950 the Institute of Mental Health has brought before us budgets 
reducing the amount of money for clinics and other community services. In 
1950 these items were allotted $3,550,000. In both last year’s and this year’s 
budgets, the item is only $2,325,000. I do not understand the justification for 
cutting the funds available to this program. Isn’t it true that there is hardly a 
clinic in any city or rural area of the country which does not have a long waiting 
list of emotionally sick people needing treatment?—-A. Most clinies do have 
waiting lists. 

Q. Just a few months ago the Child Welfare League of America published the 
first nationwide study of treatment centers for disturbed children. 

According to this report, 25 States have no child-guidance centers and there 
are only 30 resident-treatment centers in the country which are altogether capable 
of treating 1,500 children a year. According to this report, these centers have 10 
times as many applicants as they are able to handle each year. In corroboration 
of these findings, a just-completed 3-year research project of the Columbia 
University department of psychiatry points out that 10 pereent of publie-school 
children in this country are emotionally disturbed and need mental guidance, but 
that the majority of schools lack the trained personnel or facilities to aid these 
disturbed children. 

In the light of these findings, why have your recent budgets reduced the grant- 
in-aid money available for important clinic and community services?—A. The 
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report of the Child Welfare League deals with residential treatment centers for 
children. Mental health grants-in-aid are for community mental-health services 
and are not available to support inpatient services for children or adults. Of the 
322 clinics that were aided by grant funds in 1953, 306 provide services for children. 
Some provide services for children only, but most provide services to both adults 
and chiildren. In 1953, there were seven States (Idaho, Nevada, Arizona, New 
Mexico, North Dakota, Utah, and Wyoming) that had no mental health clinie 
services for children. 

A decision has been made that the Federal Government would not continue its 
previous measure of support of State programs which are aided by Federal giants, 
and a number of grant programs were reduced, including grants to States for 
community mental health activities. Further consideration of the appropriate 
division of effort between the Federal and State Governments is currently under 
study. 

Q. The 1954 budget was a reduction of approximately $700,000 under the 
1953 budget in this area. Have any clinics been closed down or any community 
services abolished because of these cuts? Would you give the committee details 
of these cuts, State by State? A. 1. In 29 States and Territories the increase in 
State and local funds was enough to make up for the decrease in Federal funds. 

2. In the following 24 States and Territories, there was a decrease of 10 percent 
or more in funds available from all sources: 


1. Alabama 13. Mississippi 
2. Arkansas 14. Missouri 

3. Delaware 15. Nebraska 

4. District_of Columbia 16. New Mexico 
5. Georgia 17. Oklahoma 

6. Idaho 18. Oregon 

7. Indiana 19. Texas 

8. Kansas 20. West Virginia 
9. Kentucky 21. Wisconsin 
10. Louisiana 22. Wyoming 

11. Michigan 23. Hawaii 

12. Minnesota 24. Virgin Islands 


3. Information” received’in the National Institute of Mental Health indicates 
that the decrease in funds available has resulted in reduction in— 
(1) .clinie,services_in the following States: 


1, Alabama 6. West Virginia 
2. Delaware 7. Minnesota 
3. District of Columbia 8. Hawaii 
4. Idaho 9. Kansas 
5. Kentucky 10. Missouri 
(2) other community mental health services in: 
1, Alabama 8. Nebraska 
2. Idaho 9. Texas 
3. Indiana 10. West Virginia 
4. Kentucky 11. Kansas 
5. Michigan 12. Missouri 
6. New Mexico 13. Minnesota 
7. Wisconsin 


4. The following table compares State allotments in 1953 with 1954. 
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Mental health activities— Allotment to States 


1953 | 1954 || 
| | 


Total... 


Alabama. - - 
Arizona - - - 
California 
Colorado - - - 

Conne cticut 
Delaware 

District a Columbia 
Florida. 

Georgia 


Kentucky --_-- 
Louisiana - - . - - 
Maine 
Maryland_. 
Massachusetts. 
Michigan... 
Minnesota ___. 
Mississippi_- 
Montana- 


-.| $3, 100, 000 


$2, 325, 000 | 


Nevada... 

New Hampshire___- 
New Jersey 

New Mexico____- 
New York 

North Carolina 
North Dakota_- 
Ohio 
Oklahoma. - 
Oregon 
Pennsylvania ‘ 
Rhode Island __._- 
South Carolina. 
South Dakota_- 
‘Tennessee 

Texas 

Utah 

Vermont. 
Virginia 
Washington __ 
West Virginia 
Wisconsin 


| Wyoming 


Hawaii 

Puerto 
Virgin Islands_- 


$19, 200 | 


Nebraska __- 18, 000 || 


Monpay, ApriL 26, 1954. 
NATIONAL HEART INSTITUTE 


WITNESSES 


DR. JAMES WATT, DIRECTOR, NATIONAL HEART INSTITUTE 

DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES OF 
HEALTH 

DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL 
INSTITUTES OF HEALTH 

DR. C. J. VAN SLYKE, ASSOCIATE DIRECTOR, NATIONAL INSTITUTES 
OF HEALTH 

ROY L. HARLOW, CHIEF FINANCE OFFICER 

JAMES F. KELLY, BUDGET OFFICER, DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


SALARIES, EXPENSES, AND GRANTS 


Amounts available for obligation 


1953 actual | 1954 estimate “1955 estimate 


ea $15, 168, 000 | $14, 570, 000 


Appropriation or estimate. ___. 

Transferred from ‘Promotion and further “development of 
vocational Office of Education,’ pursuant to 
Publie Law 28¢ 

Transferred to “and expenses, defense production 
activities, Health, Education, and Welfare,” ommenees to 


Adjusted appropriation or estimate 
Unobligated balance, estimated savings 
Obligations incurred 11, 398, 026 | “15, 16 169, 750 } 14, 570, 000 
Comparative transfer to— | | 
“Neurology and blindness activities, Public Health 
Service’ sof 
“Salaries and expenses, Office of the Secretary of Health, 
Education, and Welfare’’_ 
“Salaries and expenses, Office of the General Counsel, 
— of the Secretary of Health, Education, and Wel- 
‘are”’ 


— 169, 530 |... 
—17, 481 


| 
11, 209, O15 | 15, 169,750 | 14, 570, 000 


| 104 
19, 200 17, 700 
we 68, 900 | 49, 300 | 86, 300 | 63, 200 
<e, 19, 200 | 17, 700 19, 200 | 17, 700 
: 42, 700 31, 000 257, 200 | 186, 300 
800 139, 400 a 87, 900 64, 200 
a 24, 900 18, 300 19, 200 17, 700 
35, 400 25, 600 | 144, 700 | 104, 800 
---| 19, 200 17, 700 45, 300 | 33, 100 
<a] 19, 200 17, 700 28, 000 | 20, 500 
55, 300 | 42, 400 193, 300 | 139, 000 
74, 200 53, 700 } 19, 200 | 17, 700 
Idaho. - - 19, 200 17, 700 | 47, 400 34, 200 
153, 400 110, 800 -| 19, 200 | 17, 700 
$ Indiana - - - - --.-- i 73, 600 53, 700 nat 70, 600 | 51, 300 
49, 000 35, 200 | 150, 800 | 111, 600 
: Kansas -_ | 36, 100 | 26, 400 | 19, 200 | 17, 700 
64, 100 45, 500 19, 200 | 17, 700 
is A 56, 400 | 41, 400 BS 66, 900 49, 000 
5 a 19, 200 | 17, 700 43, 000 31, 400 
43, 200 | 32, 100 41,000 29, 300 
j tainted 85, 100 61, 600 ate 64,000 | 46, 200 
116, 400 85,300 19, 200 | 17. 700 
56, 700 | 40, 700 19, 200 17, 700 
- -| 52, 800 | 38, 400 53, 600 | 38, 800 
. | 74, 600 54, 700 caren 19, 200 | 17, 700 
77 19, 200 | 17, 700 
| | | 
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Obligations by activities 


. Description | 1953 actual 1954 estimate | 1955 estimate 
1. Grants: | 
(a) Grants for research and training: } 
$4, 948, 325 $6, 843, 000 | $6, 400, 000 
(2) Research fellowships.....................- | 450, 000 580, 1,000 | 450, 000 
(3) Teaching of medical subjects... ....- 1, 368, 487 | 2, 628, 000 2, 362, 000 
(4) Training stipends 248, 703 | 400, 000 400, 000 
(6) Grants for detection, diagnosis, and other control | 
2, Direct operations: | 
(a) Research... én 2, 128, 978 2, 987, 750 | 3, 276, 000 
(b) Other direct operations: 
(1) Review and approval of research and train- | 
82,040 133, 000 100, 000 
(2) Technical assistance to States..........___- 337, 558 297,000 290, 000 
927 } 1%6, 000 167, 000 
| ll, 209, 015 | 15, 169, 750 14, 570, 000 
Obligations by objects 
Object classification | 1953 actual 1954 estimate | 1955 estimate 
Total number of permanent positions..........______________- 385 385 
Full-time equivalent of all other positions... il 10 
Average number of all employees. | 357 366 
Average salaries and grades: | 
General schedule grades: LA 
Average grade. GS-5.8 | Gs- 6.0 GS-6.0 
01 Personal services: 
Permanent positions__---- Cee ee $1, 536, 606 | $1, 745, 808 $1, 801, 008 
Other positions. 42, 276 | 
Regular pay in excess ‘of 52-week base....-..--.-_-._-- 3, 635 | 4, 034 4, 034 
Payment above basic rates.................-.---....-- , 039 | 3, 600 3, 200 
1, 584, 556 1, 805, 442 1, 849, 342 
70, 037 71, 300 64, 800 
03 Transportation of things...-.-..-..__- wate 18, 882 18, 900 14. 900 
04 Communication services..........................-- > 12, 162 15, 550 15, 500 
06 Printing and reproduction. 7, 433 | 12, 900 11, 900 
Reimbursements to “Operating expenses, National | 
Institutes of Health, Public Health Service’’_._.___. 660, 309 | 1, 270, 000 1, 522, 500 
08 Supplies and materials____- 163, 847 221, 500 225, 100 
09 Equipment_ are 147, 554 98, 400 56, 300 
11 Grants, subsidies, and contributions....-_-___-.-_-----_-- 8,476,732 | 11, 591, 000 10, 752, 000 
15 Taxes and 4, O81 | ) 700 
Subtotal __ 11,212, 494 15, 174, 692 14, 578, 342 
Deduct charges for quarters and subsistence _ 479 | 4, 942 8, 342 


“15, 169, 750 | i. 570, 000 


Analysis of expenditures 


1953 actual | 1954 estimate | 1955 estimate 


| 
| 


Unliquidated obligations, start of year___..........-.-.--._..- $1, 525, 080 ret 530 $1, 690, 280 
Obligations incurred during the 398, 026 750 14, 570, 000 
12, 923, 106 16, 5 545, 280 16, 260, 280 

Deduct: 

Obligated balance carried to certified claims account.____- 3, 666 
Unliquidated obligations, end of year___......__.________- = 1, 375, 530 i 1, 690, 280 2 1 660. 280 

Expenditures are distributed as follows: ‘ 

Out of current authorizations. ............................ 10, 117, 156 13, 805, 000 13, 200, 000 
Out of Li 1, 248, 211 1, 050, 000 1, 400, 000 
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GENERAL STATEMENT 


Mr. Bussey. The next appropriation request which we have for 
consideration is for the National Heart Institute. We are very 
happy to have with us Dr. Watt, Director of the Institute. At this 
point in the record, Dr. Watt, we shall insert your prepared state- 
ment. 

(The matter referred to is as follows:) 


Mr. Chairman and members of the committee: 
HISTORICAL BACKGROUND 


The National Heart Institute was established by the bipartisan National 
Heart Act, unanimously passed by the 80th Congress in 1948. The Institute’s 
function is to conduct and support research and training in heart disease and to 
aid the States in the development of community programs for the control of 
heart disease. 

Fiscal year 1955 will represent the sixth year of the National Heart Institute 
program, designed and supported by the Congress and administered as the Federal 
Government’s share in a national undertaking against heart disease, joining and 
aiding the partnership of interests in the heart disease field. 

The current budget proposal, for fiscal year 1955 reflects the stage of progress 
of the Institute program, the paramount importance of research, and the bases 
for providing for the consolidation of ground already won in the attack on heart 
disease and for moving ahead to the conquest of the Nation’s leading killer. 

It is unnecessary to deal at length with the importance of heart and blood- 
vessel diseases in terms of their importance in the causation of disability and 
death. Sufficient to say that they are the leading causes of death, 1 out of 2 
of all deaths each year being due to them. One point does deserve emphasis 
since heart disease is often erroneously considered to occur chiefly among the old. 


LEADING KILLER IN THE PRODUCTIVE YEARS 


Heart disease is the major cause of death before old age comes. 

It is a leading cause of death in the childhood ages. It causes one-sixth of all 
deaths in the military ages, 20-39. It causes more than one-third of all deaths in 
the productive years, 35-54. It causes about one-half or more of all deaths in the 
years 55-74. 

The nearly 800,000 deaths from heart disease in 1953 are like the visible top of 
an iceberg: Below lies a vaster mass—the amount of heart illness and the extent of 
disability attributable to it. 

But mere statistics and metaphors do not convey the meaning of heart disease 
in human terms. Every case of heart disease, whether it results in immediate 
death, in prolonged disability, or in less severe effects, imposes a burden of suffer- 
ing and causes economic loss. Every case affects not only the individual stricken, 
but also his family and his community. The sum of all the heart cases and heart 
deaths in the United States is so great that no one can hope to escape being touched 
in some way by the effects. The sum of the economic cost is staggering, as may be 
seen by one item of cost, which, though great, is far from being the total: $1 billion 
paid in 1953 by insurance companies in heart-disease death claims. 

The endeavor against heart disease at one time was much like embarking upon a 
campaign with a great but almost unknown enemy. This is not true today, for 
at the present time the problem is fully identified. Still the campaign must be 
carried on patiently, must consist of actions, skirmishes, attritions, as scientific 
knowledge encompasses first new conception, later practical applications on a 
modest scale, and finally total victory. 

The greatest dividends will come from the seeking out of the underlying factors 
of rheumatic, hypertensive, and arteriosclerotic heart disease, which account for 
the vast majority of the disability and deaths from heart ailments. Medicine’s 
most complete conquests over disease are largely embodied in the discovery of 
specific and contributory causes of diseases. However, much progress in the 
control of heart disease in all of its three major forms is being accomplished 
through an application.of partial measures aimed at amelioration if not preventing 
these diseases. These new facts are emerging repetitively from the laboratory 
and the clinic. 
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NATIONAL HEART INSTITUTE PROGRAM 


The program of the National Heart Institute is planned to meet the challenge 
of heart disease, recognizing that it is a major disabler, the leading killer, and a 
tremendous economic burden on the Nation. 

The National Heart Institute program, therefore, has two major objectives: 
(1) to find new and better ways of preventing, diagnosing, treating, and curing 
heart disease and (2) to help in the application of what is already known to reduce 
death, disability, and suffering caused by heart disease. The Heart Institute 
directly administers programs of research and support of research and training. 
It provides technical services and, through its Director, serves as the focal point 
for the total Public Health Service heart program, which includes activities, ad- 
ministered by the Service’s Bureau of State Services, for assisting the development 
of heart disease control programs in the States and Territories. 

The purpose of these activities is to bring about, through publie health tech- 
niques, the widest possible application of methods and measures which have been 
proven to be effective in finding, preventing, diagnosing, and treating heart 
disease. Application of existing knowledge can considerably reduce death, disa- 
bility, and suffering from heart ailments. 

Grants-in-aid to the States and Territories to assist them are made according 
to a formula based on the population and economic needs of the State. Each 
State is required to match each $2 of Federal money with $1 of its own money, 
Federal money available for such grants in the current fiscal year is $1,125,000. 

Grants help State and local health departments to employ and train staffs to 
find and refer heart disease cases to private physicians for diagnosis and treat- 
ment; to furnish follow-up services in the home; to provide training opportunivies 
to physicians and public health workers; and in other ways to aid in restoring 
those with heart disease to near-normal life and useful activity. Generally, 
State activities include provision for several of the following: Medical direction, 
professional and lay education, clinie improvement, public health nursing services, 
and medical social services. 

Assistance is also given the States by providing information on technical matters 
relating to control. Knowledge and experience which is gained in conducting 
pilot studies and demonstrations is made available. One of the activities in this 
connection is cooperation with tuberculosis surveys so that chest plates taken to 
discover tuberculosis are also examined for possible indications of heart diseases. 
From such studies, as for example one in a Southern State not long ago, much 
valuable information for program direction is also obtained. 

Another activity is promoting the safe use of drugs which prevent blood clots, 
an important and frequently life-saving treatment for many persons suffering 
heart attacks. Use cf these requires accurate laboratory control by persons 
trained in the technique of quickly determining blood-clotting time. The training 
of such technicians is being aided by teams which move from State to State, 
providing instruction in the essential laboratory procedures. 


RHEUMATIC FEVER PREVENTION 


In an area of especial interest, rheumatic fever and its crippling companion 
rheumatic heart disease, an encouraging attack through community health 
activities has been undertaken. Rheumatic fever, though declining as a cause of 
death, is still responsible for 90 percent of all heart disease in children and is an 
important cause of heart disease in older years, with rheumatic heart disease 
accounting for some 20,000 deaths per year. Moreover, it is susceptible to the 
application of already known measures. Although we do not fully know the 
cause of rheumatic fever, there is an accumulated set of facts which are sufficient 
for saving lives and preventing much disability. It is, therefore, of public health 
interest and importance. 

It is established that rheumatic heart disease can be prevented by preventing 
rheumatic fever. Rheumatic fever can be prevented by controlling the strepto-. 
coceal illness which almost always precedes an attack. Streptococcal illness can 
be controlled by treatment with antibiotics. 

Adequate and early treatment of strep infections will prevent, most first attacks 
of rheumatie fever. Individuals who have had an attack of rheumatic fever, and 
who are therefore particularly vulnerable to recurrences, can escape further 
attacks by regular treatment. 

Recommendations on the prevention of rheumatic fever have been widely dis- 
seminated as part of a national prevention campaign started in January 1953, in 
which the American Heart Association and the National Heart Institute, Public 
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‘ 
Health Service, are cooperating. If this campaign is successful, it is probable 
that in very few years, despite the lack of complete knowledge of the cause of the 
disease, the number of new cases of rheumatic fever would be extremely low. 
Thus, the knowledge which could mean the virtual elimination of rheumatic 
heart disease in the future is at hand today. 


TEACHING GRANTS AND CLINICAL TRAINEESHIPS 


The program of teaching grants is making it possible for medical schools to 
coordinate and improve their teaching of heart disease subjects and to place ade- 
quate emphasis on the cardiovascular field. Institutions are not restricted to a 
rigid plan in developing their teaching programs, and the funds are utilized in 
varying ways by different schools. The grants are approved for a l-year period, 
but may be renewed annually from appropriated funds. 

That heart teaching in the medical schools could be improved and expanded 
has been recognized by the schools and they have done much toward this end, 
The need, however, is a continuing one, that grows as it continues. The rapid 
and marked advances of heart research have brought this about, having, in a 
sense, a disconcerting impact upon medical education. 

The investment which the medical schools and their supporters, both public 
and private, are making in this field is an investment in better heart care for the 
people of the United States. Already the percentage of heart disease cases in the 
average medical practice is high; the number of persons who will go to their 
physicians because of heart disease will increase still more in the coming years, 
It is, therefore, especially important that students now and in the future be given 
strong courses of instruction in heart disease, thoroughly covering the latest 
advances. 

The present number of cardiologists and physicians with detailed knowledge of 
heart disease in active practice today is far too low compared with the amount of 
heart disease in the Nation. The Institute’s clinical traineeships program is pro- 
viding a means of partly meeting this need for more clinical personnel specializing 
in heart and blood vessel diseases. 


RESEARCH TRAINING 


Skilled investigators are too few in number in the special field of heart disease 
as well as in basic disciplines like physics, chemistry, physiology, and so on, from 
ba come knowledge of fundamental importance to heart disease and other 
illnesses. 

The heart research fellowships program of the National Heart Institute is 
helping to relieve an absolute scarcity by offering encouragement and assistance 
to some of the more brilliant and promising minds to enter upon a research career. 
It helps to develop these men and women to a stage in which they can become 
responsible investigators themselves, conceiving, heading, and executing research 
work of high caliber. The need for highly trained workers is a continuing one, 
and the many promising avenues of investigation that have been opened up in 
heart disease in recent years offer much opportunity for heart research fellows and 
also indicate the importance of this aspect of the Institute program. 


RESEARCH GRANTS 


Heart disease research in universities and hospitals all over the country is being 
fostered and supported through research grants. Under this program, funds are 
granted to individual scientists for carrying out important heart disease projects. 
In effect, the program is serving to enlist non-Government facilities and scientists 
in the research attack. It has put many brains to work on heart problems that 
urgently need solving. 

he stimulation given by the grant program has significanlty raised the level 
of heart research. The studies carried out represent research progress that could 
not otherwise have been made, since the program supports only projects for which 
institutional funds are not adequate. It does not take the place of support from 
foundations, private philanthropy, or voluntary health organizations, but, as 
experience has shown, has encouraged the growth of support by such groups. 

More than 500 research projects are currently underway in over 100 universities 
and hospitals in all parts of the country through National Heart Institute research 
grants support. A tabulation, showing the problem areas covered, the number of. 
projects in each area, and the amount of support in each, has recently been made 
and can be supplied to the committee if desired. These projects cover both 
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clinical and basic fields important to heart disease problems, with concentration 
upon the major problems such as hardening of the arteries. 

The following are a few of the many achievements, throwing important new 
light on a number of heart disease problems, resulting from the research grants 
program. 

Rheumatic fever: Studies in the treatment and prevention of rheumatic fever 
added new and applicable knowledge. At the University of Pittsburgh School of 
Medicine, it was found that a treatment which combines cortisone or ACTH 
with a special diet and standard therapeutic measures, when undertaken promptly, 
can prevent permanent heart damage in a high percentage of children who have 
suffered a single attack of carditis. In those whose hearts have already been 
damaged, the further extension of the injury can be reduced. 

In addition to the development of methods for control of rheumatic fever, the 
causes and the conditions under which it develops are being uncovered. Grant- 
supported research at the University of Chicago has been undertaken to study in 
detail certain of the life processes of the type of bacteria associated with rheumatic 
fever. Another group of investigators, at the University of Minnesota Medical 
School, has determined that conditions of stress within the body which increase 
pee strain on the heart render an individual much more susceptible to bacterial 
infection. 

Hypertension: The numerous factors which are involved in the development of 
high blood pressure include the interactions of the nervous system, kidneys and 
adrenal glands as well as the heart and blood vessels, Research in the field of 
hypertension includes the experimental production of increased pressure, relation 
of kidney disease to changes in blood pressure, the effects of removal of adrenal 
tissue or section of sympathetic nerves, and the search for drugs which will effec- 
tively lower blood pressure without causing undesirable side effects. 

The use of a combination of two presently available drugs, hexamethonium 
and hydrazinophthalazine, carried out under adequate medical supervision, is 
being developed at the Washington University School of Medicine, and may 
gy > more practical than the surgical removal of sympathetic nerves as a therapy 
or hypertension. Removal of adrenal tissue has also been of benefit to a few 
selected patients with otherwise intractable hypertension; but the long-term 
results of this procedure will not be available for several years. 

The relief of chronic mental or emotional tension by psychotherapy has also 
had a beneficial effect on hypertension in a hmited number of trials, according to 
findings at Cornell University Medical College. 

Arteriosclerosis: The relation of hardening of the arteries to the increase in 
concentration of cholesterol or of lipoproteins in the blood continues to be a subject 
for considerable research. The previously reported cooperative study of four 
research institutions, using the ultracentrifuge to separate lipoprotein molecules 
of varying sizes from blood serum, has been carried on for a sufficient length of 
time to permit analysis of results, further research and analysis is needed, however, 
before clearcut conclusions can be reached. 

Since one method for the possible control of the fatty components of the blood 
lies in the restriction of fat intake through a low-fat diet, considerable research 
has been conducted during the year on the relation of diet to the development or 
to the prevention of arteriosclerosis. A number of investigators have approached 
this problem from various angles, and it has been found that there may be several 
oo which play an important part in reducing the cholesterol content of the 


It has been shown in grant studies at the University of California that the liver 
normally manufactures cholesterol, and this function may increase if the choles- 
terol level of the diet is reduced beyond a certain amount. 

It has long been known that the blood of cholesterol of certain animals, notably 
chickens and rabbits, is readily increased by feeding a high-cholesterol diet. Some 
important recent work indicates that the addition of ferric chloride or of dihydro- 
cholesterol to a high-cholesterol diet will precent this increase in blood cholesterol 
in chickens. 

Other investigations point out the importance of other dietary and chemical 
factors in regulating the cholesterol content of blood and the deposition of fatty 
material in the walls of blood vessels. It was found by heart grantees at Michael 
Reese Hospital in Chicago that the administration of estrogen (female sex hor- 
mone) or of a combination of estrogen and androgen (male sex hormone) will 
prevent the deposit of fat in blood vessels of chicks on a high-cholesterol diet. 

This may have a direct bearing on the fact that in humans arteriosclerosis is 
more prevalent in males and in females after the cessation of estrogen production, 
a finding reported in grant studies conducted at New York Medical College. 
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Heart failure: One of the important conditions associated with heart failure 
is the accumulation of fluid in the tissues and much research is being carried on in 
connection with the relation of fluid distribution and salt imbalance in the body. 

Some significant research, published during the past year by a grantee at the 
University of Pittsburgh Medical School, has demonstrated the possibility of 
using the so-called cation exchange resins to absorb salt and thereby reduce the 
swelling and prevent its reaccumulation. In clinical investigations at the Univer- 
sity of Pennsylvania Hospital, this method has now been used on a number of 
patients with considerable success. 

Surgery: Notable advances in this field include increased use in human patients 
of the mechanical heart-lung apparatus which has been developed with the aid of 
Heart Institute grants. This apparatus provides adequate circuiation of blood 
while bypassing the heart, thus permitting repair of cardiac defects and injuries 
in a bloodless heart. 

A new surgical technique has been dev eloped at the Gasvantets n University 
Medical School whereby a plastic rod can be inserted into the heart, thus permit- 
ting the surgeon to see and repair holes in the partition between the two sides of 
the heart. 

The aortic valve, reported last year, which was developed in dogs to replace a 
defective heart valve has been successfully inserted in aortas of human patients. 
Further improvement of this valve is in progress. 

Methods are being perfected for the storage of blood vessel sections so that they 
may be used as grafts to repair diseased and injured vessels. One recent promis- 
ing technique has adapted the rapid freezing-drying method which has been used 
for many vears as a means of preserving bacteria and for preparing tissues for mic- 
roscopic study. Other studies are evaluating the use of plastic tubes for the repair 
of blood vessels. 

DIRECT RESEARCH 


The program of research conducted by the National Heart Institute has two 
goals: (1) to increase fundamental and clinical knowledge of the underlying di+ 
ease processes affecting the heart and circulating system and (2) to evolve infor- 
mation which will permit the prevention or amelioration of these diseases. Studies 
of phenomena related to the heart and heart disease are carried out on a broad 
front, ranging from basic investigations on the function of cells to those aimed at 
improving treatment of patients with cardiac failure—the end result of many 
forms of heart disease. The facilities for patient study afforded by the Clinical 
Center are providing challenging research opportunities as well as making possible 
for the first time a rounded and integrated investigative program. 

Significant research progress was made during the past year, including both 
extensions of work begun during 1952 and newly initiated programs. Many of 
the efforts during the vear were directed toward consolidating accumulated 
findings in order to develop approaches for the practical application of this new 
knowledge to the study of human patients in the Clinical Center. At the same 
time, new and provocative observations were made at the basic research level, 
some of which promise to be valuable in the development of new measures for 
the treatment of specific types of cardiovascular disease. 

Therapeutic agents: Research aimed at developing new therapeutic agents 
and toward furthering understanding of the action of existing cardiovascular 
drugs has been particularly productive. One important aspect of this work, the 
study of the distribution and fate of drugs in animals and in human subjects, 
has resulted in the development of drugs possessing valuable properties and affords 
a rational basis for the development of new drugs. 

Heart Institute scientists have found that 2 substances useful in maintaining 
blood pressure during anesthesia, ephedrine, and amphetamine, concentrate in 
various organs at levels 10 to 50 times that present in the circulating plasma. 
This property of tissue concentration is advantageous as it results in a sort of 
7 ig action which helps maintain a more constant level of the agents in body 

uids. 

Since there exist mechanisms in the body for destroying these drugs, it is also 
of considerable importance to determine their nature and to develop substances 
which might prevent such destruction or control it so as to provide more favorable 
therapy. In studies of the compound known as SKF-—525 A, Institute researchers 
found that this substance possessed the ability to block the destruction of a num- 
ber of drugs, including amphetamine and ephedrine. Several such inhibiting 
agents have now been synthesized, and their possible therapeutic value is being 
investigated. 
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Anti-inflammatory agents: Notable work was also done with the drug pheny!l- 
butazone. This agent, which mimics in many ways the action of cortisone and 
ACTH, has proved to be a useful anti-inflammatory drug in such conditions as 
rheumatoid arthritis and acute gouty arthritis. Rheumatoid arthritis and 
rheumatic heart disease are frequently encountered in the same individual and, 
since phenylbutazone causes retention of salt and water in the body through its 
action on the kidney, its use could be exceedingly harmful in cardiac patients. 

The high degree of activity of this drug has led to the establishment of a new 
— searching specifically for anti-inflammatory agents. ‘Lhese have not 

n looked for in the past by suitable screening techniques but have been dis- 
covered in the search for analgesics. The working premise upon which this work 
is based is that anti-inflammatory agents are not necessarily analgesics and many 
likely have been discarded as useless. A compound with phenylbutazone activity 
with no side effecés would be a therapeutic triumph and is not beyond expectations. 

Heart Institute research has developed a method for the determination of 
phenylbutazone in biological fluids, and important data have been gathered 
regarding its metabolism and fate in the bole: These findings have improved 
the manner in which phenylbutazone is used clinically, and the information 
obtained on the relationship of dosage to plasma levels will enable physicians to 
modify the high dosage schedule commonly employed at present. “thus the safer 
employ ment of this valuable therapeutic agent in mandiae patients may result, 

Hypertension: A systematic search for plant materials affecting the cardio- 
vascular system is in progress, and a number of compounds reported to depress 
blood pressure are being investigated. A noteworthy achievement of these studies 
has been the isolation from the leaves of the rhododendron plant of a colorless, 
a substance which is active in very small amounts. Studies on the 
structure and nature of this blood-pressure-lowering material are being erer- 
getically pursued, meanwhile the drug is about to go into trial for the treatment 
of clinical center patients. 

Although the general program of isolating pharmacologically active compounds 
from natural sources was initiated only during the past year, a large number of 
pure substances have already been isolated. Pharmacological testing of several 
compounds to ascertain their effects on the cardiovascular system is now under way. 

High blood pressure is also being investigated from the standpoint of the normal 
naturally occurring hormonal agents involved in cardiovascular physiology. In 
addition to studies of adrenalin, another agent involved in the regulation of blood 

ressure, serotonin, has been studied with relation to its synthesis in the bodv. 
t was discovered that relatively high concentrations of an enzyme (biological 
catalvat) which produces serotonin exist in the kidney. This enzyme has been 
partially purified and should be of considerable value in elucidating the manner 
in which serotonin is produced under conditions of cardiovascular stress. 

Arteriosclerosis and coronary artery disease: Studies in metabolism are concen- 
trating on mechanisms of lipid transport, an area of great importance to the 
understanding of atherosclerosis, the form of artery disease which leads to 9 out 
of 10 heart attacks. This work continues Institute investigations which earlier 
resulted in the delineation of a biochemical system in the body, involving at least 
_ * Saisie related to control of the level of abnormal fatty molecules in the 
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A deficiency in any part of this system may adversely affect the fat-handling 
ability of the body, and thereby foster hardening of the arteries. Bringing us 
closer to an understanding of the underlying causes of the major disease of our 
times, this important work is being widely and deeply prosecuted. 

Assay methods have been developed for determining quantities of activities of 
the components, and in studies in the clinical center a number of patients are 
ae assayed for the content of these ‘“‘clearing factor’? components in their 

asma. 

r Cardiac failure: Institute investigations in this field are concerned with factors 
which govern the distribution of important salts in the body, the way this distri- 
bution affects cell function, and the mechanisms by which the kidney regulates 
the volume of body fluids. In these studies it has been demonstrated that an 
increase in the activity of the adrenal glands is involved in the failure of the 
kidney to excrete salt, which leads to the edema or waterlogging of the tissues in 
patients with heart failure. A recent finding of considerable interest is that the 
abnormal secretions of the adrenal glands involved in heart failure are not under 
control of the pituitary gland, as might be presumed. This knowledge offers a 
new approach for further studies of the mechanisms implicated in cardiac failure. 

Since it is possible that a deficiency of some chemical regulator of muscular 

contractility may be responsible in part for congestive heart failure, a class of 
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compounds which affect heart action is being studied. These compounds are 
bufotoxins, the hormone-like substances found in large amounts in several species 
of toads, which have a characteristic digitalis-like activity in restoring the con- 
tractile force of the failing heart. The synthesis of bufotoxins is of particular 
interest since their structure is not unlike that of digitalis itself. With the aid 
of radioactive isotopes, it has been shown that the bufotoxins of the toad are 
synthesized in the body from cholesterol, a substance which has been known for 
some time to be a precursor of other steroid hormones. 

During the past year it has been demonstrated that there actually does exist 
in blood a compound having many chemical similarities to the cardiac active 
compounds of the bufotoxins. This compound has been demonstrated to possess 
an ability to modify contractility of heart muscle and to effect the distribution 
of salts across the cell membrane of cardiac muscle. This lead is being pushed 
strongly and could hopefully lead to dramatic end results both in more effective 
therapy and in a better understanding of the basic properties of heart muscle 
and its control. 

Gerontology: Continuing research in this field is concerned with the appraisal 
of changes in biochemical, physiological, and psychological constants during 
aging. One significant change which has been observed during aging is the 
slowing of nerve impulse conduction along the ulnar nerve of individuals between 
the ages of 30 and 80. Although this reduction is not sufficient to entirely explain 
the slowing in psychomotor responses which has been observed with increasing 
age, it does indicate a trend of change which further experimentation may relate 
more closely to the aging process, particularly as regards psychomotor degenera- 
tion. 

A study of considerable promise currently in progress is concerned with a 
technique for evaluating the effects of aging and hardening of the arteries on the 
blood-vessel walls. The method involves the capacity of the blood vessels to 
transmit an impulse applied externally, and the changes in such capacity which are 
brought about by age and arteriosclerosis. 

Surgery: Among advances made in this field has been the development of a 
new tchnique for assessing the presence and extent of defects involving a com- 
munication between the right and left chambers of the heart. This advance 
provides the clinician with a much more sensitive tool for the diagnosis of certain 
congenital heart abnormalities. 

Further studies on arterial grafting have been completed and have provided 
information which should increase the incidence of successful operations of this 
type. 

An expanded surgical research program, aimed at improving surgical procedures 
for the correction and alleviation of disorders of the heart and blood vessels, has 
been recently instituted in the clinical center. It is hoped that potentialities in 
this field will be expanded to include defects not presently amenable to surgical 
correction, 

COMMUNITY PROGRAM 


As the individual is the patient of the physician or family doctor who ean best 
help him, the community is, in a sense, the patient of public health resources. 
The community’s health problems may comprise a grouping of needs which must 
have a grouping of resources to meet them. 

How heart disease develops in a local community is such a grouping of needs. 
It is important for the whole national community to know how, where, when, in 
whom, and why heart disease develops; and many other things, such as what are 
the best techniques for finding it in early stages. 

A study aimed at this very significant aspect of the total heart disease problem, 
and one of interest to every community, is under way at Framingham, Mass. 
There, in cooperation with the town’s health department, physicians, State 
department of health, and State medical society, the National Heart Institute is 
studying this average community with the wholehearted support of several thous- 
and of its citizens as volunteer participants. 

Much knowledge of heart disease will be gained from studying this community 
over a period of time to find out how many people have it, what type they have, 
at what ages it develops, what factors seem to be associated with it, and other 
matters. 

About two-thirds of the adults in this community between the ages of 30 and 
60 have been given a thorough physical examination to determine whether or not 
they have arteriosclerotic or hypertensive heart disease. Persons in the study 
will be given followup examinations every 2 years to accumulate data on how heart 
disease develops. 
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This approach is expected to produce a number of significant results. It may 
provide definite information as to which factors or characteristics are present in 
people who develop heart disease. A byproduct of the study will be the aceumula- 
tion of data on incidence and prevalanee. A further result will be an appraisal 
>| the value and efficiency of various methods and procedures for diagnosing heart 

Isease. 

In aiding research and its application, the Congress through the National Heart 
Institute provides complementary and supplementary Federal resources in a 
strong local, State, and National undertaking against heart disease. In principle 
and as administered, the National Heart Institute serves as a shoulder-to-shoulder 
partner with all others engaged in this concentration of effort. 

Much has been achieved since the mobilization of forces against heart disease 
began, about 5 years ago; and private as well as public organizations are year by 
year growing stronger in knowledges, in skills, and ‘in bringing to more and more 
people more and more of the benefits of advancing medical knowledge. 


BUDGET REQUEST 


Mr. Bussey. Dr. Watt, your request this vear is for $14,570,000? 

Dr. Warr. That is correct, sir. 

Mr. Bussey. That represents a reduction of $598,000 from the 
appropriation for 1954? 

Dr. Warr. Yes, sir; that is correct. 

Mr. Bussey. What was your original request of the Bureau of the 
Budget? 

Dr. Warr. Mr. Chairman, that was $15,210,000, which was the 
total amount requested of the Bureau of the Budget this year. 

Mr. Bussey. That was approximately what you had for fiscal 
year 1954? 

Dr. Warr. Yes, sir; it is approximately the same amount as we 
had this year. 

Mr. Bussey. How was this $598,000 cut arrived at? 

Dr. Warr. I think I can tell you about my part of it. I do not 
know all of the answers on that, but I know my own part in it. 

We were attempting to arrive at a stable program for this year, 
and it was a question of trying to fit the needs of this program with 
the total economy at the present time, sir. 


ALLOCATION OF BUDGET CEILING 


Mr. Bussey. Mr. Kelly, was an overall figure given the Depart- 
ment and then did the Department allocate the money to the various 
constituents? 

Is that the way it is done? 

Mr. Ketiy. That is the normal process, Mr. Chairman, and it 
started off that way this year, but there were subsequent adjustments 
made with respect to the Public Health Service, in that allocation, 
which occasioned the overall ceiling to be increased, with the consent 
of the Bureau of the Budget. 

So that originally the ceiling allocated 

Mr. Bussey. Which ceiling are you speaking about? The overall 
ceiling, or the ceiling for the Public Health Service? 

Mr. Keuty. The overall ceiling as allocated to the Public Health 
Service. Then, such allocation to Public Health was subsequently 
increased, which occasioned this figure of $15,210,000, being submitted 
to the Bureau of the Budget. 
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Mr. Bussey. What I am trying to arrive at is who made the deter- 
mination in regard to the reduction? Was that made in the Depart- 
ment, or was this specific made reduction in the Bureau of the Budget? 

Mr. Ke ty. I would like to check that. Mr. Chairman, but I would 
say that this specific reduction at this point was made in the Bureau 
of the Budget. 

Mr. Bussey. | think that is important. Before I get through with 
the hearings I want to explore in detail the facts concerning the allo- 
cation of the budget ceiling, because this committee and the Congress 
as a whole, has a very keen and sincere interest in the success of these 
research programs, and | just want to be sure that the Department 
heads did not make these cuts in the various institutes in order to 
avoid cuts which should have been made in some of the other con- 
stituents. 


BUDGET ADJUSTMENTS IN DIFFERENT RESEARCH FIELDS 


Mr. Tuomas. Mr. Chairman, in that regard, taking a quick look 
at page 13-1 of the Mental Health justifications, the amount under 
“Research projects’ is $2,500,000 out of a total request of about 
$12,500,000. I presume that is about the only research they are 
doing—-I mean, pure research— and they must have some applied 
research. .When you turn over to Heart program you have research 
projects in the amount of $6.4 million out of $14.5 million. It might 
help vour record for him to elucidate, particularly about the research 
projects for which there is a cut of $443,000. The other seems to be 
ancillary. 

Then you have an increase under direct operations for research. 
I do not know what the difference may be, but there is an increase 
of $288,000 in applied research. In other words, they have taken 
off one and put on the other. 

Dr. SHannon. The total research in Heart is the sum of $6,400,000 
and $3,276,000. The increase of $288,000 is attributable to the 
intramural research program activities related to the Clinical Center. 

Mr. Tuomas. Is it for research, or is it for treatments? 

Dr. SHannon. Sir, this is for our intramural research as opposed 
to the $6.4 million for research grants. 

Mr. Tuomas. In your budget you have research under ‘Direct 
operations” listed for $3,276,000. That is an increase of $288,000 
and, then, for “Research projects’? you have $6.4 million, which is a 
decrease of $443,000. 

I wonder if one is for pure research, and the other for applied 
research? 

Dr. SeBRELL. This $288,000, as Dr. Shannon says, and as this 
committee knows, is to get the clinical center opened, which has just 
been completed and is being activated, and the bulk of this money is 
for the operation of the clinical research in connection with the Clinical 
Research Center. 

Mr. Tuomas. I just wanted to be sure the record was clear because 
from this table it might seem that vou have taken off $443,000 for 
pure research, and added $288,000 of that to applied research. 

Dr. Sespretyu. No; it does not divide pure and applied research. 
The research projects from which the $443,000 is being taken is the 
money that is given to applicants which may be applied to clinical or 
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any form of research in this field, whereas the others are direct- 
research operations. 

Mr. Tuomas. Do you control the use of those funds, Doctor? 

Dr. Sepre tu. Yes, sir, but it is done on a project basis, and those 
projects are very carefully reviewed. 

Mr. Tuomas. Is it applied research, or pure research? Is any of 
it used in connection with treatment of patients, or is it all for research? 

Dr. Sesprevy. Perhaps the words ‘applied research”? means some- 
thing different to you than it does to me. I gather from what you 
have just said that, when you speak of applied research, you are 
“we of treatment of patients. Is that what you had in mind? 

Mr. Tuomas. Yes, sir. 

Dr. Sesre tu. This is not used for the treatment of patients, as such. 
You may use patients in a basic research project, but other clinical 
material may be necessary. 

Mr. Tuomas. Excuse me, Mr. Chairman, for interrupting. 

Mr. Bussey. That is all right. We never stand on formality in this 
committee, 


GRANTS TO STATE AND LOCAL HEALTH DEPARTMENTS 


On page 4 of your statement, Doctor, you state— 


grants help State and local health departments to employ and train staffs 
to find and refer heart disease cases to private physicians for diagnosis and 
treatment. 

How many State health departments operate an actual detection 
or diagnostic clinic? 

Dr. Warr. I do not know the precise number of those, Mr. Chair- 
man; actually, this varies from State to State, as to whether they are 
actually engaged in a clinical operation, or whether they are doing it 
in other ways. 

I can furnish the exact number on that, if you would like to have 
that information for the record, sir. 

Mr. Bussey. I think it would be advisable to do that. 

(The following was submitted in lieu of the precise data:) 

State health departments generally do not operate cardiac clinics for detection 
and diagnosis and treatment of heart disease. However, many do encourage and 
aid local health departments, hospitals, heart associations in the establishment 
and operation of such clinics. The State may assist with funds, personnel, equip- 
ment, or consultation services. Plans submitted to the Public Health Service 
by State health departments indicate that in fiscal year 1952 there were 150 
clinies supported in part by State or Federal funds, in 37 States and Territories. 

Dr. Van Styke. Mr. Chairman, may I say that all of the States 
have heart detection activities, although they do not have heart 
detection clinics, as such, separately. 

This service is provided within the general clinical setup by the 
health department. 

Mr. Bussey. In other words, it is interwoven with the nursing 
services, and the medical and social service laboratory work, and 
other general public health services; is that right? 

Dr. Van Styke. That is right; and it is also connected with the 
detection of other conditions, such as diabetes and cancer. 

Mr. Bussey. That being the situation wouldn’t it be better if these 
grants were put under the appropriation of ‘Assistance to States, 
general,”’ except for an amount for special projects? 
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Dr. Warr. Which grants now are you speaking of, Mr. Busbey? 

Mr. Bussey. We have an appropriation entitled ‘Assistance to 
States, general.’””’ There has been some discussion when that was 
before the committee as to whether or not we should have these 
categorical grants, or whether they should be put under ‘Assistance 
to States, general.” 

Dr. Warr. You are speaking now of the grants to States that we 
have the $1,125,000 for in this year’s budget? 

Dr. SHannon. Mr. Chairman, that matter is now under active 
consideration by the Department. 

Mr. Bussey. There is some differences of opinion, I might say, in 
the committee as to what should be the proper procedure, and we are 
se a to secure as much background and information on it as 
possible. 

Dr. Warr. We have only had experience with the categorical type 
grants, Mr. Chairman. I do not know whether or not it would work, 
or how it would work, but at the present moment we are actually 
studying the results of that, and there is a bill, I believe, at the present 
ad up for hearing, in which this would be the effect if the bill 
is passed. 

Ir. Hartow. It is my understanding that if passed it would take 
effect in the next fiscal year. 

Mr. Bussey. Fiscal 1956? 

Mr. Hartow. Yes, sir. 


PREVENTION OF RHEUMATIC FEVER 


Mr. Bussey. Now, going over to page 6, in the second paragraph 
you state: 

Recommendations on the prevention of rheumatie fever have been widely 
disseminated as part of a national prevention campaign started in January 1953, 
in which the American Heart Association and the National Heart Institute, 
Public Health Service, are cooperating. 

What does this cooperation consist of—just what does each con- 
tribute to the project? 

Dr. Warr. The way this started, Mr. Chairman, the National 
Heart institute and the American Heart Association had a conference 
of experts from all over the country who are specialists in this field. 

These individuals considered the research work which had gone on 
over the years, and the results of that research work, which indicated 
quite clearly that the new drugs—the antibiotics and sulfonamides— 
actually could prevent many effects of streptococcal infection. Efforts 
were directed against the streptococci, rather than against the effects 
of it, which is the rheumatic heart. By giving patients a direct 
treatment for streptococci we can prevent these effects. 

Now, these individuals drew up a statement which gave, on the 
basis of evidence, the kinds of treatment which were recommended 
that could be expected to minimize the effect of streptoccocal infection. 
When that was done, the officials of the Heart Association and of the 
National Heart Insititute sat down and decided “Well, now, how can 
we best get this into the hands of the various individuals?” ‘The first 
thing was to get this statement formally prepared, and then, between 
- we decided on the best forms of dissemination, as to how it should 

e done. 
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I believe the first actual distribution was through some of the major 
medical journals. 

We spoke to the editorial staffs and we spoke to the various people 
there and pot the publicity released. I suppose that would be the 
word to call it, but actually it was information released to the physi- 
cians as to just how this treatment should be carried out in the opinion 
of those who had studied all of the research returns and formulated 
opinions as to what could be expected. 

What was done was really done through the professional journals 
first, and as soon as it got out to the professional journals, we then 
proceeded to get that picked up and reprinted, I suppose you would 
eall it, information that would get to people who had rheumatic 
heart disease, or who might be expected to have it. 

The way that was presented, of course, was somewhat different from 
information that went to the physicians. 

In this case, it was directed toward the consumers of this material, 
and told them what could be expected by this type of intensive care, 
and asked them to get in touch with their physicians, or told them of 
the places where they could get information of this sort. 

The second step, as I said, went into that type of public relations. 

The third step on that has been through the various heart associa- 
tions themselves, and through the State health departments. 

Now, here we come into the operation where people living in the 
vicinity of the heart association receive the information through its 
executive secretary, and the physicians who belong to it in the various 
communities around the country, began, I suppose you might say, to 
beat the tom-toms, or at least getting the people aware of this oppor- 
tunity to do something about this disease. 

The kind of cooperation which we had, to come back to your 
original question, is that the various staff people in the two associa- 
tions who are responsible for actually communicating this information 
down the line, saw to it that they were talking the same language, 
understanding each other as to the objectives. 


RESEARCH ACCOMPLISHMENTS DURING PAST YEAR 


Mr. Bussey. What has been accomplished during the past year, 
and what progress has been made in your research program since 
you were up here last year in behalf of your annual appropriation? 

Dr. Van Styke. Mr. Chairman, may I have the opportunity to 
speak a word of comment upon this prophylaxis program which we 
have been talking about? 

Mr. Bussey. Yes, sir. 


RHEUMATIC FEVER 


Dr. Van Styke. I know the committee has previously been advised 
in regard to this, but it might be well to mention it again. 

Rheumatic fever is caused by a streptococcal infection, and it is 
only the repeated attacks of rheumatic fever that lead to rheumatic 
heart disease. With penicillin which Dr. Watt has been talking 
about, and the antibiotics, you can step in and treat a rheumatic fever 
infection, and cause it to disappear, which means, Mr. Chairman, 
that the patient does not then develop rheumatic heart disease, or a 
streptococcal infection, and thus, rheumatic heart disease. 
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Every time they get a streptococcal infection or a suspected strep- 
eanaal infection, they definitely at that time, if they have already 
had rheumatic fever, take prophylaxis as the continuing, everyday 
thing, as you and I put salt on our food each day. 

This means they do not receive a second attack, and expose them- 
selves to the very definite possibility of getting rheumatic heart 
disease. 

Mr. Chairman, I offer this statement again at this time, because I 
think that this is one of the most important accomplishments of the 
joint efforts of the Federal Government and the Heart Associations in 
this country to bring this knowledge to bear on the patients in their 
own bomes. 

Mr. Bussey. Do you desire to comment upon the progress which 
has been made during the past year? You may do that, or Dr. Van 
Slyke, or Dr. Shannon, or anyone else who desires to speak on it can 
do so. 

Dr. Warr. Fine. Thank you, sir. 

We have prepared and submitted for the record a statement which 
sets forth progress which has been made. 

Mr. Bussey. Yes; that is already in the record, but will you briefly 
refer to the progress which has been made, sir? : 


ADVANCE IN COMBATING ABNORMAL BLOOD PRESSURE 


Dr. Warr. One of the things that we are most interested in at 
Bethesda during this past year has been the progress on a new drug, 
which I think may have been mentioned last year, but on which we 
have made significant progress. 

Some time ago the laboratory at Bethesda—the Chemistry of 
Natural Products Laboratory of the National Heart Institute—began 
as a systematic study a study of agents which could be used in com- 
bating hypertension, which is high blood pressure, and which field is 
one of the places where a great deal of success has been demonstrated 
during this past year. 

We have had a whole group of drugs reopened for study, which 
would have an effect upon the blood pressure in man. 

Our scientists began to make a study of plants, and we started off 
by looking through the literature as to what plants were toxic, and 
had symptoms that seemed to indicate an effect upon the blood pres- 
sure In man. 

One of the best leads appeared to be in the rhododendron family. 
I think most of you are familiar with the plant, which is the common 
rhododendron found in the mountains around here. 

This plant had a history of being poisonous, and in fact, back in 
Greek history in Xenophon’s time, a whole brigade of Greek soldiers 
was poisoned by honey made from the flower. These leaves, when 
ground up, were made into a crude extract which looks like tar, and 
is a very, very potent material, but it is toxic to man. It is too toxic 
to give man, and the margin of safety is very small; it kills people 
almost at the same time as it lowers their blood pressure, but by 
purifying it and by working on it we find that a pure, crystalline pow- 
der can be made, which is an extraordinarily potent material for use 
in hypertensive cases. 


45836—54—pt. 222 


336 


Ten micrograms, which is one-thousandth of a milligram—it is 
one-thousandth of a gram—wili lower blood pressure in animals by 
as much as 30 to 40 percent. 

This is an extraordinarily potent extract, and 1 ounce of it— 
I find it hard to put it in words, as to just how powerful it is—at any 
rate, that particular drug has now been studied, and its site of action 
has been determined fairly well, and we are well along toward de- 
termining the actual site—I mean, the actual chemical structure of 
the material—and are now ready to begin to test this, though cau- 
tiously, in people who have high blood pressure. 

It is, undoubtedly, going to be useful as a drug, if for no other reason 
than helping us to determine something about the causes, and back- 
ground of blood pressure, since we have a tool to work with. 

Whether it will be actually, itself, be a drug for use in patients, 
we do not know at the present time. 

The most exciting agents in the field of high blood pressure are the 
rauwolfia serpentina drug. This is an old Indian remedy which 
was used in India for psychopathic patients, actually. It is also sort 
of a quack type thing, with some people advertising it for use for 
everything. 

However, for many years it was part of the pharmacology in this 
country, but sort of fell into disrepute. Apparently the reason 
is the length of time it takes for the drug to act. You can give it to a 
patient, and although it will have some effect, it takes a matter of 
7 days to 21 days before the full effect of this drug in the patient 
begins to take place. 

Mr. Bussey. Does that go directly into the blood stream? 

Dr. Warr. It is taken by mouth—at least, one group is—but now 
it is also given by both injection and by mouth. 

This particular drug is absorbed, and acts, largely, on the central 
nervous system. It has an effect on the nervous system as well as 
having its effect on lowering the blood pressure. 

When you use it in conjunction with another drug, which is a 
blocking agent used to block the effect on the nervous system, or one 
portion of the nervous system, we have achieved some very striking 
results in benefiting people with high blood pressure. 

The items which we have been particularly interested in, that is, aids 
to hypertension, and in which there has been an exciting development 
this year, is in the field of athero-sclerosis, and all of the many com- 
plications which occur as a result of this condition. 


ATHERO-SCLEROSIS 


I suppose there are probably more people who suffer from one 
form of athero-sclerosis or another, as practically any other disease. 
By the time you get up to the age I am, it is practically universal. 
I think, in fact, as one pathologist has said, you can find athero- 
sclerosis in children as young as 4 to 5 years of age. This is done by 
the use of a special dye. You can look into the aorta, and you can see 
in the aorta these lesions at a very early age. This was done in con- 
nection with the coroner’s office in New Orleans, where we received 
patients who were killed through violence, and by this special staining 
technique we can actually see the beginning of these lesions. 
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EARLY DETECTION OF HEART DISORDERS 


Mr. Bussey. The thing that is always in my mind is how much 
more difficult it must be to detect heart disease in advance, as com- 
pared to the detection of cancer. The cancer people tell us that they 
could cure a high percentage of the cancer cases, if they could detect 
them in time. 

Dr. Warr. That is right. 

Mr. Bussey. The big job is to detect them in time. 

If we could detect cancer cases in time, our progress would be much 
more rapid, but it seems to me that it must be extremely more difficult 
to detect the various kinds of heart diseases in time. What has been 
done to develop techniques which would make it possible to deter- 
mine that a person has a disorder which, if let go, would lead to some 
kind of heart attack at a future date? 

* Dr. Warr. I think the studies which we are carrying on at Bethesda 
and also through the grants, are going to be the important contribu- 
tion in that field, in learning what produces these lesions. If we can 
determine what produces the lesions, it will not be necessary to worry 
about detection. Then, we will be able to prevent them, and this is 
the real crucial factor. Once the lesion is in there, even if you detect 
it, unless you have some way to remove it, you are not getting very far. 

The cancer is a localized growth, and if you find it, you can remove it, 
if vou find it early enough. However, if you find a lesion early in a 
blood vessel, you cannot take that blood vessel out unless it is acces- 
sible. 

One of the amazing things in the aorta is the big blood vessel down 
in the stomach. ‘There is a form of disease which tends to occlude. 
The first operation we bad at the Clinical Center, and it is part of the 
research program of the Heart Institute, was to take out a piece of 
aorta about this long, and substitute a frozen aorta that had been 
taken from another patient, and we placed it in there and that particu- 
lar patient, with this occlusive disease, has recovered, and is back on 
her feet now, and getting along fine. 

However, before that, she had no circulation in her leg, and it was 
beginning to set up gangrene. In fact, her big toe was already gan- 
grenous when she came in. 


STUDIES IN BLOOD CHEMISTRY 


Dr. SHaxnon. Mr. Chairman, I should like to interrupt to say that 
I agree that vour question was very well placed, and | think that 
Dr. Watt has gone one step beyond your question. 

Dr. Watt and his group in the Heart Institute are conducting studies 
on the chemistry of the blood. 

You will recall that we spoke to this committee before about certain 
blood factors such as the fat-protein molecules. We do not say that 
these molecules are the cause of this type of hardening of the arteries, 
but they appear to be coincidental with it, at least. So, they can be 
used as an indicator. 

There is a tremendous amount of work going on in this country now 
to check on the relationship of this type of chemistry of the blood, to 
determine if it has any relation to the development of heart disease, 
and I think, Mr. Chairman, what you are aiming at in your question 
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is, are we going to get something which will give us an earlier lead on 
time in the treatment of the disease; which would put us in a position 
to do something about it. 

Dr. Warr. Would you like me to go ahead, Mr. Busbey, on this 
matter? 

Mr. Bussey. Yes; if you will, please. 


PROGRESS IN STUDIES OF CONGESTIVE HEART FAILURE 


Dr. Warr. Another field in which there has been definite progress. 
during the past year is in the field of heart failure. This is a term 
that the doctors have used for a long time, and which they speak of as 
congestive heart failure. An indication of that is the veins of the 
neck. You can see them, and the veins of the neck are swollen, and 
the patient’s blood does not circulate properly, and there is a pooling 
of the blood in the veins, and the heart gradually fails. 

This congestive heart failure causes the result of a lot of damage to 
the heart. That type of damage could bring the heart to the point 
of being unable to do its work, and could bring on failure. 

One of the things, though, that we have been concerned with is that 
a perfectly good heart—at least, good in terms of any appearance 
after death, has been unable to do the job, and there seemed to be a lot 
of different clues as to what might have happened there. 


EFFECT OF DIET 


The study of sodium and the various chemicals that are involved in 
it have lead to an understanding of the mechanisms involved so that 
now we are quite certain that some glands of internal secretion—the 
glands that make the hormones in the body—are responsible for a 
great deal of this, and by modifying the effect of these hormones, we 
can actually prolong the life of the individual comfortably and 
effectively. 

This takes us into the field of ways of getting rid of the excess fluid 
that accumulates, and into a study of diets, and into a study of the 
ingredients of the diet. — 

I think in previous years Dr. Van Slyke has spoken of the low 
sodium diet and many of the factors involved. 

One of the things that has happened just this past year is the 
realization that in many water supplies in the country that there is 
enough sodium to seriously affect the chemical content of a diet just 
by people normally drinking that water. This is not true of all 
places, but you know of some areas where they speak of “very hard 
water” and that is water which has a high alkaline content. However, 
some of these areas may have enough sodium in them to seriously 
upset the calculations that, you were going into in creating a low- 
sodium diet. 

This is somethiag, incidentally, where I think something effective 
can be done in finding out those areas that have this high sodium 
content, and to be able to warn physicians so that the patients do not 
inadvertently get more sodium than they need. 
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TEACHING GRANTS 


Mr. Bussey. Doctor, referring to page 4 of the justifications, | 
notice in 1954 the estimate for teaching grants is $2,628,000. 

Dr. Wart. That is right, sir. 

Mr. Bussey. It seems to me that that is absolutely contrary to the 
committee’s expressed opinion that nonresearch activities be reduced. 
I have just asked the clerk to get out the language of our report for 
fiscal year 1954. On page 13 under the National Institutes of Health, 
the committee says, and I quote: 

The committee in general agrees with the Bureau of the Budget and the De- 
partment in their contention, in revising the budget, that greater emphasis should 
be placed on research activities and less on the related activities, especially grants 
to States for detection, diagnosis and other similar control activities. 

Dr. Van Styxe. Mr. Chairman, may I speak to that? 

Mr. Bussey. I would like someone to enlighten the committee on 
that. 

Dr. Van Styke. Mr. Chairman, if I may, I would like to comment 
that this matter was brought up the other day in connection with the 
cancer program, and I think Mr. Harlow at that time pointed out 
that subsequently there was a significant increase in these funds by 
the Senate Appropriations Subcommittee, and concurred in later in 
the conference report. 

The additional funds added by the Senate were for research and 
training. I do not have my figures with me today, but in terms of 
the total budget, there was no significant increase in this area. 

Mr. Bussey. These are teaching grants; are they not? 

Dr. Van Stryke. Yes, sir; under the training program. 

Mr. Bussey. Well, of course, the more money you put into these 
teaching grants, the less you are going to put into research, and I feel, 
as Mr. Thomas expressed a while ago, that we want to see this research 
go forward. Not only are we sympathetic with it but I think it is 
extremely important that the emphasis be put on the research activ- 
ities. 

Dr. Van Stryke. Mr. Chairman, I would agree. 

Mr. Bussey. That does not only refer to the Heart Institute, but 
all of the institutes. 

Dr. VAN Styke. Surely, and we agree with the committee on that, 
Mr. Chairman, and we appreciate the support that this committee 
has given us in the past, but we have last year, as you recall, stepped 
up our research grant program from $4,927,000 to $6,843,000. There 
was a very significant increase in these research grant funds. 

On the other hand, the training grant program was stepped up so 
as to provide better cardiovascular teaching in the medical schools in 
order that the developments of research could be applied as soon as 
possible to the patient which, after all, is the end result. 

Mr. Bussey. However, the teaching grants have practically 
doubled from fiscal year 1953 to fiscal year 1954. 

Dr. Van Stryke. Yes, sir; that is right, Mr. Chairman, and the 
reason for that is that in 1953 it was not possible to support more than 
a few of the medical schools with this grant, and in 1954, for the 
first time, we were able to give all the medical schools comparable 
treatment, under this program. 
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NUMBER WHO HAVE RECEIVED TRAINING STIPENDS 


Mr. Bussey. How many doctors have received training stipends 
since this program started? 

Dr. Van Styke. I do not have the figures with me, but with your 
permission, Mr. Chairman, I should like to introduce them into the 
—_ but I would say, roughly, 275 since the program started in 

seal 1948. 


PROPORTION REMAINING IN PUBLIC SERVICE 


Mr. Bussey. Will you furnish the same data as was requested in 
connection with the mental health program, that is, how many are 
engaged in research work now, how many are in other public service, 
and how many are in private ‘practice? 

Dr. Van Styx. Yes, sir. We have all of that data, and would 
be very happy to supply it for the record. 

The figure is about 80 percent, as I recall, that remain in public 
service. 

(The matter referred to is as follows:) 

As of April 28, 1954, 311 doctors have received training stipend awards. 

As of October 20, 1953, 76 replies to followup of physicians who had com- 
pleted training indicated that 15 (19.6 percent) were engaged in full-time private 

ractice only. Of the remaining 61, 14 are on active duty with the Public Health 

Service and Armed Forces Medical Corps, in activities utilizing their specialized 
training; 46 are associated with medical schools, universities, and hospitals in 
teaching and research, either part or full time; 1 physician is employed by a 
sife-insurance company while carrying on a part-time practice. 


REHABILITATION ACTIVITIES 


Mr. Bussey. On page 12 you speak of “cardiac rehabilitation.”’ 
What rehabilitation activities are carried on in that field? 

Dr. Warr. By the Public Health Service, or by the Heart Institute? 

Mr. Bussey. By the Heart Institute, or the Public Health Service. 


LOS ANGELES PROJECT 


Dr. Warr. I think you are referring, Mr. Chairman, to what is 
carried on in Los Angeles, Calif. 

Mr. Bussey. Yes; that is the specific project mentioned. 

Dr. Warr. There is an endeavor to find out what kinds of activities 
and how much energy is required, and what type of work a man can 
do in given jobs. 

This is being done at the Lockheed plant in Los Angeles, and the 

lace where we have our studies set up is at the Cedars of Lebanon 
ospital there. 

Mr. Bussey. Is the Institute carrying that on? 

Dr. Warr. Yes, sir. 

Mr. Bussey. Is that a special project of your own, or are you 
a that in connection with some other organization out there? 

W arr. Well, we are seated physically in this particular hospital, 
pe the work is being done in cooperation with the Lockheed people, 
of course. 

Mr. Bussey. The California State Health Service is not involved? 

Dr. Warr. They are aware of it; yes, sir; and are taking a direct 
interest in it, I suppose, is the best way to put it. However, this 
particular project is being carried on by the Public Health Service. 
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The State of California is actually carrying on some studies on their 
own. 


OTHER WORK IN REHABILITATION 


Mr. Bussey. What other rehabilitation work is the Institute carry- 
ing on? 

r. Warr. There is training in rehabilitation of cardiacs which we 
are supporting through the Institute which has direct responsibility 
for that. 

As you know, the Institute of Neurological Diseases and Blindness 
has the focal responsibility for that, and of seeing to it that it is all 
done without people getting in the way of each other. We are support- 
ing through them the training of people in rehabilitation to the extent 
of about $200,000. 


ACTIVITIES AT BALTIMORE CITY HOSPITAL 


Dr. Van Stryke. Mr. Chairman, I should like to comment, also, 
that at our Gerontology Unit—that part of the Heart Institute which 
has research activities at the Baltimore City Hospital—we have 
available to us, without any cost, a large group of hospitalized people, 
and we are doing some of these rehabilitation studies there, particularly 
in terms of the cardiac reserve. 

That is probably a medical term, and I will explain it: 

If a normal person can do 100 units of work per hour, we will say, 
and a person with a bad heart can do 30, 40, 50, or 60, it is awfully 
important to determine how many units a particular patient can do, 
because if his level is 50 units of work per hour, and you only work 
him at 40 units per hour, which is a cruising range, he can go on for 
years and years, providing you do not overtax him. 

However, if his unit rate is 50 per hour and you try to get him to 
do 52 units of work per hour, he is going to go pretty quickly into 
heart failure, and it is that serious. 

The methods we use to determine this are rather complex. At 
least, they vary. One of the methods is to put a huge paper sack 
over a man’s mouth and have him breathe—take in outside air, and 
breathe expired air into the bag—and by chemical analysis of this 
you can determine his capacity, and by this method which we call 
indirect calorimetry you can tell how much work the man has done in 
that period of time, and how much work it takes for him to raise a 
hand or to walk. 

Another way in which we do it is to put the man on a treadmill— 
an inclined treadmill—where he puts out a constant rate of work, and 
another way to do it is to put him on a bicycle and have him pump 
against the pressure, and measure the output electrically. 

So, we are getting closer and closer to the means whereby you can 
find out just how much work a given job requires, and with that and 
the work classification unit which the Heart Association and the 
Public Health Service have set up around the country, we are getting 
closer and closer to the point, Mtr. Chairman and members of the 
committee, where we can get the tools and things to work with so we 
can more intelligently advise the patients. 

It does not mean very much when you say “‘take it easy,” or “change 
your job.” It does not help very much. You have to say “In this 


342 


kind of a job you have to use so much energy, and in your case that 
would be all right, or it would not be all right.” 

So, I think this is a very logical approach to a very difficult problem. 

Dr. SHawNon. I think the important thing to be appreciated here 
is that while the research technique at the present time is very com- 
plex, what is being attempted is to define certain simple procedures 
which generally will be available to the practicing physician who can 
make his assessment of an individual’s difficulty without highly 
complex operations. 

While Dr. Van Slyke spoke of treadmills, it is not probable that a 
doctor will ever have a treadmill in his office, but when one puts a man 
under stress of known extent, and studies of such simple things as the 
change in respiration rate, and its return to normal, and the change in 
heart rate, and its rate of return to normal, at different work levels, 
one then develops a series of criteria and indexes which will permit the 
designation of an individual and his work capacity with a fair amount 
of precision by very simple means. 

Phe net end result is to find the simple indexes that will give support 
to the general practitioner, and while we do not have them yet, I think 
progress is being made, and we most certainly will ultimately be able 
to do so. 

I will not put a time on it, but it will be done. 

I would like to comment a little further upon where we are in heart 
research today. 

The individual who is going to get in cardiac difficulty in the future, 
or who has some doubt about his condition, is probably more fortunate 
than if he were to have any one of many other chronic diseases. You 
have noticed Dr. Watt, in making his presentation today, discussed 
the therapeutic means to fit this or that, and the possibility of nutri- 
tional aids to handle atherosclerosis in the cardiac field. 

Our objectives in the cardiovascular field are clearly identified so 
that now we are talking about medicinals that are highly active and 
about dietary regimens that are beneficial. We are talking about 
trying to find out the extent of the disease, so we can limit a man’s 
activity so he can handle himself. In cancer, on the other hand, it has 
been stated some 2 weeks ago that we do not know the cause of it, 
and that we do not have treatments that will have a high degree of 
effectiveness, except early surgery. 

The situation is quite different from the heart program. With the 
proper program, I think that we can expect, in this area, the elimina- 
tion of rheumatic fever, the reduction of high blood pressure, and 
therefore the lack of heart failure, as a result of hypertensive heart 
disease, and finally, the possibility is being held up for early diagnosis 
of arteriosclerosis, and perhaps nutritional treatment of arterio- 
sclerosis. We are progressing in rehabilitation, which really is not 
rehabilitation in the ordinary sense, but is a diagnosis of a disease, and 
the determination of its extent, and the determination of the residue, 
or function remaining, accompanied by sound counseling. I think 
the picture in the heart field is so strikingly different from any of the 
other fields that it warranted that comment. 


343 


RELATIVE RESEARCH ADVANCE IN DIFFERENT DISEASES 


Mr. Tuomas. That is very interesting. What you are saying is 
that you have made more progress in basic research on heart disease 
than you have in cancer or mental disease? 

Dr. SHannon. We are further along; yes, sir. 

Mr. Tuomas. Which field is now No. 2 to heart disease? 

Dr. SHannon. I would say arthritis, and other metabolic diseases. 

Mr. THomas. I am now speaking to the three fields of heart, mental, 
and cancer diseases. 

Dr. SHannon. I think that cancer is No. 2, and mental disease 
No. 3. 

COOPERATION WITH VOCATIONAL REHABILITATION 


Mr. Bussey. Dr. Shannon, you said something in regard to this 
rehabilitation being a little different from rehabilitation as the average 
layman thinks of it, which leads me to the next question. Do you 
have any cooperative projects with the Office of Vocational Re- 
habilitation? 

REHABILITATION TRAINING GRANTS 


Dr. SHannon. At the present time all we are doing is supporting 
a certain number of training grants to permit the people to acquire 
training in the field of rehabilitation. When you take the cardio- 
vascular system as a whole, of course, we are deeply interested in 
rehabilitation in the very true sense, because arteriosclerosis and hyper- 
tension are the primary causes of the vascular diseases in the central 
nervous system, and the so-called strokes, with serious paralysis of 


an arm or in a whole half of an individual’s body. There reeducation 
of what is left starts very early in order to get the individual over 
that, and back to gainful employment. 

If you take the more restrictive area, that is, heart disease, as such, 
proper diagnosis, the proper use of the best therapeutic tools available, 
and proper evaluation of what the man can do to improve his heart, 
and job counseling are all important. 

It is not that we can fundamentally improve the function of the 
heart through training, but we can match the job to the individual’s 
capacity. So, cardiac rehabilitation is in that sense not any different 
from the other types, such as in the arthritic field, or the field of 
cerebrovascular thrombosis, and so forth. 

Mr. Bussey. How much in funds do you give to the OVR in this 
training program? 

Dr. Warr. None to the OVR. 

Dr. Van Stryke. None directly to the OVR, Mr. Chairman, but 
by providing training grants for these leaders in the field of rehabili- 
tation, we are putting in almost $200,000 a year. 

Mr. Bussey. What leaders does that include? 

Dr. Van Styke. These are people, Mr. Chairman, who then will 
be able to go out in the field and head up rehabilitation clinics; as 
has been reported to this committee previously, there is an extremely 
great shortage of people competent and trained to be leaders in 
rehabilitation. 

It is all right to say ‘Yes, rehabilitation will pay off,” and we 
truly believe that it does, but it takes people with experinece and 
ability to head these programs. 
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Mr. Bussey. Who are these people who receive this training? 

Dr. Van Stryke. They are doctors who have had a background in 
general medicine in one field or another, and then they take the 
course of a year or two to permit them to become competent in this 
area. 

You have to have a good medical background before you can be a 
good rehabilitation chief. 

Mr. Bussey. Are any of the training grants made to people on 
educational leave from State vocational rehabilitation divisions? 

Dr. VAN Styke. No, sir. 

Mr. Bussey. That is, people who may also be receiving funds from 
State grants made by the Office of Vocational Rehabilitation? 

Dr. Van Styke. No, sir; not a penny, sir. This is used to pick out 
doctors and train them in the medical area of the field of rehabilitation. 

Mr. Bussey. I think that is all. 

Mr. Thomas, do you have any questions? 

Mr. THomas. No questions. 

Mr. Bussey. Mr. Fernandez? 

Mr. Fernanpez. I notice that the large cuts are in the grant items. 
Research grants are cut in the amount of $443,000; grants for research 
fellowships, $130,000; and teaching of medical subjects, $266,000. 

Is this the result of an effort to reduce the expenditures solely, or is 
there any other reason for these cuts? 

Mr. Bussey. I might say to the gentleman from New Mexico that 
I explored that very same thing a little before you came in. 

Mr. Frernanpez. I am sorry, Mr. Chairman, but I was a little late 
I have just gotten in from Santa Fe on the train this morning, and 
I probably missed your question. I will not go into it very extensively. 
I just want a simple, short answer. 

Those three cuts are the only substantial cuts in this particular. 
item? 

Dr. Watt. Yes, sir. 

Mr. Fernanpez. That is all, Mr. Chairman. 

Mr. Bussey. If there are no further questions, this will complete 
the presentation of the justifications for the National Heart Institute. 

We thank you very much, gentlemen. 

(The matter referred to is as follows:) 


Repuies py Dr. James Warr To QuEsTIONS SUBSEQUENTLY SUBMITTED BY 
CONGRESSMAN FOGARTY 


. What was the Truman budget estimate for fiscal year 1954? 

A. $16,500,000. 

. Q. What was the revised Eisenhower budget for fiscal year 1954? 

. $11,040,000. 

. Q. How much did the House of Representatives provide in its bill for fiscal 
954? 


2,000,000. 
. Q. How much did the Senate provide for fiscal vear 1954? 
15,418,000. 
. Q. How much did the appropriations law provide for fiscal year 1954? 
A. $15,168,000. 
. Q. How much do you now request for fiscal year 1955? 

A. $14,570,000. 

7. Q. Heart disease has long been known as the No. 1 killer, the leading cause 
of death among Americans. Does it still stand in that position and are half or 
more ¢ the deaths in this country due to what is known as heart disease? 

es, sir. 


Peers 


o 
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8. Q. As I look at this budget for the Heart Institute for fiscal year 1955 I see 
that extramural research grants have been cut, research fellowships have been cut, 
and teaching grants have been cut. If over 750,000 people are dying of heart 
disease each year shouldn’t those items be increased rather than cut if you look 
at the problem from a medical point of view? 

A. From a medical point of view the answer is “‘ Yes.”’ 

9. Q. Do you consider Dr. Paul White of Boston and Dr. T. Duckett Jones of 
New York competent in the heart field and responsible members of the medical 
profession? 

A. Yes, sir. 

10. A. Last year Dr. White and Dr. Jones testified to the need for $26.1 million 
for the Heart Institute and yet your budget today calls for only $14.57 million. 
That is a difference of $11.5 million. Do you think they were wrong in their 
re or be 9 of the need or do you feel that they were right and the budget should be 

igher? 

A. The field of cardiovascular research and training needs support, at least in 
the amount given by Dr. White and Dr. Jones. 

11. Q. Are you familiar with the results of the survey on research construction 
— ee by Senator Thye as they affect the field of heart disease? 

A. Yes, sir. 

12. Q. That survey showed in the heart field, I am told, that 74 institutions 
requested about $29 million on top of 19 other institutions which had previously 
asked for about $10 million, making a total need for $39 million for this type of 
construction. I notice that this budget provides nothing for construction. In 
the light of the survey and in the light of your knowledge of heart disease research, 
do you think we are impeding progress in research when we fail to meet this con- 
struction need and do you think if funds were provided for construction that 
progress in research would be accelerated? 

A. The productivity of trained research manpower is always impeded to the 
extent that the facilities for research work are inadequate. This certainly applies 
to the heart research field. Funds for research construction should come from 
many sources. If the Federal Government should assume a share of the load, 
facts gathered in relation to earlier research construction grants show that the 
Federal grants are a strong stimulus to voluntary giving to local campaigns. 


Monpay, 26, 1954. 
DENTAL HEALTH ACTIVITIES 


WITNESSES 


DR. JOHN W. KNUTSON, ASSISTANT SURGEON GENERAL, CHIEF 
DENTAL OFFICER 

DR. FRANCIS A. ARNOLD, JR., DIRECTOR, NATIONAL INSTITUTE 
OF DENTAL RESEARCH 

DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES OF 
HEALTH 

DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL IN- 
STITUTES OF HEALTH 

JAMES F. KELLY, BUDGET OFFICER, DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


SaLaries, ExpENSES, AND GRANTS 


Amounts available for obligation 


| 1953 actual | 1954 estimate | 1955 estimate 


Appropriation or estimate... $1, 740, 000 
‘Transferred from ‘“ Promotion 

vocational education, Office of Education,’ pursuant 

Public Law 286 | 875 


Adjusted appropriation or estimate . 1, 740, 875 
Unobligated balance, estimated savings , 838 


Obligations incurred | 1, 595, 162 | 1, 740, 875 : 
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Obligations by activities 


| 
Description 1953 actual | 1954 estimate | 1955 estimate 


1. Grants: 
(a) Grants for research and training: 
(1) Research pesiecta $220, 053 $221, 000 
(2) Research fellowships 48, 171 
2. Direct operations: 
(a) Research_- 357, 440 578, 875 
(6) Other direct operations: 
(1) Review and approval of research and train- 
ing 9, 139 11, 000 
(2) Technical assistance to States 788, 139 706, 000 
(3) Coordination and development of dental 
(4) Administration 50, 498 67, 000 


Obligations incurred 1, 595, 162 1, 740, 875 


Obligations by ee 


Object classification | 1953 actual | 1954 estimate | 1955 estimate 
| 


Total number of permanent positions. __.__........-..-..----- | 196 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 
General schedule grades: 
Average salary 
Average 


Personal services: 
Permanent positions 
Other positions 
Regular pay in excess of 52-week base. 
Payment above basic rates 


Total 
Travel___- 
Transportation of 
Communication 
Rents and utility services__- 
Printing and reproduction 6, 800 
Other contractual services -- 25,140 

Reimbursements to “Operating expenses, National | 

Institutes of Health, Public Health Service” | 193, 100 
Equipment 
Grants, subsidies, and contributions... 
Refunds, awards, and indemnities 
Taxes and assessments 


Subtotal 
Deduct charges for quarters and: subsistence 


7,025 
650 


Obligations incurred 1, 595, 162 1, 740, 875 


Analysis of expenditures 


1953 actual 1954 estimate | 1955 estimate 


Unliquidated obligations, start of year $240, 767 $136, 999 


$152, 874 
Obligations incurred during the year 1, 595, 162 1, 740, 875 | 


1, 730, 000 
1, 835, 929 1, 877, 874 | 1, 882, 874 


Deduct: 
Adjustment in obligations of prior years. 
Obligated balance carried to certified claims account 
Unliquidated obligations, end of year 152, at 


Total expenditures 1,620 758 | 1, 725, 000 | | , 735, 000 


Expenditures are distributed as follows: 


Out of current authorizations 1, 458, 925 1, 594, 500 1, 584, 000 
Out of prior authorizations 161, 833 130, 500 | 151, 000 


$221, 000 
50, 000 
| 620, 000 
| 11, 000 
660, 000 
100, 000 
| 68, 000 
SSS 1, 730, 000 
189 | 189 
5 
179 179 
GS-62 | GS-6.2 | GS4.1 
01 
ree ee: $940, 200 | $1, 000, 560 | $987, 360 
11, 801 | 23, 100 | 23, 100 
1,815 1,909 | 1, 834 
CST 2, 574 2, 300 1, 500 
02 
03 
04 
05 
06 
07 
08 
09 
13 
15 
3,284 | 3, 284 | 3, 284 
73,00 
| 
"147, 874 
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Mr. Bussey. The next appropriation request is for dental health 
activities. At this point in the record we will insert Dr. Armold’s 
prepared statement regarding this request. 

(The statement referred to is as follows:) 


GENERAL STATEMENT 


Mr. Chairman and members of the committee, the major dental problem of 
the Nation is dental caries, or tooth decay. More than 90 percent of children, 
by the time they reach school age, have one or more decayed teeth. At age 15, 
over 95 percent have decayed permanent teeth, and the average child has lost 
2 teeth due to lack of treatment. The average adult will have lost half his teeth 
by the time he reaches 40. 

Also extremely prevalent are diseases of the supporting tissues, or periodontal 
disease, of which pyorrhea is a major form. Signs of periodontal disease are 
present in one-third of our 30-year-olds. The prevalence increases with age, 
so that 85 percent of our population are ultimately afflicted with this baffling 
condition—the major cause of tooth loss in adults. 

Malocclusion, or the incorrect relation of teeth or jaws to each other, is a serious 
problem in at least 1 out of 10 of our children. Harelip and cleft palate is a 
congenital affliction that occurs once in every 800 live births. Oral cancer, though 
less prevalent than the other dental problems mentioned, comprises 15 percent 
of cancers in males. This presents an important responsibility to the dentist, 
who is often the first to observe the disease. Other problems include the adverse 
effects of dental disorders upon general health. 

Last year the American people spent over $1 billion for dental care. The 
Federal Government is also expending appreciable sums in this area. During 
fiscal vear 1953, more than $100 million was spent to provide dental services for 
the Armed Forces, veterans, and other direct Federal beneficiaries. It should 
be pointed out that these expenditures offer no promise of a permanent solution 
to the Nation’s dental problems. Moreover, adequate dental services, despite 
these measures, reach less than a third of the American people. 

In addition to the cost of dental services, there are serious related considerations. 
These include the problem of dental manpower, the financial plight of dental 
schools, and the loss of wages and productivity as a result of recurring attacks 
of dental disease. 

Obviously, the logical approach to the dental problem—the only practical, 
long-range approach—is through research and the development of preventive 
and control procedures. Meanwhile, the application of present control measures 
must go forward, and existing manpower and services must be utilized to the best 
advantage. 

DENTAL RESEARCH 


One of the three broad areas of dental activity in the Public Health Service is 
dental research. This program is concentrated largely in the National Institute 
of Dental Research, and includes the conduct and support of fundamental invest- 
igation into the causes and prevention of dental problems. With the establish- 
ment of the Institute by act of Congress in 1948, an important step was taken 
toward dental research at the basic science level, in contrast with traditional 
studies in dental technique alone. The results have contributed significantly 
to the knowledge of underlying factors in dental health and disease. 

The National Institute of Dental Research conducts a grants program to help 
finance basic research in dental schools and other non-Federal institutions. For 
the past 5 years, the annual appropriation has remained at the same level 
$221,000. With this sum we help support annually about 24 active research 
projects. By the very nature of the diseases under study, most of these projects 
are long-term, and only a few new ones can be started each year. 

Although the grants program is relatively new, important results have been 
reported. For example, in one project at the dental school of the Medical College 
of Virginia, research scientists studying prenatal influence in the production of 
malformed teeth and jaws have found an interesting clue to this problem. They 
have shown that artificial fever induced in pregnant rats causes comparable mal- 
formations in the mother and offspring. This finding suggests the importance 
of controlling febrile conditions in humans during the early years of life. 

At Yale University one of our research grants has supported studies on the 
transplantation of embryonic tooth germs into the eyes of experimental animals, 
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where their further development can be directly observed. In this project it 
was found that a cancer-inducing agent, methylcholanthrene, changed the micro- 
scopic appearance of the tooth-germ transplants to resemble that of malignant 
tumors. In addition, a suppressive effect of fluorine upon certain malignant 
aspects of tumor implants was observed. , 

Researchers at the University of Illinois, in another grant-supported study, 
have shown that the general health of individuals is reflected in the tissues of the 
mouth. The results so far suggest that certain changes in the oral tissues may 
serve as a guide to early recognition and diagnosis of systemic disease. 

The foregoing are examples of accomplishments in a phase of our dental program 
that presents a constant dilemma to the National Advisory Dental Research 
Council. In recommending grants for approval of the Surgeon General, the 
council must choose between projects likely to produce immediate results and 
those that tend to maximize the dental research potential of the Nation. The 
latter — accords more closely with the spirit of the Dental Research Act 
of 1948. 

Another technique by which the Dental Institute approaches its research 
objectives is the awarding of fellowships to promising young scientists. This 
program has been in operation since the establishment of the Institute, and is 
conducted in a similar manner to the fellowship programs of the other National 
Institutes of Health. 

For the past 5 years, the annual appropriation for this program has remained 
unchanged. It annually supports 10 to 11 fellows, who are given training and 
experience in various fields. Because a promising candidate must often be sup- 
ported for 3 to 4 years before he is fully qualified to enter a career of research or 
teaching, we are able to add at the most 5 or 6 new candidates each year. As 
pointed out to this committee last year, the serious shortage of trained researchers 
presents a great obstacle to progress in dental research. 

One of the major goals we hope to achieve by the research grants and fellowships 
program is to foster research awareness in the dental profession. Dental school 
staffs experienced in research through these programs are in excellent position to 
pass the benefit of scientific knowledge rapidly to the public through their relation- 
ship with the dental student. To date, 95 percent of those who have received 
fellowship funds are pursuing careers in research or teaching, and are thus exerting 
a beneficial influence on dental practice. 

Direct research operations of the Public Health Service, particularly the labora- 
tory phases, are still concerned largely with dental caries and its prevention by 
the several uses of fluorine. Our water fluoridation studies at Grand Rapids, 
Mich., and in suburban Washington are being continued. The result of these and 
similar projects have demonstrated that dental caries can be drastically reduced 
in children by means of a fluoridated water supply. Another part of this work, 
however, is now reaching the point of evaluation. From data obtained in the 
past year or so, it appears that older persons, up to and including adult age, may 
also be gaining considerable benefit from the fluoridated water. This interesting 
development should be thoroughly investigated. 

Although water fluoridation has a great potential impact on the dental problem, 
there remains a large rural population that cannot now gain its benefits. One of 
the methods suggested for making fluorides available to rural groups is to increase 
the fluoride content of selected foodstuffs. Before such methods can be recom- 
mended, it is imperative that they be given thorough scrutiny, which would 
constitute an area of increased research effort for the next few years. 

Basie studies on the cause, treatment, and epidemiological characteristics of 
dental caries and periodontal disease are being continued in our laboratories at 
the National Institutes of Health. Emphasis has been placed on the various 
types of bacteria associated with these problems. During the past year, a special 
technique was developed for isolating and cultivating one group of these bacteria. 
Studies on experimental animals are being conducted in an effort to evaluate the 
use of antibiotics and other therapeutic agents. Certain of the newer antibiotics 
show some promise, and it is hoped that they can soon be used for clinical trial. 

Studies on the metabolism oF ingested fluorides have received increased atten- 
tion during the past year. Much new information has been gained regarding the 
effects of fluorides on the body, with a view to explaining their mode of action. 
The results have lent added support to the conclusion that fluoridation of public 
water supplies is absolutely safe. 

Other continuing projects include electron microscope studies of teeth and 
other tissues, and nutrition research to compare the incidence of caries in animals 
receiving processed and natural foodstuffs. The latter studies indicate that 
overprocessed foods lead to tooth decay in experimental rats. 
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The long-awaited opportunity to extend research at the Dental Institute to 
include patients is being realized as studies in the Clinical Center get under way. 
Four projects have been initiated. Among these is a study on developmental 
abnormalities of the face and jaws. ‘Paramount in this group of conditions are 
harelip and cleft palate, which afflict, as previously mentioned, 1 in each 800 
newborn infants. Only the combined skills of the plastic surgeon, dentist, 
orthodontist, speech pathologist, and psychologist can effect the rehabilitation 
necessary to give these unfortunates an even chance in society. 

Another project is designed to evaluate methods for the treatment of malocclu- 
sion. Ina third study, an evaluation will be made of surgical procedures in the 
treatment of periodontal disease, the most perplexing dental condition of adults. 
The fourth project is designed to determine the worth of sepcial vitamin therapy 
in wound healing following surgical procedures in the oral cavity. The Clinical 
Center offers great potentialities for the advaneement of fundamental knowledge 
during the coming year. 


PREVENTION AND CONTROL OF DENTAL DISEASES 


The second broad area of dental activity in the Public Health Service is directed 
toward developing and a»plying demonstrated control and preventive measures. 
A major problem is to refine and to gain acceptance of these measures on a broad 
population and geographical basis, so that their benefits may be widely distributed, 

For example, one measure universally accepted by recognized health authorities, 
the fluoridation of water supplies, reduces tooth decay by as much as two-thirds, 
for a lifetime expenditure of $7. At present, however, only about 15 percent of 
the population using public water supplies are being afforded this benefit. These 
16 million persons reside in less than 1,000 communities. The remaining 85 
percent of the population reside in some 14,000 towns and cities. Progress in 
gaining community acceptance of water fluoridation, like that associated with 
other public health procedures, is extremely slow. 

At the present time, topical application—placing fluorides directly on the 
teeth—is the only method available for partially controlling dental decay among 
people living in rural areas. We are currently attempting to improve and stream- 
line the application techniques. 

A pilot program concerned with the removal of excess fluorides naturally 
present in some water supplies is in progress. These studies are being conducted 
in Bartlett, Tex., and Britton, 8. Dak. Bone char and activated alumina show 
excellent promise for reducing the fluoride content of a water supply to the opti- 
mum level. The populations observed in this program have received excess fluo- 
rides naturally over a long period, and therefore provide an opportunity to learn the 
upper limits of fluoridation. Considerable progress has also been made in work- 
ing out a precise, simple procedure to determine the fluoride content of water, and 
one procedure already developed is now a part of the standard guide for water 
works operators. 

DENTAL MANPOWER AND RESOURCES 


While water fluoridation and topical application of fluorides are valuable tools 
for preventing a portion of dental decay, much remains to be done in determining 
the exact cause of the disease. Until this baffling question is resolved, comr letely 
effective control measures will not be available. A significant amount of tooth 
decay can still be controlled only by the dentist. Our third broad area of activity 
is therefore concerned with dental resources. 

Much has been said in recent years concerning the shortage of dental manpower 
confronting the Nation. Since about 1930, the increase in the number of dentists 
has failed to keep pace with the growth of the total population. In the face of 
current military requirements, it has proved impossible to maintain the 1949 
dentist-population ratio for the Nation as a whole. 

In order to assist the dental schools in their efforts to enlarge enrollment 
capacity, the Public Health Service collaborated with the American Dental 
Association in a detailed study of dental-school costs, sources of revenue, and 
unmet needs for staff and plant expansion. The results have thrown considerable 
light upon the financial status of the schools and have furnished a wealth of infor- 
mation for agencies planning the establishment of new schools. 

Widespread concern for the increasing costliness of a dental education to the 
student has lead to requests that the Public Health Service undertake a study of 
student financial status. With much of the basic preparation accomplished, this 
survey should be completed by the close of the current academic year. 

It is clear that the need for dentists is unevenly distributed over the Nation, and 
that there sre striking regional variations in resources for dental education, 
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economic wealth, and rates of population growth. The Public Health Service is 
now engaged in an area analysis designed to evaluate these regional differences. 
The results will suggest the most favorable sites for the establishment of new 
schools. Special tabulations of this material will be valuable to civilian defense 
agencies. 

Since the manpower shortage is not likely to be eased in the foreseeable future, 
there is an obvious need for experiments in extending the services of our present 
supply of dentists. We are therefore exploring what appear to be potentially 
more effective and economical methods of utilizing auxiliary workers, such as 
dental hygienists, dental assistants, dental technicians, and clerical and adminis- 
trative personnel. Our studies suggest that a dentist’s productivity in clinical 
work can be doubled and the quality enhanced by proper use of chair- 
side assistants. 

Furthermore, in the face of a severe shortage of dentists available for public- 
health work in the States, we are now using dental hygienists in Massachusetts, 
Maryland, Oregon, and Arkansas to determine their acceptability and effective- 
ness in the conduct of programs. 

We are continuing our observations on various methods of dental practice that 
may increase the volume of service while reducing costs and safeguarding quality 
of dental care. Preparations are being made to compare a series of prepayment 
dental programs with regard to unit costs, scope and utilization of services, and 
details of administrative and professional management. 


DENTAL NEEDS AND OPPORTUNITY 


The disparity between dental needs and services received in this country is 
beyond dispute. Dental disease is among the commonest of human ailments, and 
searcely any American escapes its ravages. 

Neglect of dental disorders is encouraged by the widespread feeling that few 
die of dental disease. This neglect, coupled with the almost universal occurrence 
of dental disease, is the essential reason for the accumulation of dental needs 
repeatedly encountered in health surveys and particularly by the military. The 
role of dental defects as a leading cause of rejection for military service in World 
War II has been emphasized over and over again. Perhaps not so well known is 
the parallel finding that large numbers of those rejected for defective dentition 
already gave evidence of the same defects 15 years earlier, when they were 
elementary-school children. 

The Nation’s annual expenditure of over a billion dollars for dental care repre- 
sents about one-eighth of the American consumer’s expenditure for health serv- 
ices. This figure, however, does not tell the whole story. It is almost impossible 
to measure accurately the loss in production through’ diminished efficiency and 
industrial absenteeism occasioned by dental illness 

In view of these costs in dollars and ill health, it is evident that there are 
tremendous possibilities’ for savings from intensive research, prevention, and 
control of dental disease. 


Mr. Bussey. Dr. Arnold, your request for the 1955 appropriation 
year is $1,730,000, which according to my figures is $10,000 less than, 
the amount appropriated for 1954, is that correct? 

Dr. Arnotp. That is correct. 


RECENT ACCOMPLISHMENTS 
Mr. Bussey. Doctor, tell us what has been accomplished in the 


last 2 or 3 years toward helping the American people keep their teeth 
healthier and avoid dental caries. 


FLUORIDES 


Dr. Arnotp. I think probably the outstanding findings which have 
resulted from our research activities during the past 2 or 3 years, 
of course, relate to the effect of fluorides on dental caries; which 
also resulted from the program of fluoridation of water supplies. 
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Mr. Bussey. That program started some years ago. What are 
you doing in that field now? 

Dr. Arnotp. We are continuing our study at Grand Rapids and 
Muskegon, Mich., where we are following effects of fluoridation of the 
water supply on schoolchildren in Grand Rapids. This is a study 
which by necessity involves children up through the teen ages and 
thus the study will continue for several years. 

As a result of that study one of the outstanding things which has 
been observed this past year is the fact that we are finding the older 
people in Grand Rapids are getting an effect from fluoridation, I mean 
16-, 17-, and 18-year-old groups. They are not getting as much as 
those born and reared on the fluoride water but they are getting a 
reduction of 25 to 30 percent, and that suggests to us, also, that the 
adults in Grand Rapids may be receiving benefits. 

That was something we could not, of course, have looked forward to. 

I think in addition to the studies directly related to fluoridation we 
have in the past year developed new techniques for determining 
fluoride in water supply. We are trying to get simpler, more practical 
methods of determination of fluorides for use in the waterworks for 
the people in smaller communities. 

We are also, in this same area of fluorides and the relationship of 
fluorides to dental caries, studying the use of different fluoride com- 
pounds. Just within the past 2 or 3 months we completed some 
experiments which indicate that ammonium silica fluoride would be a 
very effective and safe fluoridation agent to be used. 

Of course you realize that until such agents are tested to find their 
effectiveness and safety they cannot be recommended for fluoridation. 

Going into the other area—— 

Mr. Bussey. Before we leave the discussion of fluoridation; what 
are the ill effects of fluoridation of water? 

Dr. ArnoLp. We know of no ill effects of fluoridation of water, 
Mr. Chairman. 

Of course, that is at the levels used now, between 1 and 1% parts per 
million. As you get up to where we have 3, 4, or 5 parts per million 
in water you observe an enamel fluorosis. 

Mr. Bussey. I am bombarded with letters from all over the country 
protesting against fluoridation of water. They come to me at the 
rate of at least 10 or 15 a week. 

Dr. Arnoup. I think, Mr. Chairman, like all new public health 
procedures there are those groups who do oppose the procedure. 
There are people who consider fluoridation of water supply a type of 
medication, and therefore they will oppose it on either religious rights 
or groups such as the chiropractors who oppose it as they oppose all 
medication, whether it is vaccination or whatever it may be. Those 
are the principal groups that are opposing and writing letters in this 
matter. 

Mr. Bussey. Do you consider it a medication? 

Dr. Arno.p. I personally, do not consider it a medication. 

Mr. Bussey. Pardon me for interrupting. I wanted to explore 
that a moment. 

PYORRHEA 


Dr. Arno.p. I think going away from the fluoridation and fluorides, 
some of the other accomplishments should be mentioned. As_ this 
45836—54—pt. 223 
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committee may recall, we have been expressing the need for increasing 
our activities and research on periodontal disease (pyorrhea) of the 
adult population. 

The opening of the clinical center has given us a very marvelous 
opportunity to get into this area of research. Prior to that time 
we had to more or less confine our research activities te experimental 
animals, and many of the experimental animals are not too good for 
studies on periodontal wean, but since the disease occurs principally 
in adults it was difficult for us to get a group of people to study. 

The clinical center now has furnished us that facility, and we have 
been fortunate over the past year or two to get on our staff four well- 
trained scientists who are presently active in research projects de- 
signed specifically to determine some of the causes of the diseases of 
the soft tissues of the mouth. 

Of course you realize that periodontal disease, pyorrhea, is a long, 
chronic, drawn-out type of disease and results would not be too 
startling or complete at the present time. 

We have one result, however, which has come from our studies in 
the clinical center and which is more complete than others. We have 
been able to develop an index for measuring periodontal disease and 
in the course of the past year we have been able to evaluate this index. 
The research man who developed it feels now that he is able to go 
ahead and conduct studies using this periodontal disease index, be- 
cause he feels he has tried it on enough different types of patients with 
various disease conditions. 


POSITION OF INSTITUTE ON TESTING NEW PRODUCTS 


Mr. Bussey. Let us imagine for a moment that I am a research 
chemist. I have developed some new substance which I am satisfied 
would be a cure for pyorrhea. 

In order to get that tested could I come to your Institute and present 
that to you and would you explore the possibilities of it? 

Dr. Arnon. I would say you could come to the National Institutes 
of Health in terms of a research project grant. We have our project 
grants and you could make application for a grant to test out such a 
procedure. 

Mr. Bussey. The research already is done on it so far as the chemi- 
cal matter is concerned. Now it is a matter of testing it. How would 
I go about that? 

Dr. Arnoup. If we were in a position to test it ourselves or help 
you in testing it, I am sure we would do that. We would be interested 
in carrying on such a research study. 

Mr. Bussey. Public Health Service carried on tests for fluorida- 
tion of water and put their task forces in the field to go out and sell 
the program to the various communities. 

I am wondering what the mechanics would be if someone developed 
what seemed to be a cure for pyorrhea. 

(Discussion held off the record.) 

Dr. SHannon. The research program at the National Institutes of 
Health represents our interpretation of how we can use our scientists 
and our resources most effectively. We pursue what we judge to be 
the most productive lines of investigation. 

If an investigator in a university or industry comes up with a 
research discovery which would appear to fit well with our going 
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research program, it then becomes possible for us to invite him to our 
laboratories and clinical facilities and participate with us in the 
extension of his observations beyond his own resources. 

If on the other hand his discovery or his intended program bears 
no relationship to the going program at the National Institutes of 
Health, it is recommended he seek local advice to interpret to him 
the resources of his area so that he may proceed locally with the further 
testing of his product, and he can do this by going into competition in 
our grant system for Federal funds. 

In other words, there are two ways available for a man to obtain 
aid in the further testing of a new discovery. 


POSITION OF INSTITUTE REGARDING BENEFICIAL PRODUCTS ALREADY 
TESTED 


Mr. Bussey. All right. Now I have taken this product and have 
had it tested. I have had a reasonable number of dentists try this 
product over a period of years so that we have here a field of results. 
If this product has been proven worthwhile, what do we do, as the 
National Institute of Dental Health, to further bring that to the 
attention of the dentists of the country and the public? 

The end result of all this research is for public health. All these 
things are not done in the research laboratories or in the medical 
schools. Some individual might happen on to an important discovery 
as we have seen happen in hundreds of cases. Frankly, I am under 
the impression that if that fellow went to the American Dental 
Association he might run up against some objection to it. I don’t 
know, so I am just trying to explore what an individual has to do to 
get his proven product brought to the attention of the public with 
the endorsement. 

Dr. SHannon. If it is a good product, one of great significance 
to influence our people, there is a way to call it to the attention of 
the people, through the community service programs supported in 
the States. 

There also is a way for a voluntary association to do this with a 
hypothetical product as the American Heart Association is doing 
with penicillin in the prevention of rheumatic fever. 

Mr. Bussey. We are spending millions of dollars on research for 
public health. I want to know what is the United States Government 
doing, what is the United States Public Health Service doing, what is 
the National Institute for Dental Health doing to try to bring to the 
attention of the medical profession and the dental profession products 
such as I described, and what do they contribute to proving that they 
are worthwhile and should be used? 

Dr. SHannon. They can do it in a variety of ways, sir. First they 
participate in research which evaluates the product in an objective 
way. 

They participate with the States, with associations and with the 
profession. 

Mr. Bussey. That doesn’t apply to the hypothetical case we have 
been discussing. You don’t have to do anything to cooperate with 
anybody in research. Research has been done. Here is a proven 
product. 

Dr. SHannon. As I say, in association with professional societies, 
the use of penicillin in rheumatic fever is a good example. 
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It is being applied actually along three lines: One, in conjunction 
with the American Heart Association; two, with the use of technical 
assistance money by putting on demonstration programs on a com- 
munitywide basis; and three, funds are made available through the 
general assistance program to States, so that the States may choose 
to use these funds to push this program in a particular area. 

In addition you have scientists at NIH participating in programs 
of both professional and lay education; you have programs of profes- 
sional education in medical schools supported in some of these 
areas—— 

Mr. Bussey. Wouldn’t you agree that is a long, tedious process 
which vill take years and years? 

It does seem to me with all the money we are spending in this field 
that some consideration should be given to a formal endorsement of a 
product, after you have taken any means or methods which you want 
to take to satisfy yourselves that the claims on a particular product 
are all they are claimed to be. 

Dr. SHannon. I should hate to see NIH put in a position of having 
to endorse products, Mr. Busbey. 

Mr. Bussey. It is not a matter of endorsing them as such. If you 
go through your steps so you will have your research tests, at least the 
findings available 
= ae SuHannon. I think that is done very effectively now, Mr. 

usbey. 

Mr. Bussey. I haven’t been able to see in what way; really I 
haven’t. 

Dr. Sesretyt. When something good comes along the word seems 
to spread through the profession pretty rapidly by means of the 
scientific journals and the commercial companies who go into the 
production of a new product of value, do their own commercial pro- 
moting in a very effective way. 

Take the introduction of penicillin and the whole field of antibiotics. 
They very rapidly came into widespread use. 

r. Bussey. But introduction of penicillin is different. I am 
just an outsider. I am not a dentist. I don’t belong to any dental 
association. I have no privilege of getting up at a dental convention 
and reading a paper before a group so I can get it in a dental journal. 

Dr. ARNOLD. 8 would have the privilege of being before them. 
You could present your material before a professional research organi- 
zation, and it would be published. 

Mr. Bussey. Where? 

Dr. Arnoxp. Journal of Dental Research, by biological and chemi- 
cal journals; any one of a number of research or dental journals. 
Your article would be published there and it would be widely read by 
all other scientists and professional dental groups in such a case as this. 

Mr. Bussey. All I have to say is, that for an individual who is not 
“in,” it is a hard thing to get any consideration from either the 
American Dental Association or the American Medical Association, 
either one of them. I have had different things called to my attention 
along that line. You are just out in the cold, almost, if you are not 
one of them. 

Dr. Sesretu. As. far as NIH goes, as Dr. Shannon indicated, we 
have hundreds of requests all the time to investigate various things. 


Based on our experience with many of these, one of our rules is that 
if you want us to help you investigate some sort of a new discovery 
you must tell us what it is. We cannot investigate something that is 
secret. 

We very frequently find that the individual concerned has a secret 
formula of some kind for which he perhaps is seeking a patent or he is 
looking for some way of making a profit out of this discovery which he 
thinks he has, and he finds himself reluctant to tell us all of the facts in 
the case. 

We feel that we cannot engage in any sort of a project unless we do 
know all of the facts. 

Then when we find the facts, or if the composition of this product is 
completely revealed, we look things over. If it seems that there is 
some possibility or good coming of this, or that further work is needed, 
we feel we should decide how this study should be set up in order to 
prove the point. 

Again we run into the difficulty that the individual desires to run 
the study in the way he wants to run the study, which may not meet 
our criteria of what constitutes a good valid study. 

Many, many times these difficulties which I have mentioned result 
in an inability to get anywhere. 

We do not have a closed mind to any possibility, and we look at even 
the wildest ideas; at least we look at them because we do not want to 
overlook any possibility of a new discovery in some of these very 
important fields in which we deal. But we cannot dissipate our 
appropriation just following out every suggestion that comes to us. 
We never would make any real progress. 

Mr. Bussey. All right. I didn’t intend taking up so much time 
on that. 

TECHNICAL ASSISTANCE TO STATES 


On page 6 of the justification you speak of technical assistance to 
States, I notice this accounts for about one-third of the appropriation. 

How is that allocated, Doctor? 

Dr. ArRNotp. That is not allocated to the States, Mr. Chairman. 
That is the money with which we operate our consultive program 
under direct operations in our regional offices, which in turn furnishes 
technical assistance in terms of consultive services to the various 
States at the request of the States or local communities. These 
people are all Public Health Service personnel. 


JUSTIFICATION OF THE ESTIMATES 


Mr. Bussey. I think the prepared justifications covering technical 
assistance to States, and coordination and development of dental re- 
sources should be entered in the record at this point. These two 
activities account for the major part of your direct work. 

(The information referred to is as follows:) 
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Technical assistance to States 


Estimate, 1954 Estimate, 1955 Change (+) or (—) 


Amount | Positions Positions 


Transportation of things 
Communication services 

Rents and utility services... 
Printing and reproduction 

Other contractual services 
Supplies and materials___. 

Taxes and assessments 


GENERAL STATEMENT 


This estimate will provide for field studies and investigations designed to develop 
more effective techniques for controlling dental diseases and will furnish limited 
consultative services and technical assistance directed toward developing and 
applying demonstrated control or preventive measures. Developmental studies 
to be conducted under this activity are: 

(1) The reevaluation of the amount of dental care that will be required in terms 
of reduced prevalance of disease by studies of dental care needs of children exposed 
to the benefits of fluroride-bearing water; 

(2) The continuation of the study carried on at Grand Rapids, Mich., to develop 
complete information on the beneficial effects of fluoridated water; 

(3) The improvement of current fluoride determination methods through 
development of simplified tests suitable for use by water-plant operators who do 
not have extensive chemical or engineering skills; 

(4) The work of testing and improving processes for removal of excess fluorides 
from drinking waters at both Britton, 8. Dak. and Bartlett, Tex.; 

(5) Studies to determine more precisely the optimum fluoride concentration in 
relation to the variable seographie and climatic conditions in the United States; 

(6) A study designed to develop and test procedures dental hygienists might 
employ effectively in local and State programs which will demonstrate the useful- 
ness of this type of personnel in the dental care programs in the communities; 

(7) The improvement of dental health in the adult population by collection 
of dental actuarial deta on adults, measurement of dental services rendered in 
industry, and evaluation of denta: health education procedures in adult education 
programs; 

(8) The study on the long-term effectiveness of topically applied fluoride solu- 
tions ~ a specific group of children and the benefits of these and other compounds 
on adults. 

The preventive measures which have shown to date to be the most practical 
and effective methods of reducing dental decay on a public-health basis are the 
fluoridation of water supplies in urban areas and the application of topical asents 
in rural areas. These two procedures, which will enable whole groups of people to 
reduce their dental decay problem from 40 to 65 percent, have the endorsement of 
recognized authorities in the health field. A major problem is to refine and gain 
acceptance of these measures on a broad population and geographical basis, so that 
their benefits may be widely distributed. Progress in gaining community accept- 
ance, like that associated with other public health procedures, is slow. 

The reduction in this activity provides for the elimination of 3 positions and 
decreases in other objects amounting to a total of $46,000. 


Positions Amount 
Personal services.............-.-..-- 101 $522, 200 98 $506, 000 -3 —$16, 200 
4,000 —1, 000 
§2,000 |......... 50,000 |........-- —2, 000 
706,000 |..........| 660, 000 —46, 000 
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Coordination and development of dental resources 


Estimate, 1954 Estimate, 1955 Change (+) or (—) 


Positions}; Amount | Positions}; Amount | Positions 


Personal 


Communication services 

Printing and reproduction 
Other contractual services 
Supplies and materials_.._ 

Taxes and assessments. 


GENERAL STATEMENT 


Funds under this activity provide for investigations of dental needs confronting 
the Nation and the availability of dental manpower to service these needs. The 
estimate also includes provisions for studies to better utilize the existing pro- 
fessional personnel and to study and evaluate methods and costs of rendering 
and paying for dental care. 

Specific projects under this activity are: 

(1) Continuation of studies to determine the effect of the geographic location 
of dental schools on the ratio of dentists to population. 

(2) Continuation of studies designed to catalog and evaluate the many varia- 
tions in group dental practice and prepayment dental plans and to determine 
the extent and adequacy of coverage and attendant costs. 

(3) Continuation of an assessment of methods to effectively increase the pro- 
ductivity of dentists now in practice through such means as the employment of 
well-trained chairside assistants and the use of improved equipment and technical 
procedures. Pilot projects and experimental teaching programs are being formu- 
lated for the training of dental students to use auxiliary personnel effectively. 

(4) Continuation of studies to measure the extent of malocclusions and dento- 
facial deformities. An index has been developed to assess these disfiguring 
conditions. During the coming year the index will be checked with individual 
clinical findings. Estimates of the dental manpower requirements to meet the 
need for orthodontic services have been lacking because of the inability to measure 
the prevalence of dentofacial deformities. 

The decrease in funds for this area of activity will necessitate a decrease in 
employment equivalent to 1 man-year and concomitant reductions in nearly all 
other classes of obligations. 


AUTOMOBILES 


Mr. Bussey. What are the 23 automobiles that you own used for, 
Doctor? 

Dr. Arnotp. They are used by the people in the regional offices 
for transportation to and from the various communities where their 
services have been requested. 

Mr. Bussey. Where are those distributed? 

Dr. Arnotp. They are distributed throughout our regional offices. 

Mr. Bussey. Are they used for any division other than the dental 
department or are they confined to your department entirely? 

r. ARNoLD. To our department. 

Dr. Knutson. Yes, Mr. Busbey, my comments will relate some- 
what to your previous question on testing of various agents, also. 

I think it should be emphasized that although this activity is en- 
titled ‘“Technical assistance to States’ that the major portion of the 
activities are actually concerned with testing methods for preventing 
dental disease, for conducting field studies and field trials. The 


Amount 
21 $98, 000 21 | $90,000 0 —$8, 000 
Travel. 5,000 |....-.-. —200 
Transportation of things 2,000 |. 700 —1,300 
100 100 | 0 
| 
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water fluoridation study has been mentioned, which has been carried 
out in cooperation with the National Institute of Dental Research. 
There are other studies such as testing the topical agents, topical 
fluorides, topical methods for preventing dental caries. 

There are studies concerned with development of effective defluori- 
dation methods for removing excess fluorides from the drinking-water 
supply where they occur naturally. 

There are chemical studies concerned with developing simpler 
fluoride testing devices. 

There are studies concerned with determining the impact of fluorida- 
tion on the community’s problem of dental care among schoolchildren. 

Therefore, again I want to emphasize that a major portion of this 
budget is concerned with the type of activity you were inquiring 
about earlier and that these cars are used in these studies to carry 
out these field investigations. None of these funds are grants to the 
States. 

Mr. Bussey. Are any of the 23 cars here in Washington? 

am Knutson. I think not. I would have to supply the answer 
to that. 

Mr. Bussey. According to the hearings of last year you had 52 
about a year ago. What happened to the 29 automobiles that were 
disposed of? 

Mr. Ket ty. I believe we supplied for the record in the early part 
of the hearing the disposition of all of the cars disposed of for the entire 
department. 

Mr. Bussey. The 29 would be taken care of in that group? 

Mr. Keury. In that total, ves. 

Mr. Bussey. Out of the 29 do you know if any of them were trans- 
ferred to any of the State health departments? 

Mr. Kextiy. Offhand I do not. 

Mr. Bussey. Would you check it and supply it for the record, 
please? 

Mr. Ketry. Yes. 

(The requested information follows:) 

Transferred to other Public Health Service activities..........-.-.----- 
Transferred to other Government activities 


Donated to schools, hospitals, State educational agencies, under surplus 
property procedures 


Mr. Bussey. Mr. Thomas? 

Mr. Tuomas. I have no questions. 

(Dr. Francis Arnold’s replies to questions subsequently submitted 
by Congressman Fogarty:) 


Q. What was the Truman budget estimate for fiscal year 1954?—A. $2,700,000. 
Q. What was the revised Eisenhower budget for fiscal year 1954?— 
A. $1,740,000. 
Q. How much did the House of Representatives provide in its bill for fiscal 
year 1954?—A. $1,650,000. 
. How much did the Senate provide for fiscal year 1954?—A.° $1,740,000. 
. How much did the appropriations law provide for fiscal year 1954?— 
A. $1,740,000. 
Q. How much do you request now for fiscal year 1955?—A. $1,730,000. 
Q. Your estimate of $221,000 for research grants is the same as for 1954. 
Does this represent an increase over the appropriations in previous years and 
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how many new projects will you be able to support in 1955?—A. The amount 
requested for research grants, $221,000, does not represent an increase over 
appropriations for previous years. The appropriation for this item has remained 
at the $221,000 level since fiscal year 1951. Within the $221,000 estimate, 
approximately 6 new projects will receive initial support during fiscal year 1955. 
The major portion of the estimate will provide support for approximately 18 
continuing projects. Increased costs for salaries, equipment, and supplies since 
1950, has effected an actual decrease in the volume of dental research which has 
been supported through the research grants program during the past 4 years. 

Q. I note that the $50,000 for research fellowships will support about five new 
applicants. Is this number adequate? In other words, is this program doing 
an effective job of augmenting the Nation’s limited supply of dental researchers? 

A. Four or five new applicants receiving research fellowships each year is only 
a partial answer to the Nation’s shortage of qualified dental research workers. 
The $50,000 appropriated each year for the past 5 years has enabled us to grant 
fellowships to less than half of the qualified applicants. Approximately 95 per- 
cent of those who have completed their fellowships are pursuing careers in re- 
search and teaching. To the extent that funds are available, this program is 
doing a very effective job of augmenting the Nation’s limited supply of dental 
researchers. 

Q. It is my understanding that you are requesting a slight increase in funds for 
direct or intramural research, the amount being about $46,000. Part of this 
increase is to support clinical dental research in the new clinical center. Is this 
increase adequate, or are there important areas in dental research which are 
being neglected? 

A»Approximately $11,000 of the $46,000 increase will be used for extending 
clinical research by providing support for three new positions. This will permit a 
small expansion of our research on periodontal disease and cleft lip and palate. 
Periodontal disease or pyorrhea, the major dental health problem of adulthood, 
is considered the most neglected field in dental research. A broad research attack 
on this disease would include fairly expensive research concerned with cellular 
physiology, histochemistry and enzymology, and broad scaled epidemiological 
studies. Cleft lip and palate is the most frequent of congenital defects occurring 
once in .800 live births. Nevertheless studies concerned with the growth and 
development pattern of the tissues involved studies in genetics, and studies con- 
cerned with the complex treatment of this condition have been very limited. 

Q. The increase which we referred to of $46,000 for clinical investigations was 
effected by taking this amount from the technical assistance to States part of the 
budget. How will the latter program be affected by this cut? 

A. When this budget was prepared, a review of the status of the fluoridation 
program indicated a satisfactory rate of progress. Based on the assumption 
that fluoridation would continue to gain community acceptance as a public health 
practice it was decided to reduce our consultative activities in this field leaving 
this responsibility to the States, and to direct our efforts toward the conduct 
of field studies on other aspects of the dental health problem. 

Q. You stated that the inerease in the number of dentists has failed to keep 
pace with the growth of the total population. What is the extent of that failure 
and what can the Public Health Service do to resolve this problem? 

A. The increase in the supply of dentists has lagged so seriously behind popu- 
lation growth in recent years that an additional 15,000 practitioners would be 
required merely to restore the 1930 ratio of dentists to population. Currently, 
there are about 52 dentists for each 100,000 persons, as compared with 58 per 
100,000 two decades ago. At the present time the number of new dentists added 
each year falls short by about 300 of the number needed to keep pace with 
population growth. 

he establishment of new schools or the expansion of existing dental-training 
facilities is a State or local function. However, the Pubtic Health Service can 
conduct studies to determine on a geographic basis the relative adequacy of the 
dental-manpower supply, taking into account the needs of the area, the charact er- 
istics of the current supply, and the anticipated changes in both. Dentist-popu- 
lation ratios alone are inadequate measures of the supply, as can be simply 
illustrated by citing the situation which exists in two New England States. 
Both Rhode Island and Massachusetts stand well above the national average 
with respect to their cvrrent dentist ratios. A comparison of the age distribution 
of dentists now practicing in those two States, however, indicates that Massa- 
chusetts must replace a far larger proportion of its practitioners within the next, 
two decades than is the case in Rhode Island. In Rhode Island only 40 percent 
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of the dentists are 45 years old or older whereas in Massachusetts the figure is 
60 percent. Through studies which consider all the pertinent factors, areas at 
the greatest disadvantage can be identified and assistance given to interested 
local groups which have the responsibility for corrective action. Upon request, 
more intensive studies can be undertaken to appraise the area’s ability to support 
a new school, and to estimate the probably enrollment the school should have. 

Improving the utilization of the existing supply of dentists is largely a matter 
of changing dental practices. In this field, the Public Health Service can conduct 
research into such matters as the organizat i ion of dental practice, to determine, 
for example, how and in what numbers auxiliary workers can best be used and 
whether group practice promises better utilization of specialists services. By 
giving widespread publicity through the professional journals and other channels 
to the results of these and similar studies, the Public Health Service can promote 
the more effective use of a limited dental-manpower supply. 


Monpay Aprit 26, 1954 
ARTHRITIS AND METABOLIC DISEASE ACTIVITIES 


WITNESSES 


DR. FLOYD S. DAFT, DIRECTOR, NATIONAL INSTITUTE OF 
ARTHRITIS AND METABOLIC DISEASES 

DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES OF 
HEALTH 

DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL 
INSTITUTES OF HEALTH 


Sauariges, Expenses, AND GRANTS 


Amounts available for obligation 


1953 actual | 1954 estimate | 1955 estimate 


Appropriation or estimate $7, 000, 000 
Transferred from ‘‘Promotion and further development of 
vocational education, Office of Education,’ pursuant to 
Public Law 286 1,750 
Transferred to ‘Service and rig fund, Public Health 
Service,’’ pursuant to Public Law 1 


res appropriation or estimate (obligations in- 


Comparative transfer from “Operating expenses, National 
Institutes of Health, Public Health Service’’: 
obli 


Obligations by activities 


Description 1953 actual 


1. Grants for research and training: 
a) Research projects $1, 341, 749 
6) Research fellowships 148, 883 
c) Training stipends 51,170 
2. Direct operations: 
(a) Research 2, 613, 972 

(b) Other direct operations 
a approval of research and train- 
17, 580 
114, 923 


4, 288, 227 
Obligations Payable Out of Reimbursements From Other 
Accounts 


2. Direct operations: (a) Research 
Total obligations 


=a 
7, 270, 000 
Total 4385, 6, 985, 180 | 7, 270, 000 
1954 estimate 1955 estimate 
$3, 196,000 | $3, 152, 000 
175, 000 150, 000 
250, 000 250, 000 
3, 145, 150 3, 512, 000 
48, 000 36, 000 
| 171,000 170, 000 
tiga 
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Obligations by objects 


Object classification 


1953 actual 1954 estimate 


1955 estimate 


Summary of Personal Services 


Total number of permanent positions 
Full-time equivalent of all other positions 
Average number of all empioyees 


Average salaries and grades: 
General schedule grades: 
Crafts, protective, and custodial grades: 
Average salary 
Average grade. ___ 


Personal service obligations: 
Permanent positions 
Other positions. _- 
Regular pay in excess of 52-week base_ 
Payment above basic rates 


‘Total personal service obligations. 


Direct 

Travel 
Transportation of things 
Communication services 
Rents and utility services 
Printing and reproduction 
Other contractual services _- 

Reimbursements to “Operating expenses, National 

Institutes of Health, Public Health Service’’ 

Supplies and materials 
Equipment 
Grants, subsidies, -and contributions 
Refunds, awards, and indemnities 
Taxes and assessments re 


Subtotal. 
Deduct charges for. quarters and subsistence _ 


Total direct obligations 
Obligations Payable Out of Reimbursements From Other 
Accownts 


Transportatiom of things 
Other contractual services - -- 
Supplies and materials 
Equipment 


Total obligations payable out of reimbursements from 
other accounts 


$4, 870 
G8-7.2 
$2, 803 
CPC-2. -2.6 


$4, 859 
GS8-7.1 


$1, 675, 145 
48, 707 

4, 710 

8, 595 


$1, 799, 154 
35, 748 

5, 938 

7, 000 


1, 737, 157 


1, 836, 440 


1, $47, 840 


1, 698, 362 
25, 529 
10, 254 
12, 913 

4 


2, 369 | 


31, O11 


754, 439 
178, 487 
35, 147 
1, 541, = 


3, 450 


1 836, 440 


3, 611 


517, 100 
205, 510 
75, 350 

3, 552, 000 


4, 298, 818 
5, 591 


6, 994, 041 
8, 891 


4, 288, 227 


47,001 


4, 335, 228 


Analysis of expenditures 


1954 estimate | 1955 estimate 


Unliquidated obligations, start of year 

Obligations incurred during the year 

Deduct unliquidated obligations, end of year 
Total expenditures 

Expenditures are distributed as follows: 


Out of current authorizations 
Out of prior authorizations 


$585, 150 
7, 270, 000 


7, 855, 150 


7, 250, 000 


6, 700, 000 
550, 000 


354 350 350 
8 | 5 7 
313 } 332 334 
| 
| $4, 859 
| Gs-7.1 
$2, 819 $2, 819 
| CPC-2.6 CPC-2.6 
$1, 795, 754 
| 27, 748 | 
7, 000 
| 
01 1, 847, 840 
| 
03 | 7, 180 7, 180 
04 15, 150 15, 600 
05 
06 8, 000 8, 000 
07 | jt 22, 700 22, 600 
1, 180, 000 
08 196, 210 
09 75, 750 
3, 621, 000 
15 | | | 3, 611 
12, 291 
6, 985, 150 7, 270, 000 
| 
6, 985, 150 
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Mr. Busrey. We have for consideration next, the appropriation 

request for fiscal 1955 for “Arthritis and metabolic disease activities.”’ 
r. Daft, your request is for $7,270,000? 

Dr. Darr. That is correct, sir. 

Mr. Bussry. Which is an increase of $270,000 over the 1954 
appropriations? 

Dr. Darr. Yes, sir. 

GENERAL STATEMENT 


Mr. Bussey. At this point we will insert in the record your pre- 
pared statement regarding this request. 
(The statement referred to follows:) 


HISTORICAL BACKGROUND 


Mr. Chairman and members of the committee; The National Institute of Arthri- 
tis and Metabolic Diseases was established under the provisions of Public Law 692, 
August 1950. This followed a great upsurge of Interest on the part of the public 
and the medical profession in this great group of chronic diseases, hitherto a rela- 
tively neglected field. The Institute as organized incorporated the former Ex- 
perimental Biology and Medicine Institute, consisting of laboratories of bio- 
chemistry, nutrition, pathology, pharmacology, physiology, chemistry,. and 
physical biology, with new areas of research directed specifically against arthritis 
and the metabolic diseases. 

No appropriation was made to activate the new Institute’s programs until 
fiscal year 1952 when a total of $3,989,288 was made available to carry out extra- 
mural programs of research grants, fellowships, and training and to continue the 
previously established programs of basic research. 

Total funds available increased to $4,568,900 in 1953 and to $7 million in 1954. 
This has permitted the Institute to move its program forward to an integrated 
laboratory and clinical investigations program in its own facilities and in university 
laboratories and clinics, and to establish a modest but significant training program. 


INCIDENCE AND ECONOMIC COST OF ARTHRITIS AND METABOLIC DISEASES 


The National Institute of Arthritis and Metabolic Diseases has a broad area of 
responsibility. Our field covers rheumatic diseases, including arthritis, gout, 
rheumatism, and the ‘collagen diseases,” ete.; endocrine disorders, including 
diabetes; and other metabolic diseases, such as nutritional deficiencies, diseases of 
the blood, liver, and bone. 

Arthritis, and its related rheumatic diseases, in the United States today afflicts, 
cripples, and disables more people, and brings pain to more persons than any other 
chronic disease. The total number of victims is approximately 10 million. Of 
these approximately 1 million are permanently disabled. The economic cost to 
the Nation is well over $700 million per year. In our country today 30 million 

ple—one-fifth of the population, including the families of arthritics, are affected 
y the medical, social, and economic aspects of this problem. 

Arthritis, far from being new, is perhaps man’s most ancient affliction. It is 
not just a disease of older people, as some suppose. It strikes people of all ages— 
children and young adults in the prime of life as well as the aged. The manpower 
lost each year in the United States because of arthritis is estimated as equivalent 
to an army of 400,000 unable to work at any time. In addition to the cost of 
medical care and relief allowances over half a billion dollars a year is lost in wages 
and salaries by victims of the disease. Arthritis brings with it not only pain and 
crippling, but impoverishment to many of its victims. It is estimated that the 
Federal Government loses each year $77 million in income taxes because of the 
wage earners unable to work. 

In 1952 approximately 25,000 persons died as a direct result of diabetes. Per- 
haps an additional 25,000 died as an indirect result, succumbing to complications 
of the disease, chiefly diseases of the heart and circulation. It is estimated that 
more than 2 million individuals in the United States, or between 1 and 2 persons 
out of each 100, have this serious disease and the rate is slowly increasing. It is 
estimated that 368,000 life-years were lost in 1952 owing to premature death 
from diabetes. Of these, 100,000 were in the most productive period of life— 
the ages between 15 and 65. 
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Diabetes constitutes a considerable portion of the medical care problem in this 
country. In 1952 about $1 million was paid to veterans suffering from diabetes, 
For the 2 million diabetics in the United States it is believed that $150 million 
above normal living costs are required for medical care, not including costs of 
hospitalization and expenses resulting from complications. 


PUBLIC INTEREST 


In the short 5 years since 1948 more progress has been made in the field of 
arthritis and rheumatism than in any previous generation. 

As a voluntary health agency, the Arthritis and Rheumatism Foundation has, 
since 1948, aided tremendously in bringing about a much greater public under- 
standing of the problems of arthritis, stimulated greater interest and activity 
in research and patient care, and has been part and parcel of the great expansion 
of effort which has taken place in this area. 

Arthritis research received a mighty boost in 1949 with the discovery of the 
beneficial effects of cortisone and ACTH upon arthritis. Public interest and hope 
for a new and better day for suffering arthritics were fired to new highs by the 
news; the medical profession found itself with new and powerful tools with which to 
relieve suffering; and medical-research scientists recognized that new concepts and 
new pathways of research had been opened up with the demonstration that hor- 
monal balance and metabolism might be most important factors in the causation 
and evolution of arthritis. 

Since the discovery of insulin in 1922, research in diabetes has been progressing 
steadily, increasing our knowledge and understanding of the disease and adding 
many essential building blocks necessary to the eventual solution of the problem. 

The American Diabetes Association was organized in 1940 by a group of physi- 
cians interested in the treatment, clinica! investigation, and basic research pertain- 
ing to the problem of diabetes. Although it and its 1,800 members have wide 
interests, it is not a voluntary health agency and is not engaged in public-fund 
raising. Its objectives are professional, patient, and public education and medi- 
cal research. 

The National Institute of Arthritis and Metabolic Diseases was established in 
1950. Months of careful studv of the health needs of the country by the House 
Committee on Interstate and Foreign Commerce led to the passage on August 15 
of that year of the Omnibus Medical Research Act, Public Law 692, authorizing 
the establishment of the Institute. 

Thus it was that in late 1950 a nationwide program was on its way at last, 
facing up to many of the most challenging problems in medical research. The 
share of this program for which the National Institute of Arthritis and Metabolic 
Diseases is responsible has five parts: 

(1) to pursue important leads which promise improvements in the treatment 
and rehabilitation of patients with arthritis, diabetes, and other metabolic dis- 
eases, (2) to support and stimulate a nationwide research program in these fields, 
(3) to assist in bridging the gap between the gaining of new knowledge in these 
fields and its application (by means of training prozrams which should provide 
adequate facilities and opportunities for training medical and supporting person- 
nel at all levels), (4) to increase the numbers of qualified investigators in these 
areas through our research fellowship program, and (5) to develop and encourage 
basic research in metabolism as a future guide to studies in metabolic diseases. 


RHEUMATIC DISEASES 


Rheumatic disease is usually characterized by aches and pains in joints and 
muscles, often resulting in stiffening and swelling of affected joints. This family 
of diseases is composed of several members, each with its own distinctive character. 
First and foremost is rheumatoid arthritis, perhaps the cruelest of them all. It 
is a chronic disease that frequently lasts a lifetime. It is a crippler, for which 
there is no known cause or cure. Another of these diseases is osteoarthritis, 
otherwise known as degenerative joint disease. This type results largely from 
aging and from wear and. tear of the joint structures. It afflicts people past mid- 
dle age. It occurs in multiple joints and in the spine with greater or lesser symp- 
toms in all persons who live long enough. There is, as yet, no effective means of 
arresting this degenerative process in the joints. Still another group of rheumatic 
victims suffer from nonarticular rheumatism, or disorders of the muscles, bursae, 
ligaments, tendons, or other tissues. 

Finally, there is a group of serious and often fatal disorders known as collagen 

(lupus erythematosus disseminatus, polyarteritis nodosa, scleroderma). 
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In these cases the connective tissue whieh constitutes the supporting structures 
or framework of the body is attacked, inflamed and often destroyed. The cause 
is again unknown and the cure as yet undiscovered. 

In 1949 it was found that cortisone, a hormone of the adrenal gland, would 
dramatically relieve rheumatoid arthritis. This discovery offered a most promising 
avenue of approach to the treatment of certain rheumatic diseases. Drugs and 
therapeutic measures of value were available before this discovery was made but 
none offered such dramatic promise as does cortisone and the related pituitary 
hormone, ACTH. Neither these nor other drugs can be regarded as curative, 
but they have brought relief to thousands of sufferers and have contributed greatly 
to their rehabilitation. The discovery of their activity has also provided a key 
to the effective control of the worst forms of arthritis. Equally important, it has 
broadened the field of research by indicating that hormonal imbalance and errors 
of metabolism may be most important factors in the causation and development 
not only of this but of other diseases. 

The opportunities for research in the field of rheumatic diseases are now great 
and the vigorous prosecution of available leads should yield results of immeasur- 
able value. Since stimulation of the adrenal by injection of ACTH or administra- 
tion of the adrenal hormone, cortisone, dramatically relieves symptoms of rheuma- 
toid arthritis, it appears probable that abnormalities of the pituitary and adrenal 
glands exist in arthritic patients. Satisfactory methods are being developed for 
the determination of cortisone and other adrenal and pituitary hormones in blood 
and urine. Contributions to progress in this field have been made both through 
our research grants program and in our laboratories at Bethesda. These studies 
will be actively pursued. 

Much more needs to be known about the causes and the development of this 
group of diseases. One approach is through careful studies of representative 
segments of the population. Such studies are now underway, supported in large 
measure by our grants program. 

One of the serious difficulties in rheumatoid arthritis has been the lack of a 
specific diagnostic test which is simple and reliable. Work is now in progress in 
our laboratories on a serological test which gives promise of being as specific for 
rheumatoid arthritis as the Wassermann test is for syphilis. We are also attempt- 
ing to isolate and identify the substance in the patient’s serum responsible for 
positive reactions. 

Another promising field of investigation is the study of errors of metabolism 
which occur in certain rheumatic diseases. For example, in gout there is an 
excessive amount of uric acid in the tissues and blood. The excess frequently 
amounts to as much as 10 to 20 times that found in the body of a normal person. 
The evidence accumulated in recent years indicates that some gouty individuals 

roduce more uric acid than normal individuals and that the cause of the increase 
in the tissues therefore is not due to faulty elimination alone. Work is in active 

rogress in our laboratories to determine more precisely the nature of the meta- 
set error in this disease. With this information it should be possible to devise 
corrective measures. 

In most of the rheumatic diseases there are abnormalities of the connective 
tissues of the body. A more complete delineation of these abnormalities is of 
basic importance to our understanding of the development of these diseases. 
Work in this area is being supported through research grants and in our own 
laboratories at Bethesda. 

Radioactive cortisone and hydrocortisone have been prepared and are now 
being utilized in studies in our laboratories and through research grants. These 
studies are designed to answer questions concerning the mechanism of action of 
these adrenal hormones. They will be traced throughout the body by means 
of their radioactivity. 

DIABETES 


Diabetes is a complex metabolic disturbance in which insulin is either inade- 
quately produced or its action inhibited. Since insulin is necessary for the utiliza- 
tion of sugar to produce energy, unused sugar collects in the blood and is escreted 
in the urine. 

Uncontrolled diabetes may progress rapidly to diabetic coma and death. In 
addition, secondary complications such as coronary thrombosis, disabling nerve 
lesions, arteriosclerotic degenerative disease, kidney disease, gangrene of extrem- 
ities and blindness may result. 

Diabetes is most commonly found in persons over 40 years of age, in those who 
are overweight, or in those who have a history of diabetes in their family. Dia- 
betes in children is not uncommon; in one clinic alone 360 diabetic children are 
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being studied. Because mild diabetes does not necessarily produce symptoms 
recognizable to the patient, it may be present for some time before it is discovered. 
Usually the disease becomes serious when the diabetic does not know of his 
condition or when, once knowing, he allows himself to become careless and his 
condition to get out of control. 

The modern attack on diabetes begins with the discovery of insulin, a hormone 
derived from the pancreas, in 1922. Since that time new forms of the hormone 
have been developed which permit, in most cases, a single injection of insulin 
each day instead of the 2 to 4 which were formerly necessary. 

Recently, other important advances have been made. One stumbling block, 
for example, has been the lack of a method of measuring insulin in blood and 
body fluids. Such a method has been developed recently in our laboratory at 
Bethesda. It will measure accurately 3 one-millionths of a unit of insulin in 
blood. It is now being applied in studies in the Clinical Center in an attempt 
to answer such fundamental questions as the cause of diabetes, the mode of action 
of insulin, and the reason for resistance of some patients to insulin. 

The problem of the mode of action of insulin is being attacked from several 
angles. Radioactive insulin has been prepared. One location in muscle tissue 
where part of its action presumably takes place has been identified. Its further 
distribution throughout the body is under investigation. 

The problem of the prevention of complications such as blindness, coronary 
artery diseases, etc., is being actively studied in several laboratories supported 
by our research grants programs. Some of these studies are in humans and others 
in diabetic animals. It is hoped that such studies will lead to methods of preven- 
tion of complications, even though the diabetes may persist. 

Finally, the importance of developing better means of identifying patients in 
the earliest stages of diabetes, or better still, identification of susceptible people 
before they have the disease cannot be overstressed. Progress has been made in 
this area and further studies are being actively pursued. Then comes the appli- 
cation of these tests as a public health measure, an area where more effort is 
needed. 

OTHER METABOLIC DISEASES 


Metabolism is the series of biochemical processes in the body by which food is 
assimilated and used for all necessary purposes, including the building of bone and 
muscle during growth, the performance of work and the maintenance of all body 
functions. Metabolic diseases may be defined as those which are caused by 
metabolic errors, defects, or deficiencies. 

At least three great classes of compounds are involved in the control of metabol- 
ism, the hormones, the enzymes and the vitamins. For example, diabetics cannot 
metabolize sugar properly because insulin, a hormone of the pancreas, is lacking 
or does not function properly. Enzymes are involved in practically all body 
processes. The vitamins frequently oecur as coenzymes, necessary for many 
enzymatic processes. 

As in arthritis and diabetes, the causes of many of these diseases are obscure. 
But, as their various processes have to do with biochemical, physiological and 
endocrinological abnormalties, investigations in these basic fields are important 
to our understanding of them. 

A number of studies are being conducted on metabolic diseases of infants and 
children which do not affect our adult population. Among the diseases being 
actively attacked is lipoid nephrosis, a kidney disease, which was considered 
almost invariably fatal a few years ago. It has been shown recently that cortisone 
may be beneficial to the young victims of nephrosis. It is hoped that further work 
now in progress in following up this lead may throw additional light on the cause 
and treatment of this malady. 

Mucoviscidosis is a disease of infancy and childhood, recognized only since 
about 1940, which has been considered uniformly fatal. That it is not as rare as 
previously considered is indicated by the fact that in 2 clinics alone over 100 new 
cases per year are discovered. These unfortunate children waste away due to 
inability to utilize their food. At first it was thought to be due to insufficient 
function of the pancreas, but is now known to be a generalized disease, affecting 
all mucous secreting glands. It has also been found that in certain cases, if 
discovered early enough, a fatal outcome can be avoided. A grantee has devised 
a delicate test which is helpful in detecting early cases. This discovery opens up 
new possibilities for research on this disease. 

An important and dramatic approach to a better understanding of the relation- 
ship between metabolism and mental deterioration has been developed by a group 
of investigators supported by a National Institute of Arthritis and Metabolic 
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Disease grant. Phenylpyruvie oligophrenia is an hereditary disease of children 
which results in imbecility and has long been considered incurable. Working on 
the assumption that the disease was a metabolic disorder, these investigators, 
treating young patients in whom the disease had progressed to the point of mental 
deterioration, were able, by proper dietary control, to reduce to normal levels the 
excessive amounts of breakdown materials which appear in their urine. Most 
important, in the one case reaching them wherein the diagnosis had been made 
early enough, before mental deterioration had begun, the child was placed upon 
the specified diet and, after 6 months, has not vet shown signs of the mental deteri- 
oration which ordinarily would have taken place. If this pioneer experiment can 
be duplicated in additional patients another important milestone in metabolic 
research will have been reached. 

Growth hormone has been shown by investigators in our Institute to have a 
profound effect on the production of collagen, an important constituent of eon- 
nective tissue. In certain endocrine imbalances, such as thyroid insufficiency 
(hypothyroidism), it is produced at a faster rate than all other proteins. This has 
a very practical importance since abnormalities of connective tissues are known 
to be present in the rheumatic diseases. The availability of growth hormone in 
pure form now permits a definitive study of the relationship between it and 
arthritis. This is now under study in our own and other laboratories. 

Our investigators are making progress in an attempt to determine the nature of 
certain unknown causes of thrombocytopenic purpura, a disease wherein there is 
spontaneous internal bleeding due to inability of the afflicted person’s blood to 
perform its normal clotting action. 

Observing that transfusion of whole blood or plasma from patients with the 
disease to normal persons resulted in a reduction of the platelet count in the normal 
person’s blood, these investigators have determined that an agent, probably a 
protein antibody, exists in the diseased person’s blood which effectively immunizes 
it from the normal clotting influence of his own blood’s platelets. This agent, or 
antibody, continues this action destroying platelets in the blood of the normal 
person, following transfusion. 

Attempts are now being made to define and clarify the diverse types of platelets 
in the blood of man. It is now apparent that probabiy eight different types 
exist. An in vitro test has been devised for detecting platelet agglutinins, and 
the study is being continued. 

Patients with liver cirrhosis accumulate large amounts of fluid in their abdominal 
cavities. This fluid, rich in protein, must be removed periodically. This places 
a great strain on the damaged liver since the lost protein must be replaced. 
Investigators in the National Institute of Arthritis and Metabolic Diseases, by 
use of a low-salt diet, have prevented or decreased this accumulation of fluid. 
This treatment in many instances has led to rehabilitation of patients. 

Massive necrosis of the liver—the dying off of cells in large areas of that vital 
organ—has been subjected to intensive research in the laboratories of the 
National Institute of Arthritis and Metabolic Diseases. Our investigations have 
shown that deficiencies of three dietary factors simultaneously—are involved. 
These factors are certain amino acids (building blocks of proteins), vitamin EF 
and a new factor which is as yet to be identified. Isolation of this new factor is 
in progress. 

TRAINED MANPOWER 

Despite many gaps in our knowledge more is now known about rheumatic 
and metabolic diseases than is being applied in practice. A major reason is the 
shortage of well-trained clinicians. There are, for example, only 800 members 
of the American Rheumatism Association, the only professional organizetion 
with special interests in this area. There is a crying need for additional physi- 
cians trained in the modern concepts of the diagnosis, treatment and rehabilita- 
tion of patients with arthritis, other rheumatic diseases, and the metabolic 
diseases. Such a need can be but partially met by training programs such as 
that now available from the National Institute of Arthritis and Metabolic 
Diseases. 

There is not only a dearth of physicians trained in the field, but the supply of 

ualified research personnel is inadequate relative to the importance of the disease. 
While we are in the process of supplying more adequate support to those now 
trained for research in all aspects of the rheumatic and other metabolic diseases, 
we must simultaneously take measures to expand the total research capacity of 
the Nation in this field. The number of centers capable of doing research in 
arthritis and rheumatic diseases can be expanded. The major objective in 
expanding research capacity is to increase the number of investigators interested 
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in or trained in research in this field. The research fellowships program is proving 
to be of assistance in the production of competent research workers, but the 
outside demand far exceeds the available funds. 

Our broad-scale attack on arthritis and the metabolic diseases, fully organized 
for only 3 years, has brought about tremendous advances in our knowledge of, 
interest in, and ability to do something about this group of vicious, disabling 
diseases. Only now, after centuries of neglect, is real progress being made. 
Although these diseases annually afflict millions of our citizens it has not heen 
recognized until recently that they pose a medico-socio-economic problem of the 
first magnitude. 

We are now at the point where the future holds promise of great gains; at the 
point where the momentum gained within the past few years may be applied with 

eatest effect to bring out early answers to the problems which still block the 

iscoveries which will solve the ultimate problems. 

The goals are not within easy reach, but they are far closer than they were only 
5 years ago. There is every reason to believe that, profiting from, and building 
upon the progress made to date, our movement toward the final answers will be 
accelerated if the current amount of pressure can be maintained. 

No feeling of complacency is justified, for the sum total of our knowledge, while 
considerable, still has grievous gaps. But, based certainly upon past achievement, 
upon the rising tide of public interest and support, and upon the broadening base 
of fundamental knowledge which is accumulating, optimism most certainly is 
justified, and most certainly does exist. 


PROGRESS DURING LAST YEAR 


Mr. Bussey. In your prepared statement the historical background 
and the description of the diseases was very interesting and informa- 
tive, but I think that the committee would like even more to know 
just what has been accomplished with the six or seven million dollars 
spent during the last year which is of benefit to people with these 
diseases. 

Dr. Darr. Yes, Mr. Busbey. 

There has been a great deal of progress made in all of the fields of 
interest of this Institute. 

I think you might be interested in hearing something of the progress 
in the field of arthritis. Thanks to the interest and help of this com- 
mittee we have been able during the past few years, including the 
past year, to evaluate more fully the benefits to be secured from the 
new drugs, cortisone and hydrocortisone, as compared to the older 
methods of treatment. 

I have with me here a couple of charts showing one long continued 
study in this field which shows very definitely the benefits obtained, 
which is a direct result of our program, if you would care to see them. 

Mr. Bussey. Yes; I think we would. 


CORTISONE THERAPY FOR ARTHRITIS 


Dr. Darr. These two charts show, first, the actual results of pro- 
longed cortisone therapy in 58 rheumatoid patients. 

By prolonged therapy we mean continued therapy from 1 to 3 

ears. 

: You will notice that although there is not 100 percent good results, 
that there is a very high incidence of beneficial results to the pateints. 

Only 2, for example, remained bedridden out of 17. 

Only 4 remained in the semiambulatory group, while the increase 
in the ambulatory group has been from 30 to 52. That is an increase 
of 22 coming from the bedridden and semiambulatory. 
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The next group of figures shows how many are self-sufficient. 
There were 31 who could not take care of themselves before therapy 
was instituted. Only six remained in that category after the treat- 
ment with cortisone. 

You will notice that there is an increase of 34 in the employable 
individuals in this group. Nine of those could be employed only 
part time, but the remaining twenty-five now are employed full time 
as a direct result of the therapy with these drugs. 

Before we go on to the next chart are there any questions? 

Mr. Bussey. One of the big things which has happened during the 
last few years in the use of cortisone is the fact that they have been 
able to determine the proper dosage to give. 

Dr. Darr. That is correct, Mr. Busbey. 

Mr. Bussey. The first experiments and results were bad because 
they had not determined the proper dosage on a scientific basis? 

Dr. Darr. That is correct, Mr. Bikes. One of the big benefits, 
as you point out, is to learn how much of the drug can be used with 
beneficial results. 

These are the same 58 patients on this chart who have received 
cortisone therapy compared with 250 patients that have received the 
standard treatment which was available before cortisone was dis- 
covered. 

It is true, of course, that the previous treatments were of benefit to 
arthritis patients. 

The summary on the right indicates that 53 percent of the patients 
receiving the standard therapy were benefited to some degree without 
cortisone, 

However, of those who received cortisone 94 percent were benefited 
to some degree, and that benefit covers all ranges. 

There was a remission of 23 percent with cortisone as compared to 
15 percent with older methods; major improvement in 28 percent as 
compared to 17 percent; and minor improvement to 43 percent as 
compared with 21 percent. Only 6 percent failed to respond at all to 
cortisone as compared with 47 percent failures with older forms of 
treatment. 

It is estimated today that with all of the therapy which is available, 
including cortisone, if it were properly applied early enough then we 
could prevent the crippling in 75 percent of the patients with rheuma- 
toid arthritis. A great deal of that progress has been made in the 
past few years as a result of the help you have given us, largely through 
our research grants program. 

Mr. Bussey. I .think the statistical study you have shown there 
on the charts is extremely interesting, but what about the medical 
advance in the past year in the treatment of arthritis? 

Dr. Darr. The big advances in the treatment of arthritis have 
come, I believe, as you have pointed out, in learning the dosage of 
the drugs. We are also making considerable advances in learning 
how to treat some of the other things which accompany the crippling 
in arthritis. 

DIAGNOSTIC TESTS FOR ARTHRITIS 


Progress is being made in elaborating a test for arthritis. We are 
now at the Institute at Bethesda working on a blood test which we 
hope will be as accurate as the Wasserman test for syphilis. It looks 
very promising and that work is progressing. 
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There have been also a number of new drugs discovered in recent 
ears which are of help in the treatment of arthritis. Phenylbutazone 
is the name of one of these new drugs. They will be of help along 
with cortisone and hydrocortisone. ‘ 
Many studies are going on in addition to testing the newer drugs 
and the new test for arthritis as, for example, in relation to the anemia 
of arthritis. That is a very distressing complication, and we our- 
selves, as well as several other laboratories, have been studying what 
is the cause of the anemia of arthritis and what we can do about it. 


TYPES OF ARTHRITIS 


Mr. Bussey. What are the other types of arthritis besides rheu- 
matoid arthritis? 

Dr. Darr. There are a number of diseases, Mr. Busbey, which are 
generally classed as the rheumatic diseases. 

There is osteoarthritis which occurs more largely in people as they 
get older, although some osteoarthritis does begin in fairly early years. 

Mr. Bussey. Cortisone has no effect on them? 

Dr. Darr. It has very little benefit if any in osteoarthritis. 

There are a number of related diseases, such as gout. That is a 
disease which belongs to this general group. ‘Then there are a number 
which are classed as the collagen diseases, most of them with very 
long medical names. 

Most of these, with the exception of the osteoarthritis, are benefited 
either by cortisone or hydrocortisone, or by some of the newer drugs. 

In gout with uric acid deposits, for example, benemid, one of the 
new drugs, has been extremely beneficial. 


NEW DEVELOPMENTS IN DETERMINING PROPER CORTISONE DOSAGE 


Mr. Bussey. What has been discovered recently, with regard to 
the dosage of cortisone and hydrocortisone during the past year? 

Dr. Darr. There has been a great deal of work going on, as you 
know, in that field. I think that it has to be evaluated, they have 
found, for each patient. They know a general dosage level at which 
to begin, but there is no prediction as yet whether that particular 
dosage will be too high or too low. 

What they do is to try to suppress the symptoms, of course, with 
the dosage, and see if they get any distressing side effects. When they 
do get such side effects they very often discontinue the drug and then 
begin again with a slightly lower level. In this way they are able to 
arrive at a dosage level in most cases which will be of benefit without 
the side effects. In a few cases, of course, that is not true. 


PROGRESS IN METABOLIC DISEASES 


I would like to mention if I might, Mr. Busbey, at the appropriate 
time, a little of the progress which has been made in the metabolic 
diseases, also, which is a very important area of our Institute's 
responsibility. 

This is a term which is less well known, perhaps, than the term 
“arthritis.” It indicates those diseases where there is either an inborn, 
or there develops a defect in the way in which the body takes care of 
some important foodstuff. 
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The transformation of this food material to things of value to the 
body, we call metabolism. When there is a defect in this transforma- 
tion we call it a metabolic disease. By such a definition diabetes itself 
is a metabolic disease because there is an inability to take care of the 
proper transformation of sugar into energy. 

This is one of the extremely promising areas for medical research. 
It is true that we are only beginning to realize the potential of research 
in this field, but already some areas are showing very definite promise. 

For example, there is a disease of children which is very distressing. 
It has a long name which I will not give you, but it involves the incor- 
rect metabolism of one of the amino acids, which is what makes up 
the protein, so there is a metabolic defect in protein metabolism of one 
particular amino acid. 

It is always followed by imbecilism in these children. It is in- 
variable that this results. 

On the assumption that this is a metabolic disease, one of our 
grantees has been studying this and finds that by giving a very special 
diet in which this amino acid is very low, he can do this by picking 
very carefully the protein foods which he gives to the children, and if 
necessary giving amino acids as well, he is able to cut down these 
byproducts to a very low figure and most promising of all in one infant 
which was carried for some 6 months on this diet the expected brain 
changes did not occur. 

This is very early in this study, but it is a promising field of study 
which I think we should continue. 


OBESITY STUDIES 


Mr. Bussey. On page 3, in the third paragraph, you state: 


Other investigations supported by the Institute are directed toward diseases 
involving metabolic and endocrine disorders, such as diabetes, diseases of the 
liver and kidneys, anemias, and obesity. There are approximately a million 
known diabetics in the United States and an estimated million undetected. 
Obesity, our major nutrition problem, is sufficiently prevalent to impair the health 
of one-quarter of the Nation’s adults. 


Evidently from that statement obesity is a very major problem in 
this field. How much is being spent on this disorder? 

Dr. Darr. Any figure I give you, Mr. Busbey, would be an esti- 
mate. 

Mr. Bussey. What would the estimate be to the best of your 
knowledge? 

Dr. Darr. You mean, of course, both iatramurally and extra- 
murally? 

Mr. Bussey. On the whole problem; yes. I want to get something 
in relation to the total appropriation. 

Dr. Darr. I am afraid, Mr. Busbey, that the amount actually 
spent in this area is small in comparison to the seriousness of the 
problem. 

In the field of nutrition as a whole we are spending probably 15 
percent of our appropriation. 

Dr. SHannon. There is one thing. There are studies on obesity in 
the other categorical institutes. The Heart Institute has a sizable 
research activity attempting to relate dietary intake, gain or weight 
loss, and facilities to handle fat by the body as part of this study. 


371 


I think if you would like a figure we can give it to you from a number 
of institutes. We will have to add them up. 

Mr. Bussey. The thing in my mind was that you mentioned it 
as a major nutrition problem sufficiently prevalent to impair the 
health of one-quarter of the national adults. One-quarter of the 
national adults is a large percentage, and it just seemed to me if it 
was that serious perhaps we ought to be spending a sizable portion 
of these funds on it. 

Dr. SHANNON. Much research in obesity is incidental to other 
research. For instance, overweight is an important factor in many 
diseases such as diabetes and heart disease. Obesity, which is a 
contributing factor in these diseases, is an allied factor in many 
diseases although the study is not isolatable as an obesity project. 
So I think the figures we can give you will not be too meaningful 
without some explanation. 

Dr. SeBreLL. We would be glad to make an estimate on this and 
submit it for the record, if you would like to have it. 

Mr. Bussey. Yes, please. 


Costs of research projects in obesity fiscal year 1954 


Institutes Grants 


$100, 000 
8, 000 
33, 000 
141, 000 


Dr. Darr. Maybe you would like to hear what we ourselves are 
doing in this field. 

Mr. Bussey. Yes; I am sure it would be interesting to the com- 
mittee. 

Dr. Darr. Our investigations are really in two parts. One is with 
animals and one which we are preparing to do is with humans. In the 
field of animal research, one of our investigators has been able to 
produce the fattest rats which anyone has ever seen merely by means 
of diet alone. It has been done previously by drugs and by damage 
to the brain and by other methods; but by confining rats in a small 
space and giving them a high caloric diet, he has rats which weigh 
as much as 2% pounds. It is not that they are merely very large, 
but that they are very fat. 

The reason for the investigator doing this work is to see what effect 
this has on degenerative diseases. Those rats will be studied to see 
if they develop an abnormal incidence of diseases to which both rats 
and men are subject. Then he will restrict their diet and see if by 
bringing their weight down to normal weight he can prevent the de- 
velopment of those diseases, or whether the damage is done once they 
get obese. 

So I believe we will get some extremely valuable information in 
this way. 

We have a metabolic chamber which is being built, which you 
probably have heard about, at the clinical center, in which we can 
study energy metabolism—how many calories an individual takes m 
and how ot. are expended. It has been believed by some people 


Total 

85, 000 226, 000 
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that a great deal of obesity in this country is due not merely to a 
large intake of food, but also certain abnormalities in the way people 
take care of it. 

We are very much interested in seeing whether people can eat a 
lot of food without becoming obese and whether people can eat very 
little food and still become obese. And studies will take place along 
that line just as soon as the metabolic chamber is completed. 

= Bussey. If there are no further questions, thank you very 
much, 


Repuies oF Dr. FLoyp 8. Darr, Director Nationa Institute oF ARTHRITIS 
AND Meraporic Diseases TO QuESTIONS SUBSEQUENTLY SUMBITTED BY 
CONGRESSMAN FoGartry 


Q. What was the Truman budget estimate for fiscal year 1954? 
A. Sir, the Truman budget estimate for fiscal year 1954 was $8,450,000. 
Q. What was the revised Eisenhower budget for fiscal year 1954? 
e A. The revised Eisenhower budget for fiscal year 1954 was $4,976,000, Mr. 
ogarty. 
A yaad much did the House of Representatives provide in its bill for fiscal year 
1954 


$5 million was provided by the House of Representatives in its bill. 

How much did the Senate provide for fiscal year 1954? 

The Senate, sir, provided $7 million. 

How much did the appropriations law provide for fiscal year 1954? 

. $7 million was provided by the appropriations law. 

How much do you request now for fiseal year 1955? 

. Sir, the request for fiscal year 1955 is $7,270,000. 

. There is a request for an increase of $352,000 for research in the clinical 
center in the arthritis and metabolic fields. Is that to operate the clinical center 
on the basis of a full year for the first time? 

A. The requested increase of $352,000 for research in the arthritis and metabolic 
diseases field is to provide for a fuller utilization of our clinical center facilities. 
It is anticipated that the number of beds available to us will increase slowly during 
fiscal year 1955. This will necessitate increased supportive services. Complete 
activation of beds in the clinical center is not planned before fiscal year 1957. 
Fiscal year 1955, however, permits us, for the first time, to have a well-rounded 
program of clinic’! and laboratory research with sufficient beds to make a major 
attack on some of the most pressing problems in the field of arthritis and metabolic 

Q. There is a cut, however, in extramural research grants and in research 
fellowships... Has anything of a medical nature occurred which would cause you 
to conclude: that less research should be done in.the medical schools and uni- 
versities or that fewer fellowships should be provided for training specialists? 

A. No, sir, nothing of a medical nature has occurred which decreases our need 
in these areas. Discoveries of the past few vears have opened up areas of great 
potentialitv, both in the field of arthritis and in the field of metabolic disorders, 
which need and deserve to be thoroughly developed. The need for training of 
both research and clinical scientific manpower is correspondingly great. 

Q. Is it true that rheumatic disease is the number one crippler of our national 
on # me and that more than 10 million Americans suffer from it in one degree or 
another 

A. Yes, sir; that is correct. From a study made by the Public Health Serv- 
ice on the prevalence of arthritis and rheumatism in the United States and 
published in the Public Health Reports in June 1952, it is estimated that over 
10 million individuals in this country are suffering from arthritis and rheumatic 
disease. 

Q. Is it also true that post-Korea induction statistics from Selective Serv- 
ice show that 6 percent of all rejections were for rheumatic diseases? 

A. Yes, sir. Figures collected by Selective Service and analyzed by the 
Arthritis and Rheumatism Foundation show that this is true. 

Q. In this disease area, then, which affeets over 10 million Americans, many 
of them in the draft-age bracket, wouldn’t the requirement from a medical point 
of view be for more research and more fellowships rather than fewer? 

A. The requirements from a medical point of view are great and they are 
increasing. It is hoped and anticipated that support on all fronts, including 
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research and more fellowships, will come from voluntary and other agencies as 
well as from the Federal Government. 

Q. Are you familiar with the recent survey on research construction needs 
that a made as a result of a request by the Senate subcommittee? 

A. Yes, sir. 

Q. I am informed that in the field of arthritis and metabolic diseases the 
need was stated by 53 institutions for about $16.5 million and a previously 
stated need for 9 other institutions for about $7 million which makes a total 
of about $23 million. In spite of the fact that your budget does not request 
any funds to meet this construction need, do you think if the Congress appro- 
priated funds that the research construction resulting from such an appropriation 
of funds would contribute to the whole research program and would hasten the 

when we could solve and cure diseases in the arthritis and metabolic fields? 

A. Should Congress appropriate funds for construction of research facilities in 
arthritis and metabolic diseases activities, this would no doubt stimulate research 
in these areas. The record in other disease areas, such as heart disease and cancer, 
in the past has shown that Federal funds granted for construction of research facili- 
ties have been more than matched by funds from other sources. Without question 
the progress of research would be greatly hastened as would the day of conquest 
of the rheumatic and metabolic diseases. 

Q. Dr. Joseph Lee Hollander, chief of the arthritis section of the University of 
Pennsylvania, testified here last year. Dr. Hollander testified to a budget of $21 
million for the Institute of Arthritis and Metabolic Diseases and he summed up 
by saying, “Even $20 million a year would not be enough to train sufficient physi- 
cians, staff and equip laboratories, and increase facilities for adequate care of 
victims, but it would be a start.” 

How, Doctor, how do you reconcile your figure of $7,270,000 for 1955 with the 
figure of Dr. Hollander who said $20 million would only be a start? 

A. I must agree with Dr. Hollander that the needs in the fields of arthritis and 
metabolic diseases are greater than the presently available funds. I believe that 
the amount he mentions could be properly and profitably employed, for additional 
support is urgently needed to expand the research effort, to provide increased 
research and treatment facilities, and for the training of greatly increased numbers 
of physicians and other scientists to carry on the needed research and to provide 


for the application to the care of patients of such knowledge as research has pro- 
duced and will continue to produce. 
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INSTITUTE 


DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTBS OF 


HEALTH 


DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL INSTI- 


TUTES OF HEALTH 


DR. C. J. VAN SLYKE, ASSOCIATE DIRECTOR, NATIONAL INSTI- 


TUTES OF HEALTH 


JAMES F. KELLY, BUDGET OFFICER, DEPARTMENT OF HEALTH, 


EDUCATION AND WELFARE. 


SaLaries, ExpeENSES AND GRANTS 


Amounts available for obligation 


1953 actual | 1954 estimate | 1955 estimate 
Transferred from ‘Promotion and further development of 
vocational education, Office of Education,’’ pursuant to 
Transferred to “Service and supply fund, Public Health 
Service,”’ pursuant to Public Law 18,000 |.............- 
or estimate (obligations in- 
parative transfer expenses, 
Institutes of Public ealth Service’’: 
5, 533, 643 5, 721, 300 5, 930, 000 
Obligations by activities 
Description 1953 actual | 1954 estimate | 1955 estimate 
Direct Obligations 
1. Grants for research and training: , 
(a) Research $1, 945, 174°| $1, 950, 000 $1,950, 000 
2. Direct operations: 
3, 086, 007 3, 454, 300 3, 664, 000 
Other direct operations: 
(1) = approval of research and train- 
14, 505 15, 000 15, 000 
(2) 135, 516 185, 000 184, 000 
Total direct obligations.................-- 5, 330, 714 5, 721, 300 5, 930, 000 
Obligations Payable Out of Reimbursements From Other Accounts 
5, 533, 643 5, 721, 300 5, 930, 000 


| 
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Obligations by objects 


Object classification 1953 actual 1954 estimate 1955 estimate 


Summary of Personal Services 


Total number of permanent positions... 
Full-time equivalent of all other positions 
Average number of all employees. _. 


Average salaries and grades: 
General schedule grades: 
Average grade___ 5.2 GS-5.6 | 
Crafts, protective, and custodial 1 grades: | } 
Average salary... -- 3, $3, 389 | 


Average grade : of 1.6 | 


Personal service obligations: | } | 
Permanent | $2,004, 048 $2, O14, 34 
Other positions | 140, 407 | 34, 
Regular pay in excess of 52-week base 6, 724 | 7, 154 
Paynifént above basi¢ rates____ - 18, 382 | 19, 956 


Total] personal service obligations 


Direct Obligations 


Personal services____.- 076, 192 
| 931 | 53, 200 
Communication services. 5, 945 | 21, 350 
Rents and utility services. 3, 82 9, 000 
Printing and reproduction 3 7, 600 | 
Other contractual services. 2, 355 | 23, 100 | 
Reimbursements to “Operating expenses, National | | 
Institutes of Health, Public Health Service” - 743, 871 | 1, 074, 200 | 
Supplies and materials__ “pes 197, 808 | 200 | 
Equipment___- Cha 23, 924 | 36, 000 | 

Grants, subsidies, ‘and contributions __ 2, 094, 686 | 

Taxes and assessments... _- 5, 003 


S=88 


Subtotal. | 5,333, 556 | 5,727,442 
Deduct charges for quarters and subsistence anti | 6, 142 | 


1, 240, 
344, 6 
37, 


2, 067, 000 


5, 542 2 
542 


Total direct obligations___-__- 5, 330, 7 5, 721, 300 | 


Obligations Payable Out of Reimbursements From Other 
Accounts 


= 


Personal services_- 
Travel 
Transportation of things 

Communication services 

Printing and 

Other contractual services 

Supplies and materials 


= 


5. 930, 000 


Total obligations payable out of reimbursements from 
other accounts 


Total obligations. ____- 


Analysis of erpenditures 


| 


1953 actual | 1954 estimate 


1955 estimate 


Obligations incurred during the year_- $5, 721, 300 


5, 721, 300 
491, 


Deduct unliquidated obligations, end of year 


Expenditures are distributed as follows: 
t of current authorizations 
Out of prior authorizations. 


d 462 459 459 
30 8 s 
477 430 435 
$4, 273 
GS-5.6 
$3, 389 
CPC+.6 
$2, 035, 614 
34, 868 
7, 154 
20, 356 
250,501 | 2,078,192 | 2,007, 0002 
2, 097, 992 
55, 000 
12, 500 
21, 550 
19, 000 
5, 900 
32, 100 
| 

1, 361 
5,533,643 | 5,721,300 | 930, 000 

| | 

| 5, 930, 000 
6, 421, 300 
5,230,000 | 900,000 
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Mr. Bussey. The committee will come to order. 

We have for consideration this morning appropriation requests for 
microbiology activities of the National Institutes of Health, and Dr. 
Haas, is here to justify the request. 


GENERAL STATEMENT 


At this point in the record, we shall insert Dr. Haas’ prepared 
statement and then will proceed with the general questioning. 


Mr. Chairman and members of the committee, the National Microbiological 
Institute was established as an institute in 1948. Its program of research on the 
infectious diseases, however, reaches back to the very beginning of the National 
Institutes of Health some 60 years ago, when it was known as the Hygienic 
Laboratory. Through the years, scientists in what is now the National Micro- 
biological Institute have been leaders in research in the infectious and parasitic 
diseases and related problems. 

Under its 1955 budget, the National Microbiological Institute will operate its 
programs on essentially the same level as that established by the 1954 budget. 
Certain readjustments will be made in the overall program to permit additional 
emphasis on clinical investigation. 

he communicable diseases of man, measured in terms of aggregate illness and 
economic loss, constitute a heavy burden to the Nation. This is true despite 
striking medical advances which have been made in recent years against infectious 
illnesses. These gains have given rise to the widespread idea that the communi- 
cable diseases have been conquered and that our research efforts can perhaps be 
relaxed. Actually, however, the state of our knowledge, even in this field, does 
not remotely justify complacency. The common illnesses which disrupt our 
daily activities and lower our productivity as a Nation are still preponderantly 
those of microbial origin. Many of them are so poorly understood that we cannot 
even assemble objective figures on their actual prevalence. 

In the broad area of communicable disease research and related fundamental 
investigations, the National Microbiological Institute conducts about 50 projects 
in Cirect operations and supports over 200 by grants-in-aid to scientists in univer- 
sities and other research institutions. Only a portion of these activities can be 
covered in a brief report. These selected for review here reflect both the com- 
plexity of present-day problems and the degree to which progress is being made. 

The general progress in the fight against human illness has perhaps been more 
rapid and extensive in the infectious and parasitic diseases than in any other 
area of medical biology. These gains are continuing, and vigorous research is 
taking advantage of constantly accumulating knowledge. In some respects, the 
most stimulating of all our recent attainments in microbiology is the realization 
that advances in this field are contributing significantly to progress in areas 
beyond those of the communicable diseases. 


THE COMMON COLD 


On any average day in the winter, more than 5 million persons in the United 
States are absent from work or school because of illness. Nearly half of them 
have respiratory diseases—afflictions of the air passages or lungs. One of these 
respiratory illnesses—the common cold—is so prevalent that the average American 
experiences six attacks from it each year. The common cold alone costs us over 
$2 billion a year in lost productivity and medical expenses. 

Medical scientists have tried repeatedly to solve the problem of the common 
cold. During more than 40 years, various investigators have recorded initially 
encouraging progress, but failed to achieve their goals of prevention or cure. 
The National Microbiological Institute has been active in some of these studies 
for nearly a decade, both in direct operations and in grant-supported research. 
Like all scientists who have entered the field, both in the United States and 
abroad, those in the Institute and those supported by it have had some success, 
but until recently the technical difficulties arising after the initial progress have 
imposed almost insurmountable limitations. 

Now there is reason to believe that the earlier barriers to substantial achieve- 
ments are being penetrated. The adaptation of tissue culture methods to growing 
all sort of viruses under almost routine laboratory conditions provides the tools 
which have been lacking in the past. During the current year, a scientist in the 
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National Microbiological Institute has demonstrated a new virus in cultures of 
human adenoid tissue, and has shown that this virus causes a mild illness in 
human volunteers. This is not the common cold virus, but it comes from that 
part of the human air passages where the common cold often begins, and both the 
virus and the host cells grow readily in test tubes. Concurrently, scientists in the NMI, 
and a university scientist supported by an NMI grant, have worked together to stand- 
ardize the methods of evaluating the common cold in human volunteers. 

The total result is that now we have promising new laboratory tools and a 
sound background of experience with both the naturally occurring and the 
experimentally induced common cold in humans. Highly competent investigators— 
some within the Institute, others in universities who receive NMI grants— 
are exploiting these new leads. Progress in the long battle against the common 
cold appears more likely now than at any time past. 


INFLUENZA 


Influenza is another respiratory disease of high prevalence. It comes like 
grass fires in the prairies, in flaring outbreaks which arise suddenly, spread rapidly, 
and usually die out abruptly after involving variable sections of the population. 
Sometimes these outbreaks become nationwide or even worldwide, just as prairie 
fires may coalesce to form conflagrations. Deaths in recent years have been 
limited largely—though not exclusively—to the aged and debilitated, but absentee- 
ism frequently cripples industrial and commercial activities, closes schools, and 
creates serious military problems. And there is always a potential threat of such 
a devastating pandemic as that of 1918-19. 

Influenza spreads so rapidly, once an outbreak has started, that measures such 
as isolation and quarantine are without value. Since the influenza virus is easy 
to isolate, identify, and grow in the laboratory, vaecines can be made and have 
been in use for some years. Unfortunately, the viruses which cause influenza 
(there are several different types) change from year to year. A vaccine prepared 
with a virus prevalent in 1 year is less effective against the strain which may 
appear in following years. Also, vaccines thus far available have given only 
pres protection, even against the strains of viruses from which they are made. 

The current problems in influenza are: (a) to maintain an alertness as to the 
strains and types of virus prevalent in the world and in the United States at all 
times, (b) to estimate as far ahead as possible whether epidemies are likely to 
develop, and (c) to provide an adequate vaccine in time to be effective. The 
National Microbiological Institute is taking a leading role in the solution of all 
these problems. 

We serve as the United States central coordinating agency for all influenza 
information collected as part of the World Health Organization’s program, which 
has been functioning successfully for several years. 

We collect and test the most important new types and strains of virus as they 
appear in outbreaks, in order to assure that commercial vaccines include those 
most likely to be effective. 

We are testing in several communities an influenza vaccine which has been 
strengthened by addition of an adjuvant. Results thus far indicate that immunity 
stimulated by this vaccine is more effective and lasts longer than that following 
administration of ordinary influenza vaccines. 


OTHER RESPIRATORY AND RELATED ILLNESSES 


Included in the broad term “respiratory diseases’? are many illnesses other 
than the common cold and influenza. Some of these—like the pneumonias, and 
the virus and rickettsial infections of the lungs—are definite entities. Others 
are as yet poorly understood in almost every respect. Still others which appear 
related to this broad group because of seasonal prevalence, initial symptoms, and 
manner of spread in households, may not be true respiratory diseases. Yet in 
medical as well as lay usage, these illnesses are usually grouped as causes of 
absenteeism, and from this point of view there are valid reasons for studying 
them together. 

The National Microbiological Institute currently is investigating the prevalence, 
patterns of spread, and possible causative agents involved in this broad group of 
illnesses in several Eastern communities, as part of the influenza vaccine studies. 
We have intitiated a similar study in a Western community where excellent labora- 
tory skills and facilities are immediately available. And we are supporting by a 
ee a university group which is studying these illnesses in a large number of 

ouseholds which are under constant medical surveillance as part of the medical 
student’s curriculum. 
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POLIOMYELITIS AND POLIOMYELITIS VACCINE 


The new laboratory developments of tissue culture have made it possible to 
cultivate the virus of poliomyelitis in sufficient quantities for producing vaccines 
against this disease. It is likely that such vaccines will soon be tried out on a 
large scale. This Institute is already cooperating with the National Foundation 
for Infantile Paralysis in conducting and evaluating safety tests in the laboratory 
on vaccine produced for these trials. If preliminary results justify commercial 
production and marketing of vaccines against poliomyelitis, we shall have to 
establish standards of safety and potency in accordance with our responsibilities 
under the Federal Biologics Control Act. Our scientists are currently working 
out methods which can be utilized for assuring the public of a safe and potent 
vaccine. 

Until the value of poliomyelitis vaccine can be established, it is likely that 
gamma globulin will continue to be in great demand as a temporary preventive 
against paralysis. During the current year, scientists in the National Miero- 
biological Institute have developed methods for testing the safety and potency of 
this product, and it is expected that such methods will be useful in continuing to 
make available an adequate type of globulin in time to meet public needs. 

Even if poliomyelitis vaeeine eventually proves to be effective for general 
use, it would be most unwise to assume that research on this disease should be 
discontinued. All vaccines—even the very best—have numerous disadvantages— 
and it is not logical to expect that a poliomyelitis vaccine, however effective, will 
give us complete and permanent mastery over the disease. Studies on methods 
of spread, reasons for age selection, causes of severe outbreaks, and differences in 
the severity of paralysis in various patients are as important now as they ever 
were. The new laboratory methods—particularly tissue culture—indicate that 
more progress is possible now than ever before. Scientists at the National 
Microbiological Institute have made significant. contributions to our knowledge 
of poliomyelitis over the years, and are currently using their skills and facilities 
in attacking problems of the sort indicated here. 


OTHER VACCINES 


Poliomyelitis vaccine is as yet of unknown value in respect to general use. 
One of the most effective of all vaccines—and the one longest in use—is: that 
against smallpox. Even with such a superb vaccine, we still have problems, one 
of the most troublesome being maintenance of potency under conditions where 
refrigeration is unavailable or unreliable. During the current year, scientists 
at the National Microbiological Institute have taken a leading role in the develop- 
ment of a dried smallpox vaccine which promises to be of great value under rural, 
military, and primitive conditions. 

Other valuable immunizing agents which have been in general use for a long 
time, but which still appear to fail at times, are those against whooping cough 
and diphtheria. Both are under study at the Institute, and during the current 
year a standard test of potency for whooping cough vaccine has been devised and 
put into use. This is the first time that any nation has succeeded in developing 
a standard requirement which this vaccine must meet, and there is reason to expect 
that this achievement will reduce the number of failures of whooping cough 
vaccine. A new method for testing diphtheria vaccine, with a similar objective, 
is currently under investigation. 


TOXOPLASMOSIS 


Rapid progress in prevention and treatment of infectious and parasitic diseases 
has left behind many areas of difficulty which, though bypassed, must eventually 
be dealt with in our national program of research, which aims to reduce human 
illness, suffering, and death. An example is the condition known as toxoplasmosis. 
Until 1939, such a disease was unknown; recent research—in which NMI scientists 
have played a leading part—shows that infection is widespread in the United 
States, in a variety of wild and domestic animals as well as humans. It accounts 
for crippling and often fatal illness in infants, and for blindness in adults, to an 
extent not vet fully understood. In spite of disastrous effeets in many such 
eases, there appear to be numerous instances of infection without known disease, 
though if the apparently healthy person has acquired infection during pregnancy, 
the infant can be gravely affected. No entirely satisfactory treatment is as yet 
known, but scientists in the Insvitute have developed one that is at least partly 
effective and the best discovered thus far. 
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RELATIONSHIPS OF INFECTIONS AND CANCER 


Laboratory studies on toxoplasmosis and on malaria have developed evidence 
indicating the existence of some intriguing relationships between these infections 
and a form of cancer of mice classified as leukemia. A drug called daraprim, 
which has been shown by NMI scientists to be very effective against malaria, is 
also the most active of all drugs thus far tried against toxoplasmosis. Since 
several antimalarial drugs (tested by scientists of NMI and of the National Cancer 
Institute, working together) possessed activity against mouse leukemias—just as 
the antimalarial daraprim does against toxo-lasma—both the malaria organism 
of mice and the toxoplasma were studied in |:wkemie mice. Each of these para- 
sites prolonged the life of such mice. 

These discoveries contribute to our gradually evolving efforts to comprehend 
the uncertain but potentially important relationships between cancer and in- 
fection. It has been known for several years that a number of viruses interfere 
with growth of certain tumors. The work here alluded to extends our knowledge 
of this sort of interference. Prospects for futher development of these areas 
appear brighter because of the current advances in tissue culture of both infectious 
agents and human cells, normal as well as tumorous. 

Grant-supported research has shown that certain viruses seem to behave as if 
they are carried by the genes which determine particular hereditary character- 
isties of the host (the viruses studied thus far affect only bacteria). The relevance 
of these particular discoveries to cancer is so obvious that support of the work has 

roperly been shifted from the Microbiological Institute to the Cancer Institute. 
Microbiologists within the NM1, and those supported by NMI grants, are cur- 
rently exploiting other leads in this broad area as thoroughly as present skills and 
techniques permit. Animal tumors are known which are definitely caused by 
viruses: one of these, a fibroma of squirrels, is under investigation by NMI 
scientists interested in relationships between infections and cancer. Interesting 
results thus far have included experimental transmission of these peculiar viruses 
by mosquitoes and fleas. 

The ultimate significance of such observations in microbiology which overlap 
the field of cancer investigation cannot be assessed until much more knowledge 
is acquired. Certainly it can be stated that the meticulous and painstaking 
studies which are currently under way should be developed and extended as 
vigorously as possible. 


INFECTIONS AND CHRONIC DISEASE: CLINICAL STUDIES 


Whatever may eventually prove to be the relationship between infections and 
cancer, there is no doubt that manv diseases generally regarded as chronic are 
either of infectious origin or have an important infectious component. Examples 
include rheumatic fever, and associated diseases related to infection with the 
streptococcus, asthmatic bronchitis, ileitis and colitis, undulant fever, and tuber- 
culosis. For the first time, our program in the Clinical Center is providing us 
with the opportunity to study these illnesses in the host with whose welfare we 
are concerned—the human being. In many of these conditions, study of the 
experimental disease in animals is either impossible or unsatisfactory. Admission 
of suitable patients in proximity to adequate laboratory skills and facilities is 
now making it possible to investigate the poorly understood causes of many dis- 
eases which fall into this broad category, and to improve the reliability of methods 
of diagnosis and treatment. 

An example is amebiasis, a disease caused by a protozoan organism (ameba). 
The organism itself is widespread in some areas of the United States, being found 
in as many as 20 percent of the population, often without evidence of specific 
illness in the persons involved. On the other hand, some individuals develop 
severe and even fatal illness attributable to this organism. From time to time 
outbreaks of epidemic proportions occur; while attacks of acute illness due to 
amebiasis cause severe distress, many instances of long-term, intractable infection 
occur, and often produce invalidism and secondary neuroses. 

During the current year, NMI scientists have discovered that the ameba fails 
to produce disease in guinea pigs reared in such way that they have no other germs 
present in their bodies, while litter-mate guinea pigs with “normal’’ bacteria in 
their intestines acquired fatal disease when inoculated with the ameba. They 
have also found that liver disease “evelops in infected guinea pigs; since this is 
the most serious complication of human amebiasis, it is a significant fact that we 
are now able to study the condition in the laboratory animal. Along with this 
progress in the laboratory, admission to the Clinical Center of patients with 
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amebic disease provides the opportunity to determine the factors which influence 
the course of infection in the human. 

In addition to long-term illnesses such as those mentioned, there are others 
whose causation is still so poorly understood that it is as yet unknown whether 
infection, chronic poisoning, or neoplastic factors are involved. An example is 
the disease sarcoidosis, which can be studied only in the human, and is currently 
under investigation in our clinical center. 


BASIC RESEARCH 


The course of human disease depends upon the constantly changing relation- 
ships between microbial parasites and their hosts. Knowledge of these relation- 
ships is essential to our ultimate attainment of satisfactory control and prevention 
of infectious and parasitic disease, and will undoubtedly contribute also to our 
battle against other illnesses. Research areas which have been bypassed, or 
toward which only a portion of our efforts have been addressed, include such 
facets as metabolism of parasitic microorganisms, immune response of the infected 
host, and mode of action of drugs and antibiotics. 

To medical scientists, these are the areas which are of greatest challenge and 
wherein lies the greatest promise today, and the Microbiological Institute is 
devoting an appreciable portion of its skills and resources to them. 

‘hen we know how a virus can distort the amazingly intricate chemical and 
physical processes that go on at incredible speed within the ultramicroscopic 
confines of infected cells, we shall be a long way on the road to understanding the 
meaning of life itself. 

Knowledge of how a drug upsets the metabolism of a parasitic microorganism 
will eventually make it possible to predict and produce preventive and curative 
agents on almost a mathematical basis. 

Understanding of the way in which the infected host can manufacture anti- 
bodies, where it stores them, how it calls them out in response to challenge, will 
provide us with the means for making better, safer, and more quickly acting 
vaccines and antisera, 

Answers to these problems require the most assiduous attention to countless 
details: They will not come easily nor in response to superficial investigations. 
But progress has been steady in recent years, and scientists in the National 
Microbiological Institute and those supported by our grants are making significant 
contributions. 

Basico research cannot be categorized. The scientist who seeks to unravel the 
mysteries surrounding natural phenomena cannot predict when or how his dis- 
coveries will be used in the struggle against disease. But just as a brickmaker 
knows his product will someday be a part of a house or a wall, the researcher 
in basic science knows that the facts which he uncovers will be built into our total 
structure of knowledge. Just where each will fit may never be clear to him, 
but he knows that at some time they will be used. Over the years, the invest- 
ments we make in truly fundamental research will be the ones that will pay real 
rewards in permanent victories over human illness. What Francis Bacon sail 
in the 16th century about the delay in progress “because these fundamental knowl- 
edges have been studied but in passage, and not drunk deeper of”’ is as true now 
as it was then. 

This statement has discussed work in many areas where children are particularly 
involved: respiratory illnesses, poliomyelitis, whooping cough, diphtheria, toxo- 
plasmosis, and the streptococcal infections (including rheumatic fever) which are 
now the subject of clinical investigations. Infants and children, like all immature 
animals, have less resistance to infections than adults; and while the discoveries 
of recent vears have saved many lives among the younger members of our national 
community, the great bulk of infectious and parasitic disease still occurs among 
the vounger-aged persons. All too often such diseases leave residual damage 
which results in invalidism, chronic illness, or sickness appearing in later years, 
sometimes long after the initial infection has been forgotten, The program of the 
National Microbiological Institute places strong emphasis on these important 
and often distressing afflictions of childhood. 


Mr. Bussey. Dr. Haas, your request for microbiology activities for 
fiscal year 1955 is $5,930,000? 
Dr. Haas. Yes, sir. 
Mr. Bussey. That is an increase of $192,000 over the amount 
appropriated for fiscal 1954; is that correct? 
r. Haas. That is right. 
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COMMON COLD 


Mr, Bussey. On pages 2 and 3 of your statement you discuss the 
common cold. I forget at just what point it was in the hearings, but 
we had a little discussion of that problem last year. What are the 
recent developments in this field, and what progress has been made 
in the last year? 

Just because it is so common all of us are interested in it. It is 
not a matter of 1 out of 5, or 1 out of 3 who are involved, but it is 
almost 100 percent. 

Dr. Haas. Yes, sir. We certainly are all concerned about the 
common cold, and I am glad to say that we feel that some substantial 
progress has been made during the past year, centering mostly upon 
our improvement in the use of tissue culture of viruses. 

We now are able to grow many normal tissues, and in this instance 
it is important to point out that we can grow human adenoid and 
tonsil tissues which contain in their natural state some of the virus 
materials residing in that part of the human body, virus material that 
would naturally be expected to have relationship to diseases trans- 
mitted through the respiratory tract. 

Our scientists have made now over 70 isolations of viruses from 
human adenoid and tonsil tissue from people who at the time appeared 
well, but some of those viruses have since been related to respiratory 
diseases, both by our scientists and by others. 

Mr. Bussey. Doctor, enlighten me a little bit. We use the word 
“virus” so much that I would like to know just what a virus is. 

Dr. Haas. Well, a virus is a very small agent which is, so far as we 
know, incapable of independent existence, but which must live within 
a cell, and which under certain circumstances produces in that cell 
abnormalities which lead to disease, but which under other circum- 
stances may reside in the cell and remain inapparent, or silent for long 
periods of time. 

It is incapable of performing by itself all of the necessary functions 
of life. So, it is an incomplete organism in the sense that its living 
process must depend upon certain things in there being supplied by 
the cell in which it lives. 

Mr. Bussey. Well, it seems as though nowadays that as soon as a 
person becomes ill it is said that they are attacked by a virus, and we 
didn’t hear that term very often in years past. “ 

Dr. Haas. That is quite true, sir, but that is probably because our 
knowledge of the virus has increased very rapidly within the past few 
years. 

In years past, even when I was entering medicine, there was con- 
siderable doubt in people’s minds as to whether viruses really existed, 
just as, I suppose, there was doubt about the atom at one time. 

Our equipment and our methods of dealing with disease agents 
have developed so rapidly within the past decade that we now are 
able actually to see these things, and to prove their presence by incon- 
trovertible means, and we know now that they are responsible for 
many things, where in the past, we could not recognize their existence. 

Mr. Bussey. Pardon me, Doctor. Wil! you please proceed with 
your statement? 

Dr. Haas. With respect to the common cold, our scientists have 
found these numerous strains of viruses, many of them in people who 
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did not appear ill, but subsequently some of these same viruses, or 
viruses very similar to them, have been recovered from people with 
= and from people with other respiratory diseases that are not 
colds. 

By that, I mean the various pneumonia-like diseases, or the tem- 
porary febrile illnesses associated with respiratory symptoms. 

We find that when people have these illnesses they develop anti- 
bodies to some of these viruses. So, that is presumptive evidence 
that the viruses have been implicated in the causation of some of 
these diseases. 

That work has been done by our own scientists, and it has been 
confirmed by scientists elsewhere. 

So, we think now for the first time we have a practicable tool which 
will enable us to get viruses out of people which we have never been 
able to get out before, and to study them in the laboratory without 
the very cumbersome resort to human volunteers every time a virus 
needs to be isolated, and studied. 

I think that has opened the door to possibilities that we never 
have been able to reach up until the last year. 

Mr. Bussey. Does there seem to be any hope of getting something 
developed to inoculate people against the common cold? 

Dr. Haas. That is certainly the hope of every scientist who goes 
into this field. How far away that might be, it is impossible to say 
at this time, but certainly we have taken a big step along that road. 


CENTRAL COORDINATING OF INFLUENZA INFORMATION 


Mr. Bussry. At the bottom of page 4 of your statement you state, 
and I quote: 

We serve as the United States central coordinating agency for all influenza 
information collected as part of the World Health Organization’s program, which 
has been functioning successfully for several years. 

Just what, in detail, do you do in connection with that, Doctor? 

Dr. Haas. There are a number of laboratories throughout the 
United States which volunteer to furnish us with information as to 
the prevalence of influenza in their communities, 

So, if influenza appears in California or Tennessee, those laboratories 

let. us know that there is in the locality a disease which appears to be 
influenza. They also undertake to get material from patients so that 
if there is a possibility of isolating the virus and identifying it, that is 
either done locally by that laboratory, or it is sent in to Dr. McGill at 
Long Island University, for further study; or if blood is taken for 
serological tests, those can be done locally, or can be done by one of the 
larger laboratories which collaborates in the program. 

In that way we have two things: First, information of the outbreak 
and, second, material—either viruses themselves, or serum—for study 
and identification. 

Mr. Bussey. Where do those results go? 

Dr. Haas. Those results come to us, sir, and then we send them in 
turn to the World Health Organization at Geneva, which reciprocates 
by — us information which they have collected elsewhere in the 
world. 
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INFLUENZA VACCINE 


My statement refers to the importanve of influenza vaccine. 

If I may, Mr. Chairman, I would like to show here a chart which 
illustrates the efficacy of some of our recently developed vaccine. 

There are two lines on this chart; one is black and one is red. The 
red line indicates the occurrence of influenza in a group of people who 
received an older type of influenza vaccine, and the black line indicates 
influenza in those who received an improved type. 

As you-can see, there was a sharp peak there in January and 
February among the people who had received the older vaccine, and 
the people with the newer vaccine were protected against that par- 
ticular sharp outbreak. 

The attack rates are given there as a total of 33 percent for those 
who received the older type vaccine, and 24 percent for those who 
received our newer vaccine. 

This is important, sir, because influenza is such a rapidly spreading 
disease, and when it does come, we think that vaccine in advance is 
the only practical means of control. 

Perhaps, if I may extend my previous remarks about the World 
Health Organization, the virus of influenza is one which changes 
from year to year, so that it is very important to us to keep abreast 
of all new strain developments. That is, to get each year the actual 
viruses which are responsible for outbreaks as early in the epidemic 
as we can do so. Of course, our World Health Organization program 
enables us to get those viruses not only from the United States but 
from anywhere in the world where outbreaks are going on, and where 
the program is in effect. 


POLIOMYELITIS VACCINE 


Mr. Bussey. On page 6, you state as follows: and I quote: 


During the current year, scientists in the National Microbiological Institute 
have developed methods for testing the safety and potency of this product, and 
it is expected that such methods will be useful in continuing to make available 
an adequate type of globulin in time to meet public needs. 

That statement pertains to polio, and while that is not exactly 
the wording of the statement which was presented by the Communi- 
cable Disease Center, it is very similar, and I would like to raise the 
question with you, Doctor, as to the possibility of your activities 
overlapping those of the Communicable Disease Center, and the pos- 
sible advantage of combining these activities of the National Micro- 
biological Institute with the similar Communicable Disease Center 
activities. 

What is your thinking on that? 

Dr. Haas. This is, perhaps, an excellent example of the way in 
which the Microbiological Institute and the Communicable Disease 
Center each can contribute according to its particular ability to an 
important problem. 

hen it was decided that gamma globulin would be produced and 
released for use against poliomyelitis, it became apparent that there 
were two important steps to be taken: 

One, we must make certain that the gamma globulin applied was 
safe, and that it would actually have some antibodies against polio- 
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myelitis; it seemed that the experience and the competence and the 
professional skill in the NIH could best deal with that particular 
phase of the problem. 

The other aspect of the problem was to evaluate the effects of gamma 
globulin as it was actually used during the polio season. That is, to 
accumulate information on the occurrence of poliomyelitis in those 
who had and those who had not received the gamma globulin, and to 
analyze that information and to make it available for future guidance. 

That seemed to be within the particular province of the Communi- 
cable Disease Center, and that is what they did. They undertook to 
accumulate that information, and did so, and that culminated in the 
publication of the committee report a month or so ago which enabled 
us to see how the product actually performed in the field. So, the 
work was divided in the planning stages. We did the laboratory 
testing, and they did the field evaluation. 


SIMILARITY TO CERTAIN WORK AT COMMUNICABLE DISEASE CENTER 


Mr. Bussey. Well, it may not be confusing to other members of 
the committee, as it is to me, but there seems to be sure a close rela- 
tionship between some of the work of the two divisions that it just 
seems as if there should be some way of combining this under one head. 

In the statement of the Communicable Disease Center, they stated 
in regard to gamma globulin that they conduct a national gamma 
globulin evaluation center, with related field studies, for determining 
the sty of the use of gamma globulin in the prophylaxis of polio- 
mvyelitis. 

In the last sentence on page 6 of your statement you mention 
studies on methods of spread. The Communicable Disease Center 
justifications say that they are conducting research to gain more 
knowledge In the incidence, distribution and mode of spread of the 
disease. 

I just do not know how you keep these two things separated. 

Dr. Haas. Well, in regard to this particular phase—this phase to 
which you refer to as mode of spread—we have a problem for which 
we have no answer at the present time. 

Research in the past has failed to throw adequate light upon this 
problem, and we feel that all possible information must be gathered, 
and that in the course of their primary objectives, which are the study 
of the epidemics and which involve working with the State authorities 
in epidemics, that in the course of that work it certainly is highly 
desirable that they gather and analyze all possible information on the 
spread and development of epidemics and, on the other side, in the 
course of our work, which is primarily in the laboratory, it is certainly 
desirable that as information comes to us from the field that we 
attempt to relate that information to our laboratory findings. 

We do not actually go out and study the epidemics in the way that 
they do. Our effort has been to acquire material from certain selected 
epidemic areas—material from humans either having the disease or 
exposed to it—and to attempt to isolate the virus from that material 
and then to see if there is a relationship between the particular 
characteristic of the virus and the way in which that particular out- 
break developed. 
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Mr. Bussey. Why should not this work that is so closely related 
be done in one organization where you would be working together, 
rather than having part of it down in Atlanta and another part of it 
up here at Bethesda? 

Dr. Haas. This work, of course, can only be done by men with 
proper training and initiative and scientific background. 

Mr. Bussey. Those men could do the work in Atlanta, it seems to 
me, as well as at Bethesda or New York or any other State. 

Dr. Haas. The men who come to Bethesda are men who are expe- 
rienced in laboratory research, and who are oriented to a certain 
research approach to the problems, and who are dedicated to investi- 
gate all of the complicated details which are involved in the natural 
problems of infection and the relationship of the host and the parasite. 

They are essentially by their nature and by their training removed 
from the desire to attack the problem at its level of practical appli- 
cation. That is not what they have trained themselves for, and that 
is not the way in which they are going to work in their scientific 
career. 

Mr. Bussey. If they worked in Atlanta, I do not see where that 
would conflict with that outlook. They could work in their research 
down there. It just seems like the practical way to do this work 
would be to put these closely related activities in the same organiza- 
tion. 

Dr. SHannon. Mr. Chairman, I would like to throw in a sidelight 
on this discussion, if I may, please. 

Mr. Bussey. Surely. 

Dr. SHannon. The scientists in Atlanta, working under Dr. 
Langmuir in the field of epidemiology, have a characteristic that 
makes them very valuable that is not obtained in similar types of 
scientists at NIH. This year they are working on polio, whereas 
last year they worked on polio and in the past 4 or 5 years they have 
worked on such things as equine encephalitis, and on a variety of 
infectious diseases such as diarrheal diseases, hepatitis, and the like. 

The epidemiologist is a scientist who has certain tools that are 
applicable to the study of the spread of any disease and, in a pro- 
gram that is primarily oriented toward State service, which is pri- 
marily done with States in collaboration with the State health office, 
it seems advisable to have that type activity in a program of the 
Bureau of State Services, where the total orientation of the group is 
toward service to the States. 

As epidemics develop, or as new tools develop, such as gamma 
globulin, which developed last summer, and it will be polio vaccine 
this summer, unique opportunities to study the mode of spread of the 
disease are uncovered, and Dr. Langmuir possesses a group that can be 
utilized to study that highly effectively. If he were taken under Dr. 
Haas’ operation and lined up by the side of Dr. Haas’ scientists, 
studying polio, that would remove a general resource from this 
country which we feel is invaluable. That is one of the factors which 
leads to considering it essentially as a resource which should be sepa- 
rated from the longer term research of the Microbiological Institute. 


q 


386 


SALK V.CCINE 


Mr. Bussey. Doctor, while we are on the subject of poliomyelitis, 
what is the basis for this controversy which is going on in regard to the 
vaccine tests which were supposed to start this week? We hear many 
comments about the Salk vaccine and what it will accomplish, and, on 
the other hand, we hear commentators like Walter Winchell appearing 
on television and throwing the fear of God into everybody for ever 
thinking of letting their children participate in this program. 

Would you care to comment on that? 

Dr. Haas. I would be glad to, sir. 

I have no record of Mr. Winchell’s statements, so I cannot analyze 
them for you, but I would be very glad to tell you the facts that I 
have in my possession. 

Mr. Bussey. Well, I do not have his statement verbatim, but I can 
tell you that it was a statement that would certainly discourage 
pews from letting their children participate in any program of this 

ind. 

Dr. Haas. Well, Dr. Salk began several years ago to study the 
possibility of growing the poliomyelitis viruses in tissue cultures in 
quantity, and then inactivating that virus so that he could produce a 
vaccine which would protect children without infecting them. 

He has, himself, tested this vaccine on several thousand children 
who have volunteered—whose parents have permitted them to take 
part in the study—and by last year he had reached a point where he 
felt that his results justified testing the vaccine against actual polio 
wT under natural conditions on a large number of children. 

he National Foundation for Infantile Paralysis was asked to 
support this study, and before any decisions were made the Foundation 
availed itself of scientific advice in the form of a vaccine advisory 
committee. 

This committee is composed of men who are unquestionably capable, 
and very eminent in science and public health. Those men have had 
access to all of the data—all of the data that exists—and to all possible 
interpretations of these data. They are men who are not only capable, 
but they are men who are accustomed to taking responsibilities 
seriously. 

Having had unlimited opportunity to study the facts, and to 
hear all possible interpretations of those facts, the members of that 
committee have recommended that, subject to certain conditions, 
the wide-scale testing of the Salk vaccine be carried out. 

We feel that the committee is qualified to come to a judgment of 
this sort, and we believe that the Foundation is justified in proceeding 
in accordance with the recommendations of this group of scientists. 

Mr. Bussey. Under whose jurisdiction did Dr. Salk develop this 
vaccine? Was he working under a grant, or fellowship from the 
National Institutes of Health? 

Dr. Haas. No, sir; he is a member of the faculty of the University 
of Pittsburgh, and his research has been supported by the National 
Foundation. . 

Mr. Bussey. Have any of the research funds which have been 
appropriated by Congress gone into his research? 

r. Haas. The funds appropriated by the Congress have parti- 
cipated to the extent that our Laboratory of Biologics Control has 
been 1 of 3 laboratories for testing the material before it is released. 
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Dr. Sespreti. Mr. Chairman, could I make a statement at this 
point? 
Mr. Bussey. Dr. Sebrell. 


COOPERATION WITH NATIONAL FOUNDATION FOR INFANTILE PARALYSIS 


Dr. Sesrecy. I was going to add that we have worked very closely 
with the National Foundation for Infantile Paralysis in a cooperative 
way, just as we do with the other foundations in the various medical 
fields of this country. 

The Foundation has supported research like that of Dr. Salk, and 
where they have provided the bulk of the financial support for the 
research on poliomyelitis in this country, we have not seen any neces- 
sity for us to enter into this particular field. 

As you well know, we try not to compete with any of the founda- 
tions, but rather to work cooperatively with them so that our funds 
do not get into a competitive situation, but into a complementary and 
supplementary way to assist. 

Mr. Bussey. I was hoping that we might be able to report to our 
colleagues on the floor of the House that the money which this com- 
mittee recommends that they appropriate was responsible for the 
development of this vaccine. 

Dr. Sesre.u. I think we have to give credit for this to the National 
Foundation for Infantile Paralysis. 


EARLY POLIO RESEARCH 


Dr. SuHannon. Mr. Chairman, you might like to hear about the 
beginning of what we call modern polio research which, in fact, did 
start at the National Institutes of Health. 

I do not know the details of the story, but perhaps, Dr. Haas could 
supply them. 

Dr. Sepreu. I would like to have Dr. Haas mention the work of 
Dr. Armstrong. 

Dr. Armstrong’s work laid the foundation for the present research 
in this field. 

Dr. Haas. I am glad to have the opportunity to discuss that. 

This goes back to about 1939. Up until that time the only work 
that could be done with the viruses which cause poliomyelitis had to 
be done on monkeys, because no other laboratory animals had been 
found which were susceptible to the disease. 

Dr. Armstrong in that year was successful in transferring a strain 
of this virus to a little rodent called the cotton rat, and from the 
cotton rat that virus was transferred to the white mouse—the ordi- 
nary laboratory mouse which is produced in virtually unlimited 
quantities. 

So, the research which in the past had almost come to a standstill 
because of the expense and difficulty of handling monkeys in quantity, 
suddenly surged forward because for the first time now it was ean 
to deal with the viruses in a small animal, cheap and easy to handle, 
and available in quantity. 

At about that same time the National Foundation came into being 
as a voluntary organization, dedicated to making an attack upon this 
disease, and the two things worked out very well together: Our 
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scientists—Dr. Armstrong—contributing the discovery which was 
really the wedge, scientifically, in getting into this problem, and the 
Foundation contributing the financial support which has enabled 
scientists to follow through and to exploit the situation as it was 
opened up at the Nations! inetiaatien of Health. 

Dr. SHannon. There is another fact, Mr. Chairman, that might be 
brought out, which is the basis of the present vaccine, and that is the 
ability to grow virus on tissue culture. One of our scientists in the 
National Cancer Institute, Dr. Earle, has been in the forefront of the 
development technique of tissue cultures. Without his contribution 
over the past 10 or 15 years, it is quite possible that a tissue culture 
vaccine would not have been available. 

I do not want to minimize in any way the contribution made by the 
National Foundation, but I think this is another example of how a 
—_ discovery finds application at the end point of a long series of 
studies. 

I think Dr. Earle should feel very proud of himself and of his work 
in tissue culture—work which contributed to the use of this technique 
in the development of the vaccine. 

Mr. Bussey. I appreciate the fact that Dr. Earle has made a very 
valuable contribution. 

I only hope that some of the claims that are made over the radio, 
in raising the funds for the National Foundation this year, in regard 
to what the Salk vaccine will do will be proven correct, because I 
think it would be a terrible thing if something should bappen that it 
did not meet the high expectations of everyone. I know in listening 
to the appeal over the radio they claimed that this is the thing that 
is going to solve the poliomyelitis problem and they left no room for 
doubt, in their appeal to the people for funds to carry on this work. 

I am 100 percent in favor of their work, I just hope that nothing 
will happen that will indicate they may have “oversold” this vaccine. 

Dr. Sxspreci. Well, we all, of course, hope so, too, Mr. Chairman, 
and the work is at a point where there are no more practical laboratory 
tests that anyone can see that will answer the problem and the only 
way to answer it is to do just what is being done now, and I think 
everyone has made it clear that this is a study to determine whether 
this vaccine will provide the immunity that everyone hopes it will. 

There is no way to find out except to try it, and see. However, I 
think many virologists feel as Dr. Haas does, and perhaps he could 
express an opinion upon this. 

Certainly, if this particular vaccine does not turn out to be so 
efficacious or as powerful as we would like it to be, the groundwork 
is laid here on which we can see that if this is not it, there will, in all 
probability, be one before too long. 

Mr. Bussey. I think your approach is the correct one, however, 

ou have put into the discussion what we call in the investment 
Ceaamide a hedge clause, but the claims on the radio by the people who 
ask for funds did not have a hedge clause. They were rather positive. 
That was what concerned me a little bit. 

Dr. Haas. Mr. Chairman, may I add one more thing on this 
subject? 

Mr. Bussey. Yes, sir. 

Dr. Haas. I believe we should keep in mind that nobody has said 
that, even if this comes up to our greatest hope, this would be the 
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final answer to the problem of poliomyelitis. We are going to need 
research on poliomyelitis for quite a long time yet, and we would expect 
that in the course of time, even if this vaccine is good, that ultimately 
we should have better ones. 

So, we cannot be surprised if during the coming years there are 
continuing requests for financial support, and we need not feel that 
we now have the problem in hand, where we can drop it. 

Mr. Bussey. There is no doubt about that. Ido not think anyone 
would question that at all. 


TUBERCULOSIS RESEARCH 


On page 3 of your statement you refer to research on tuberculosis 
in children. There is an appropriation for control of tuberculosis 
under which $875,000 is requested for research. What is the difference 
between these activities, and, coming back to the question which I 
ask so often, why could not these be carried on under one roof? What 
is the advantage of carrying them on separately? 

Dr. Haas. Well, in regard to tuberculosis in children, this grant- 
supported research is carried out, of course, by scientists who are 
interested in tuberculosis from the standpoint of research scientists. 

They are not, in their particular interest, concerned with such 
things as case finding, or control, or hospitalization, or segregation of 
cases as a means of control of tuberculosis. 

They are studying tuberculosis in patients—in identifiable patients 
under ward and laboratory conditions—where very detailed studies 
can be made on selected people and small samples. 

The program to which the other request refers is, of course, con- 
cerned primarily with the finding of new cases and the prevention of 
tuberculosis in the population. 

Dr. SHannon. Mr. Chairman, these are research grants to non- 
Federal scientists, as contrasted to the work covered in the other 
appropriation, which is our own direct research. This deals with the 
medical aspects of tuberculosis in university hospitals, and how it can 
be studied there, as opposed to the field type of study conducted by 
the Bureau of State Services. 


SECTIONAL LABORATORY RESEARCH 


Mr. Bussey. Is the so-called sectional laboratory research still 
being carried on under this appropriation? 

Dr. Haas. Yes, sir. 

Mr. Bussey. Would you describe that activity? 

Dr. Haas. That is concerned with research in microbiology as it 
relates to infectious diseases that are likely to appear as epidemics or 
that could be brought in from abroad, and it is designed primarily 
to improve methods of diagnosis and methods of identification which 
would enable us to accomplish some of the things that we can accomp- 
lish now, but in much shorter time, with greater accuracy, and with 
results that could be applied more quickly, should such a problem 
come into being. 

Dr. Sesrety. Mr. Chairman, may I go off the record for just a 
moment? 

Mr. Bussey. Surely. 


390 


(Discussion off the record.) 

Dr. Sesretyt, Mr. Chairman, if the committee would like to have 
something on this on the record, we would be very glad to try to pre- 
pare a statement that we could clear which could ts offered to you for 
submission in the record. 

Mr. Bussey. | think it would be desirable if you will prepare such 
a statement. 

(The statement referred to follows: ) 


SecTIoNAL RESEARCH PROGRAM IN MICROBIOLOGY 


The problem which is central to this program arises from the fact that there 
do not now exist in this country enough laboratories, staffed by highly specialized 
personnel, to identify quickly and accurately the kinds of organisms which appear 
to be potential bacteriological warfare agents. Also, the best existing techniques 
for identification of these agents are not adequate to meet emergency needs. The 
sectional research program was established in 1951 to help correct these deficiencies 
through awards by the National Lustitutes of Health of research grants to qualified 
applicants. Projects supported under this program have been directed toward 
more rapid and accurate methods of diagnosis of infectious diseases, improved 
immunization procedures, treatment for diseases for which satisfactory therapy 
is not now known, and increased knowledge of certain infectious diseases peculiar 
to given areas. In all probability, these projects would not have been undertaken 
except for the stimulus of this program. 

A second objective of the sectional research program has been to establish 
better collaboration between the research centers and the State and other official 
health agencies which have the final responsibility for disease control in the event 
of an emergency. An outstanding scientist in each of 11 sections of the United 
States has been asked to serve as a coordinator for the activities of the program 
within his section. Associated with each of these coordinators are the heads of 
from 10 to 15 research laboratories particularly competent in the fields of infectious 
diseases. These laboratories have indicated their. willingness to assist upon 
request official health departments investigating unusual outbreaks of disease. 
To further this important work, the National Institutes of Health has purchased 
supplies of uniform diagnostic materials for distribution to the cooperating 
laboratories. These activities do not duplicate responsibilities now vested in the 
official agencies; their purpose is to support such agencies in the event assistance 
is needed. 

Administrative direction of the program is supplied by the Division of Research 
Grants and the National Microbiological Institute of the National Institutes of 
Health, with the guidance of an ad hoc committee. This committee consists of 
the 11 coordinators, along with representatives from the Office of the Secretary 
of Defense, the Army, the Air Force, the Navy, the Chemical Corps Biological 
Laboratories, the Department of Agriculture’s Bureau of Animal Industry, the 
Federal Civil Defense Administration, and the Public Health Service. This 
representation permits complete exchange of information with other governmental 
agencies having responsibilities in defense against biological warfare. 


RELATIONSHIP WITH OTHER AIR MONITORING WORK IN PHS 


Mr. Bussey. Referring back to the justifications for communicable 
disease control activities, on pages 4-7, they talk about devising 
adequate air monitoring systems and developing diagnostic techniques 
for rapid identifications of aerogenic pathogens, and they say the aim 
of their work is to protect the civilian population from pathogenic 

ents disseminated through the air in peace or in war. This sounds 
a lot like some of the activities you have just described. 

Dr. Haas. As this testimony indicates, the Communicable Disease 
Center, and I believe the Sanitary Engineering Center at Cincinnati, 
are concerned with developing air monitoring devices. The Micro- 
biological Institute is not engaged in that phase of the work. We 
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feel it is being handled adequately by competent people in those 
other branches. 

Mr. Bussey. How does your work differ from theirs? 

Dr. Haas. Our interest and concern are principally with the 
evaluation of material taken from the patient or the individual who 
may have already become exposed to infection. 

It is quite likely, Mr. Chairman, that illness in people may be the 
first sign of infectious material in the environment, and it is certainly 
important to identify the nature of that illness as rapidly as one can. 

Mr. Bussey. We have an appropriation for engineering sanitation 
and industrial hygiene which also supports activities in connection 
with air monitoring and developing of air monitoring methods. Do 
you know of any reasou why these should not all be combined? 

Dr. Haas. Speaking for the Microbiological Institute only, I can 
say that that is not the particular phase of the problem with which 
we are prepared to deal. The extent to which the two other branches 
of the service are collaborating is perhaps something which ought to 
be gone into by someone who has more continuous review of their 
programs than I do. 

Mr. Bussey. Is this not all closely related to the sectional 
laboratory research? 

Dr. Haas. It is, and we have made it a point to keep in touch with 
one another. The people who deal with the sectional research pro- 
gram keep in touch with the people in the Sanitary Engineering 
Center and with C. D. C., since both are represented in our councils 
which steer the sectional research program. 

We have had one large conference in which much of this work was 
planned and laid out in order that the different aspects would be 
covered by those who have the scientific competence which applies. 

Dr. SesretL. The development of devices and how to counteract 
various mechanical defects is essentially engineering. These are 
largely engineering problems, while the sectional research program 
deals with people such as virologists in universities and competent 
laboratories that are doing research work in developing new methods 
of identifying unknown organisms, or unsuspected organisms, or 
diagnosing mysteriously appearing diseases where the cause may not 
be clear. It takes special laboratory techniques to take material 
from a sick person and rush it into a laboratory and determine the 
cause of that person’s illness, and if it something that is new or unex- 
pected, perhaps developing very rapidly, to find some method of 
counteracting this. This is an entirely different set of problems from 
the engineering problems involved in sampling devices, check methods, 
and things of that kind for air, water, and so on. 

Dr. SHannon. I think Dr. Sebrell’s statement could be fortified 
even more by trying to see what the normal peacetime job of Cincin- 
nati engineers might be. 

Their primary concern is air pollution, water pollution, problems of 
industrial hazards. It is possible to take that background of normal 
peacetime responsibility and superimpose this additional responsi- 
bility on it without much disruption from their normal day-to-day 
work, in much the same way as it is possible to take the biologists and 
impose additional responsibility on them in such a way so as not to 
greatly disturb their normal peacetime job. 
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PORTION OF RESOURCES SPENT ON COMMUNICABLE DISEASES 


Mr. Bussey. Dr. Haas, is there any way that you can give the 
committee an estimate as to what percentage of these funds are spent 
on communicable disease work and the percentage on the chronic 
diseases such as in the other Institutes? 

Dr. Haas. We do not break that down that way. Our work, of 
course, is all related to the infectious and parasitic diseases. Some 
of them are obviously chronic and some are acute. Some are both, 
or uncertain. Ido not think we could give you an accurate statement 
on that basis since our mission is related to the causation rather than 
to the acuteness or chronicity. 


CLINICAL CENTER ACTIVITIES 


Mr. Bussey. Are there any other activities you carry on at the 
clinical center you would like to tell the committee about while you 
are here? 

Dr. Haas. I referred briefly, I think, to the common cold. I think 
it might be interesting to the committee to know that one of the 
viruses which we isolated a few months ago came from an outbreak 
of respiratory disease on our floor of the clinical center. Several of 
our patients acquired the infection, and one of our doctors and one of 
our laboratory helpers acquired it, and from several of those we 
isolated one of these new viruses, and from the others we were able 
to show that antibodies developed in their blood after they had 
recovered, so that we had one of our own little epidemics, you might 
say, which yielded us one of these new viruses. 

We have in the clinical center an opportunity to study many of the 
complications of infectious diseases which never have been adequately 
studied in the past. 

A recent example was a complication of measles. We ordinarily 
think of it as a common experience in childhood, which it is. Perhaps 
we do not remember that measles still is responsible for many deaths, 
and one reason for that is the complications. Not long ago we had 
the opportunity to see a child who had the complication of measles 
known as measles encephalitis. That is a direct infection of the brain, 
and a very serious one. 

This child was brought to us in convulsions, extremely ill. We 
were able to put the child in the ward and provide the most up-to-date 
attention. 1 am sure we were able by virtue of our modern facilities 
there to save the life of that child and at the same time to furnish us 
with some very valuable information. By collaborating with the 
National Institute of Neurological Diseases and Blindness, we were 
able to get observations on brain waves which never would have been 
possible under ordinary circumstances, and which will serve as a guide 
to everybody in the future who must deal with this type of compli- 
cation. 

Those are a couple of examples of some of the unusual situations. 


OTHER ADVANCES IN MICROBIOLOGY 


Perhaps I might mention a few other things which represent some 
advances in microbiology. Would the committee be interested in 
that? 
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Mr. Bussey. Could you just supply those for the record, Doctor? 
Dr. Haas. Yes; I should be glad to. 

Mr. Bussey. It would be appreciated if you would. 

Dr. Haas. Yes, sir. 

(The information requested is as follows:) 


NATIONAL INstiruTe, Aprit 1954 


In the battle against human illness, progress has perhaps been more rapid and 
extensive in the infectious and parasitic diseases than in any other area of medical 
biology. These gains have continued in the past year, and vigorous research at 
the National Microbiological Institute is taking advantage of constantly aecumu- 
lating knowledge. Some of these advances are summarized in the following pages. 


INFLUENZA 


Influenza is a respiratory disease of high prevalence. Although deaths in 
recent years have been limited largely to the aged and debilitated, absenteeism 
often cripples industrial and commercial activities, closes schools, and creates 
serious military problems. And there is always a potential threat of a devastating 
worldwide epidemic such as that of 1918-19. 

One area in which we are making progress against influenza coneerns the de- 
velopment of more effective vaccines. During the past 3 years, the National 
Microbiological Institute, with the support of the Armed Forces Commission on 
Influenza, has been testing a new ‘‘water-in-oil’” vaccine which thus far appears 
to provide a greater measure of protection for longer periods than the vaccines 
now in use. 

One notable feature of this new vaccine, developed by a University of Pittsburgh 
investigator, is the fact that only a very small amount of virus is needed to produce 
the desired effect. It takes all the virus that can be grown in one egg, for example, 
to produce one dose of conventional vaccine; from the same amount of virus, 
a great many equally potent doses of water-in-oil vaccine can be prepared. As 
aresult, protection against a very large number of virus strains can be concentrated 
in a single dose of vaccine. 

COMMON COLD 


This widely prevalent disease, which costs us over $2 billion a year in lost 
productivity and medical expenses, has long resisted advance. Now, however, 
this outlook is changing. With the development of tissue culture methods (grow- 
ing viruses in test tubes), it has become possible to propagate many types of viruses 
under almost routine laboratory conditions, 

This has given new impetus to research on the common cold. At the present 
time, for example, scientists at the National Microbiological Institute, and a 
university scientist supported by an N MI grant, are working together to standard- 
ize methods for evaluating the common cold in human volunteers. Plans are 
now being prepared for inaugurating a controlled study in an institutional popula- 
tion. This would involve inoculating volunteers with infected materials and 
studying the illnesses produced in these individuals. 

Because scientists now have at their disposal research tools which have been 
lacking in the past, progress against the common cold appears more likely now 
than ever before. Without doubt, tissue cultivation of viruses has opened up a 
new era in infectious disease research. 


EYE DISEASE 


In recent years, eye specialists have suspected that chorioretinitis, a disease 
which produces a devastating inflammation of the retina and its supporting struc- 
tures, may be caused by a microscopic parasite known as Toxoplasma. This 
thesis has now been definitely proved by a scientist of the National Microbio- 
logical Institute. Early this year, he succeeded in isolating for the first time the 
oo organism from a human eye removed from a patient at Walter Reed 

ospital. 

This demonstration that forms of eye disease such as chorioretinitis canbe 
caused by this parasite constitutes an extremely significant finding in the field 
of eye disease. It clarifies a much debated issue and gives the medical profession 
important new information on the cause of this type of eye disease. 
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The Toxoplasma parasite produces other forms of disease in addition to eye 
infections. In the last 15 years it has been recognized as the cause of an acute, 
often fatal infection in the newborn. In such cases, the infant contracts the dis- 
ease in the womb because the mother has acquired a symptomless infection durin 
the period of pregnancy. The parasites usually cause destruction of the centra 
nervous system so severe that it leaves the victim mentally retarded if the outcome 
is not fatal. Later children of the same mother are believed to be safe because 
she develops protective antibodies in her blood. 


VACCINE IMPROVEMENTS 


Aithough immunization has been practiced for many years and has proved a 
valuable public health measure, some vaccines still appear to fail at times. Those 
against whooping cough and diphtheria are good examples. Both are under 
study at the National Microbiological Institute. 

During the past year, a standard potency test for a cough vaccine 
was devised and put into use. This is the first time any nation has succeeded in 
developing a standard requirement which this vaccine must meet; there is reason 
to expect that this achievement will reduce the number of vaccine failures in 
whooping cough, a disease which is particularly serious in the age group under 2 
years, where most of the deaths occur. 

A new method for testing diphtheria vaccine, with a similar objective, is also 
under investigation. 

Even with one of the most effective of all vaccines—that against smallpox— 
problems are still encountered. One such difficulty is maintenance of potency 
under conditions where refrigeration is unavailable or unreliable. During the 
past year, scientists of the National Microbiological Institute have taken a leading 
role in the development of a dried smallpox vaccine which offers great promise for 
use under rural, military, and primitive conditions. 


INFECTIONS AND CANCER 


It has been known for several years that a number of viruses interfere with the 
— of certain tumors. During the past ‘i. scientists of the Microbiological 


stitute, working with other scientists at NIH, have shown that such inter- 
ference can also be demonstrated with other microorganisms. In studies of mice 
which have a form of cancer known as leukemia, the investigators found that the 
—— which cause malaria and those which cause toxoplasmosis both pro- 

onged the lives of such mice. 

No one can yet say what is the ultimate significance of such observations in 
relation to human disease. Work to date, however, justifies meticulous and pains- 
taking studies to uncover new knowledge of possible relationships between cancer 
and infection. 

VIRAL JAUNDICE 


Viral jaundice, or hepatitis, is a liver disease which occurs in two forms. One 
is transmitted in nature as an infectious disease, and the other occurs as the result 
of transfusions of blood or plasma containing the virus or through the use of 
improperly sterilized instruments. 

oth infectious and serum hepatitis have been difficult to study in the labora- 
tory, largely because experimental animals are not susceptible to the disease and 
boaane the causative virus cannot be consistently grown by tissue culture 
methods. 

During the past year, however, two very promising leads have been developed 
in hepatitis studies at the National Microbiological Institute. First, infectious 
material taken from serum hepatitis patients and injected into monkeys has 
caused clinical illness and hepatitis after an incubaticn period of 80 days. The 
transfer of liver material from these animals to other monkeys has caused liver- 
function abnormalities. This is the first time anything resembling serum hepatitis 
has been produced from human materials by inoculation of experimental animals. 

The second lead concerns the discovery of what appears to be a naturally occur- 
ring hepatitis virus in raccoons. Intensive studies are being made to determine 
what relationship, if any, it has to the virus causing hepatitis in man. Even if 
it proves to be unrelated, it would still be of major importance as a model of the 
human disease for experimental animal studies which would be applicable to 
man, 
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AMEBIASIS 


This disease, best known for one of its manifestations—amebic dysentery—is 
caused by a protozoal organism that attacks the intestines. Recent surveys 
have shown that the parasite infects about 7 percent of the _ in the United 
States, and in World War II it was an important cause of disability for soldiers 
fighting under unsanitary conditions in the Pacific and Far East. 

During the past year, scientists of the National Microbiological Institute 
obtained new information cn the epidemiology of amebiasis by the experimental 
infection of human volunteers with a closely related but nonpathogenic organism, 
These experiments involved direct transmission through food, exposure through 
drinking water, and transmission by flies. Transmission through drinking water 
was shown to be more easily accomplished than fly transmissicn, and no difficulty 
was encountered in producing infection through food. 

These experiments indicate that intestinal protozoal infections can be induced 
by relatively small doses of infectious material, thus accounting for the relatively 
high incidence of these infections even in the United States, where sanitary con- 
ditions are considerably above the world’s average. 


LEPTOSPIROSIS 


Within the last 5 years it has become apparent to investigators that a large 
amount of leptospirosis is present in domestic animals in this country. All of the 
leptospira found in animals are known to cause disease in man. The human phase 
of the disease manifests itself in such conditions as liver and kidney disorders, 
eye infections, central nervous system disturbances, and influenzalike disease. 
The animal phase results in abortions, stunting, and poor milk production. In 
some types of leptospirosis—Weil’s disease, for example—the mortality rate in 
humans may be 30 percent and in some animals as high as 50 percent. 

A coonerative study on leptospirosis is now being carried out by scientists of 
the National Microbiological Institute and the Communicable Disease Center. 
This work has produced several recent accomplishments. They include: Detec- 
tion of bovine reservoirs of the disease in at least 16 States; detection of a swine 
reservoir in most of the hog-raising States; development of a new diagnostic 
method; and the detection of leptospirosis in human subjects. 


Q FEVER 


Q fever is a disease first described in 1937 in Australia. It is caused by Rickett- 
siae, a family of organisms which produce such diseases as typhus and Rocky 
— spotted fever. In this country, Q fever is known to occur in several 

tates. 

Scientists of the National Microbiological Institute have shown that dairy 
cattle are one of the principal sources of human infection. In recent investiga- 
tions in two Western States, they have also proved the existence of Q fever in- 
fections in sheep. 

One of the confusing things about Q fever is it resemblance to the so-called virus 
pneumonias. Our scientists have been able to show, however, that virus pneu- 
monia and Q fever are different diseases. They have also developed a new diag- 
nostic test which is simple to perform and can yield results in a few hours. Finally, 
they have developed a vaccine which field tests have shown is useful in preventing 
Q fever infection in dairy cattle, one of the primary sources of human infections. 


HISTOPLASMOSIS 


This is a fungus disease, apparently of worldwide distribution but originally 
thought to be of quite rare occurrence. Within the past decade it has been found 
that the disease is not uncommon in East Central United States and can cause 
mild to severe lung disease. 

Microbiological Institute scientists have demonstrated that the causative 
organism exists in the soil, from which it is believed to infect other species of 
animals besides man. As yet no drug has been found which will cure histoplas- 
mosis, although recently our scientists have developed a vaccine which will 

rotect mice against the disease. They have also carried out field studies that 
indicate only a small percentage of nontuberculous lung calcification is caused 
by histoplasmosis. 


|| 
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CLINICAL CENTER STUDIES 


With the opening of the National Institutes of Health’s new research hospital 
in the past year, our scientists now have an opportunity to study infectious 
illnesses in the host whose welfare is our first concern: the human being. In 
many of these diseases, study of experimental infection in animals is either im- 
possible or unsatisfactory. Admission of carefully selected patients for study in 
close proximity to adequate laboratory facilities and skills is now making it 
possible to investigate the poorly understood causes of many infectious diseases 
and to improve the reliability of diagnostic methods and treatment. 

Rheumatie fever is an example of a disease which has been selected for intensive 
study in the Clinical Center. The newer laboratory tests for this disease are 
being evaluated to help establish criteria for diagnosis which are lacking at present. 
Our scientists are also interested in learning more about how the disease develops, 
particularly the factors that lead to heart involvement and the serious damage 
which often follows. New methods of treatment will also be evaluated. Because 
many of the problems in rheumatic fever involve the research interests of other 
Institutes at NIH, this project is being carried out in close collaboration with 
investiyators of the National Heart Institute and the National Institute of 
Arthritis and Metabolic Diseases. 

Other diseases selected for study include viral jaundice, trichinosis, the re- 
spiratory viral diseases, encephalitis, allergic disorders, undulant fever, amebic 
dysentery, toxoplasmosis, and certain streptococcal infections. 

Many of the diseases under study by the National Microbiological Institute 
are of particular importance in relation to children. As is true with immature 
animals, infants and children have less resistance to infections than adults. 
And while the discoveries of recent years have saved many lives in the younger 
age groups, it is still true that the great bulk of infectious and parasitic diseases 
occur in children. In many cases, these diseases leave serious damage resulting 
in invalidism and chronic illness in later years. For these reasons, the program 
of this Institute places strong emphasis on these important and often distressing 
affections of childhood. 


Mr. Bussey. Mr. Fogarty? 
Mr. Fogarty. As you know, Mr. Chairman, I was unavoidably 


detained yesterday and could not be here. I was very much interested 
in those programs discussed yesterday, and with your permission I 
would like to submit a list of questions to the directors of the institutes 
which I would have asked had I been present and have my questions 
and their answers printed in the hearings record. 

Mr. Bussey. That will be perfectly all right. 


QUESTION OF POSSIBLE DUPLICATION WITH OTHER PHS DIVISIONS 


Mr. Focarry. Doctor, can you give us, just so I can get it clear in 
my own mind, a clear statement as to whether there is any duplication 
between your work and the work of the Communicable Disease 
Center, at Atlanta, or any other agency of Government, and, if so, 
whether it is avoidable or unavoidable? 

Dr. Haas. I believe, Mr. Fogart. 

Mr. Focarry. We may be called. upon to answer this on the floor. 
I would like to have a clear-cut statement from you as to whether 
there is any duplication or not; and, if there is, whether it is avoidable 
or unavoidable. 

Dr. SHanNon. May we prepare it? 

Mr. Fogarry. It is all right if it is prepared. I just want it for 
the record. 

Dr. Haas. All right, sir. 

(The information to be supplied is as follows:) 
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RELATIONSHIPS BETWEEN THE RESEARCH PROGRAMS OF THE NATIONAL MICRO- 
BIOLOGICAL INSTITUTE AND THE COMMUNICABLE DISEASE CENTER 


There is no duplication between the research programs of the Communicable 
Disease Center and the National Microbiolo<ical Institute. 

In seneral, the feature that distinguishes the work of the two organizations— 
as a matter of policy and practice—is the fact that NMI is engaged in basic 
studies of disease processes and the organisms which produce them, while CDC 
engaces, as a necessary part of its major mission of disease control, in applied 
research designed to improve techniques of disease control. These two approaches 
require persons with different training and background, different research an- 
proaches and interests, different facilities and instrumentation, contacts with 
different groups and individuals, and different collaborative working relationships 
with other résearch and administrative organizations. 

The Public Health Service deliberately separetes these types of research, just 
as industrial concerns separate their basic research laboratories from research 
involving sales and product development. Occasionally, the natural evolution 
of research nrojects leads investicators in NMI toward apptied area, and investi- 
gators in CDC toward basie studies. This is accepted as a means of hewing to 
the genera: policy guides while providing reasonable elbow room to investigators, 
Coordination between the work is achieved primarily by informal contact among 
investigators with related interests, supplemented by more formal administrative 
coordination throuch the Research Planning Council of the Public Health Service. 

Investigations that bear upon the same disease or disease agent are conducted 
by both organizations: However, the fact that the same disease or disease agent 
is under study is only one of the factors—and often a minor factor—that enters 
into the actual substance of research. Some of the factors that differentiate 
research related to the same disease are: 

(1) Research related to control of the disease by field studies of ways to reduce 
insect populations versus research directed toward evaluation of the effeetiveness 
of suppressive or curative medicines. 

This is the situation with respect to studies of malaria by the two organizations. 
CDC is engaged in improving techniques for controlling the mosquito which, when 
infected with malaria, can transmit the disease to man. NMI is engaged in 
testing the efficacy of new drugs which cure malaria. These two types of research 
involve people with different skills and experience, and the use of different experi- 
mental techniques. In no sense do they duplicate or overlap each other even 
though both are concerned with malaria. On the other hand, the outcome of the 
studies should produce supplementary means of dealing with malaria. 

(2) Research involving basic studies of disease organisms versus resolution 
of technical problems involved in preserving, shipping, and storing organisms. 

For example, both NMI and CDC conduet research involving the bacillus that 
causes TB. But the NMI investigations involve such studies as evaluation of 
vaccine produced from killed TB germs, the growth requirements of the TB germ, 
and studies designed to show why and how infection is localized in the lungs. 
The CDC studies bear on freezing and drying the TB organism to maintain 
cultures over longer periods by simpler techniques than are now available as a 
means of improving diagnostic procedures. 

(3) Research on patients with a disease versus field studies of the spread of 
the disease. 

NML1 is studying, for example, amebiasis in patients in the Clinical Center to 
determine the relationship between infestation of humans by ameba and the 
presence of symptoms of amebic disease. CDC is studying the epidemiology of 
amebiasis—in nature, including such matters as the reservoir of the disease in 
nature and the environmental factors limiting its extent and distribution. As 
an adjunct to such field studies, NMI has conducted a spot field study of an 
epidemic of amebiasis in a community. Again, the fact that the same disease is 
under study does not indicate duplication of research, in the sense of pointless 
and unproductive conduct of the same work by two groups of investigators. 

Differences of this general kind characterize other research involving the same 
disease that is carried on by CDC%and NMI. 

The compression of descriptions of research activities within the confines of a 
short-budget document requires that the activities be characterized quite briefly 
and in graphic terms. This leads to the use of disease or disease organism names 
as.a means of describing the research, and the brevity of the documents necessarily 
forestalls an explanation of the actual substance of the investigations. 
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PURPOSE FOR WHICH INCREASE IS REQUESTED 


Mr. Focarry. You are asking for an increase of $200,000 for 
research. How is that going to be applied? Is that for the Clinical 
Center? 

Dr. Haas. Yes, and for research related to our clinical investiga- 
tions. 

Mr. Focarry. In other words, in your institute they took care of 
the increase which was necessary to operate the Clinical Center and 
didn’t take it from some other part of your program? 

Dr. Haas. The increase we have we feel will give us the opportunity 
to take advantage of the clinical facilities, yes, sir. 

Mr. Fogarty. You didn’t answer my question. Some of these 
other institutes deducted certain amounts from other operations to 
take care of the additional costs to operate the new Clinical Center. 
They didn’t do this here? 

Dr. Haas. No, sir. 

Mr. Fogarty. They took care of that by giving you additional 
moneys to open up additional beds for this research? 

Dr. Haas. That is correct. 

Mr. Focarry. That is the way I think it should have been done in 
the other institutes. 

There is no increase in personnel; is that right? 

Dr. Haas. Yes. 


PENALTY MAIL AND INGRADE PROMOTION COSTS 


Mr. Focarry. What does your penalty mail costs amount to? 
Dr. Haas. I wonder if I might ask Mr. Harlow? 

Mr. Focarry. Supply it for the record. 

(The information requested is as follows:) 


The amount for penalty mail is $1,500. 


Mr. Focarry. And the cost of your ingrade promotions. Please 
ed that, also. 
r. Haas. Yes, sir. 
(The information requested is as follows:) 


The amount for ingrade promotions is $38,500. 
PREDOCTORATE FELLOWSHIPS 


Mr. Foaarry. Was it the predoctorate fellowships that the National 
Science Foundation was to take over this year? 

Dr. SHANNON. Yes, sir. 

Mr. Fogarty. Before the National Science Foundation moved 
into the picture what was the situation? 

Dr. Haas. We had two predoctorate fellowships then. 

Mr. Foaarty. What did you have in 1953? 

Dr. Haas. 28. 

Mr. Fogarty. You did have them before, then? 

Dr. Haas. Yes. 

Mr. Focarry. The reason for the reduction from 28 to 2 was 
because you thought the National Science Foundation would pick 
up that work? 

Dr. Haas. That is correct. 
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Mr. Foaarry. Did they? 

Dr. Haas. I think there was an increase in their support of that 
type of thing. 

r. Fogarty. How many did they pick up of that 28? 

Dr. Haas. I don’t have that figure with regard to those particular 
ones. 

Mr. Fogarty. Do you know? 

Dr. SHannon. We can give you that. It depends on how you 
calculate. If you calculate it within the narrow interpretation of the 
microsciences there was a loss in the total predoctorate fellowship 
program in this country of approximately 190. 

If, on the other hand, you take those predoctorate fellowships which 
went through medical sciences closely related to research and medicine, 
there was a total loss of some 140. 

Those figures may not be exact but we can furnish precise figures for 
the record. 

Mr. Fogarty. How important were these predoctorates? 

Dr. Haas. In general we feel predoctorate fellowships are important 
in that they are a source of future scientific capability. Of course we 
want to see them supported since we have to replace our scientists in 
that fashion. 


EFFECT OF REDUCTION IN SUPPORT 


nk Fogarty. What happens if we do not support such a program 
as this? 

ee Haas. Well, young men of that sort must get support some- 
where. 

Mr. Fogarty. Suppose the number is 25. Then, suppose the 
National Science Foundation did not come into the picture and we 
were supporting 25 of these fellows in this past year, and we do not 
support them next year. What is the difference in the overall pro- 
gram? How would it be affected? 

Dr. Haas. Well, it would be hard for me to predict that. I am 
uite sure that they as individuals, if they didn’t get their support 
rom us or from the Science Foundation, would seek it elsewhere. I 

understand that there are places from which support can be obtained. 
I presume the success of any given individual would depend upon the 
level of competition, total overall support for which he could appeal. 

Mr. Foaarry. In other words, so far as you are concerned, then, 
there is no need for this program at all so far as the Government is 
concerned? We ought to get out of it. Is that right? 

Dr. Haas. I couldn’t say we should do that. 

Dr. SHanNoNn. What Dr. Haas says is perfectly true, that if there 
is not a predoctorate fellowship program in the Government these 
young men will seek aid elsewhere. i yery granting agency, however, 
that makes available predoctorate fellowships, has a large number of 
applicants for every one thay can grant. The amount of money in 
this field is quite low. 


I think that those of us who worry about competition for bright 
youngsters, where they have a choice of going into an engineering 
field or medical sciences, feel every inducement we can offer them to 
attract the better men into the medical centers, the better investigators 
we will have in future years. 
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Regardless of who runs the program, there should be provided in 
Federal funds in the National Science Foundation or elsewhere a 
sizable amount of money for predoctorate fellowships. 

I think that we testified some 2 or 3 weeks ago that were we en- 
couraged to go back into the predoctorate fellowship program, we 
feel so stroagly about the need, that we would be quite happy if we 
were instructed to do so to take some of the money now available for 
postdoctorates and put it into the predoctorate program. 

Mr. Fogarty. I think we all agree that if there are funds available 
elsewhere than the Federal Government, that is where these fellows 
ought to go. You still have not answered the question I asked at the 
beginning. If there are funds available from other sources, then by 
all means they should take advantage of those other sources. But if 
there is going to be a shortage of 25 because the Government is not in 
this field, we ought to know that. 

Dr. Seprevy. I am afraid that what happens is that when they 
apply for funds elsewhere and fail to get them, they give up this field 
and go into some other field. 

I recently had conversations with the presidents of some of our large 
universities and with the deans of some of our large medical schools, 
and uniformly they have told me that there is a growing problem 
concerning the shortage of men in what is called the preclinical sciences. 
They regard this as being somewhat of a threat to the future of medical 
research in this country. The men are not coming along in sufficient 
numbers even to fill the posts of the professorships of some of these 
preclinical sciences in the schools, 

It is our feeling that a predoctorate fellowship program is an 
essential part of the full support of medical research. It is not enough 
just to have research projects, and it is not enough just to have post- 
doctorate fellowships. We have seen the effect of this, as Doctor 
Shannon mentioned, in the decrease of approximately 140 people 
cone into the program which otherwise would have been in here we 
believe. 

Therefore we feel that a predoctorate fellowship program is an 
essential part of the whole picture of adequate support for medical 
research. 

Mr. Focarry. I think it is essential, too. What has happened to 
the program, though? That is what I am trying to find out and you 
have not told me yet. 

Dr. VAN Stykn. We discussed this matter with you before the 
2-week recess. At that time you and the other members of the com- 
mittee appeared to be extremely interested in instructing us to re- 
implement our predoctorate research program. I do not think my 
personal feelings have much bearing in this matter but I do not mind 
telling vou that I was pleased to hear vou say that, because there is 
a definite need in developing national interest in the field of health, 
bringing more capable young men into the field so that they become 
competent research workers in health matters. 

We cannot get those people into the field and train them in problems 
of health and research unless we get them relatively early. That 
means that if we are instructed, with the funds we have, at least, to 
reimplement our predoctorate research fellowships, we can go back 
into the younger age groups where their final plans are not formulated 
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and bring those people into the health field and continue support to 
the program. 

In specific answer to your question, Mr. Fogarty, one of the most 
distressing things is to have a series of applications and not have funds 
to support them. I refer not only to our particular funds, Mr. 
Fogarty, but as far as I know all agencies, National Science Founda- 
tion, and so on, get many more applications than they have funds to 
support. 

Mr. Bussey. If I may inject this thought here: As far as my own 
personal viewpoint on this question you have raised, Mr. Fogarty, 
it seems any transfer of this activity in the medical field to the Na- 
tional Science Foundation means that the medical field will suffer. 
I think it was a bad mistake. I think we ought to do something to 
get it back. 

Mr. Focarry. That was the only reason for my questions. I 
wanted to develop something here. 

Will you supply a statement for the record as to what the effect 
of the reduction of predoctorate fellowships has been so far as this In- 
stitute of Microbiology is concerned? 

Dr. Sesre.yi. We will supply that for the record, Mr. Fogarty. 

(The information requested is as follows:) 


PREDOCTORATE FELLOWSHIPS 


In the fiscal year 1953 the general appropriation, ‘“Operating expenses, Na- 
tional Institutes of Health,” provided for support of a total of 45 fellows in the 
field of microbiology at a cost of $150,000. Half of these were predoctorate 
fellows. In 1954 the decision was made to transfer all new awards of predoctorate 
fellowships to the National Science Foundation. The 1954 President’s budget 
accordingly reduced the microbiology fellowship program to $117,000, which 
amount is currently being used solely in support of postdoctorate fellows and for 
completing the training of pretloctorates who had started training under National 
Institutes of Health awards before the transfer decision was made. The 1955 
figure is also $117,000. The net reduction of $33,000 in comparing the 1954 
amount with the 1953 amount represents the Microbiology Institute’s share of 
the $390,000 total transfer figure which embraced all NIH programs. This 
$33,000 cut would support approximately 10 predoctorate fellowship awards. 


RECENT BUDGET HISTORY 


Mr. Fogarty. Doctor, what was the so-called Truman budget 
for 1954? 

Dr. $7 million. 

Mr. Focartry. What was the Eisenhower budget? 

Dr. SHANNON. $5,738,000. 

Mr. Focarty. What did the House give you? 

Mr. Keury. $5,479,200. 

Mr, Fogarty. What was your final appropriation? 

Mr. $5,738,000. 

Mr. Fogarty. That was the Eisenhower budget? 

Mr. Ke tty. Yes, sir. 

Mr. Focartry. What did you request for this year of the Bureau of 
Budget? 

Dr. Haas. $6,106,500. 

Mr. Focarry. They allowed $176,500 less than you requested. 
Is that correct? 

Dr. Haas. That is right; yes. 

Mr. Fogarty. That is all, Mr. Chairman. 
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Tuespay, Aprin 27, 1954. 


NEUROLOGY AND BLINDNESS ACTIVITIES 


WITNESSES 


DR. PEARCE BAILEY, DIRECTOR, NATIONAL INSTITUTE OF NEURO- 


LOGICAL DISEASES AND BLINDNESS 


DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES 


OF HEALTH 


DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL INSTI- 


TUTES OF HEALTH 


DR. C. J. VAN SLYKE, ASSOCIATE DIRECTOR, NATIONAL INSTITUTES 


OF HEALTH 


DR. LEONARD A. SCHEELE, SURGEON GENERAL 
ROY L. HARLOW, CHIEF FINANCE OFFICER 


SALARIES, EXPENSES, AND GRANTS 


Amounts available for obligation 


1953 actual 


1954 estimate 


1955 estimate 


Appropriation or estimate 
ferred from ‘‘Promotion and further development of 
vocational education, Office of Education,” pursuant to 
Public Law 286 


from— 
“Operating expenses, National Institutes of Health, 
Public Health Service” 
“Salaries, expenses, and grants, National Cancer Institute, 
Public Health Service”’ 


“Salaries, expenses, and grants, 
Public Health Service” 


Total obligations 


$4, 500, 000 


$4, 763, 000 


$1, 445, 547 


139, 330 
59, 243 


169, 530 


4, 501, 750 


1, 813, 650 


4, 501, 750 


Obligations by activities 


Description 


1953 actual 


1954 estimate 


1. Grants for research and training: 
a) Research 
b) Research fellowships 
c) Training grants 
(d) Training stipends 
2. 


Other d operations: 
ql) — _ approval of research and train- 


$1, 273, 122 
148, 398 
43, 918 
51,010 


208, 785 


21,331 


7, 


1, 813, 650 


Adjusted appropriation or estimate (obligations in- 
4, 768, 000 
1955 estimate 
$2, 700, 000 $2, 700, 000 
400, 000 400, 000 
104, 000 104, 000 
. mz 1,039, 750 1, 283, 000 
48, 000 48, 000 
4, 501, 750 4, 763, 000 
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-Obligations by objects 


Object classification 


1953 actual 


1954 estimate 


1955 estimate 


Total number of permanent positions 
Full-time equivalent of all other positions 
Average number o/ all employees 


Average salaries and grades: 

General schedule grades: 
Average salary 
Average grade 


01 Personal services: 
Permanent positions 
Other positions 
Regular pay in excess of 52-week base 
Payment above basic rates 


Travel 

Transportation of things. 
Communication services 
Rents and utility services_ 
Printing and reproduction_- 
Other contractual services 


Reimbursements to “Operating expenses, 


Institutes of Health, Public Health Service 


Supplies and materials 

Equipment 

Grants, subsidies, and contributions 
Taxes and assessments 


Subtotal 
Deduct charges for quarters and subsistence 


Total obligations 


National 


1, 813, 650 


4, 501, 750 


Analysis of expenditures 


1953 actual 


1954 estimate 


1955 estimate 


Unliquidated obligations, start of year 
Obligations incurred during the year 


Deduct unliquidated obligations, end of year 


Expenditures are distributed as follows: 
Out of current authorizations 
Out of prior authorizations 


$4, 501, 750 


$451, 750 
4, 763, 000 


4, 501, 750 
451, 750 


4, 050, 000 


Mr. Bussey. The next appropriation item we have for considera- 


tion is the budget request for neurolog 
the National Institutes of Health. At this point, we will insert your 


prepared statement, Dr. Bailey. 


and blindness activities of 


GENERAL STATEMENT 


HISTORICAL BACKGROUND 


The National Institute of Neurological Diseases and Blindness is the 
of the National Institutes of Health, having been established by Public 


oungest 
saw 692, 


August 1950. No appropriation, however, was made to activate the Institute 


until fiscal 


ear 1952 when $1,250,000 was made available to initiate a beginning 
research in the broad field of neurological and sensory disorders. 


hese funds were allocated within the general appropriation ‘‘Operating expenses, 
National Institutes of Health, Public Health Service, 1952.” 
During fiscal year 1953, $1,972,300 was appropriated under the same general 
appropriation to provide for essentially the same program as the previous year, ° 


31 123 123 
19 86 120 
Gs-6.2 GS-6.7 GS-67 
$443, 410 $610, 260 
9, 887 10, 100 12) 650 
445 2) 070 2' 070 
6 1, 670 1,970 
wes 113, 382 457, 250 626, 950 
02 10, 255 20, 700 27, 000 
05 750 650 700 
06 798 4, 800 6, 000 
07 20, 149 10, 750 12) 050 
Se ee 129, 896 564, 800 626, 950 
08 PIE i 5, 440 46, 400 63, 100 
09 11, 299 28, 950 32, 650 
il 3, 354, 000 
15 470 3, 300 3, 900 
2° 300 4, 400 
5, 214, 750 
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the bulk of the funds going to the support of research activities in medical schools 
and universities. 

To further the original plans of the Institute, to capitalize on expenditures to 
date, and to begin to meet the rising urgency of more research in this relatively 
neglected area, the fiscal year 1954 appropriation of $4,500,000 carried, for the 
first time, the National Institute of Neurological Diseases and Blindness as an 
identifiable appropriation item. 


NATURE AND INCIDENCE OF NEUROLOGICAL AND SENSORY DISORDERS 


Neurological and sensory disorders, which comprise diseases of the nervous 
system and its sensory endings—the eye and the ear, create an extremely serious 
public-health problem. Constituting over 200 disease entities, they affect approxi- 
mately 20 million persons in the United States alone, of whom at least half endure 
gravely disabling conditions. Among the crippling neurologic conditions are 
cerebral palsy, multiple sclerosis, epilepsy, muscular dystrophy, apoplexy, Par- 
kinson’s disease, and injuries to the brain and spinal cord. Among the serious 
sensory disorders are glaucoma, cataract, retrolental fibroplasia, and many other 
conditions which cause partial blindness and deafness. 

While only the third cause of death (after heart disease and cancer), it is prob- 
ably the first cause of permanent crippling. The victims of these diseases so often 
are afflicted in childhood, or early adulthood, and continue to live as cripples 
through a normal period of life expectancy. 


ECONOMIC BURDEN TO THE NATION 


The drain, therefore, on the Nation’s economy caused by the neurological and 
sensory disorders is a matter of major public concern. The total annual costs of 
these conditions must be measured in the billions. This staggering estimate may 
be more understandable if we consider the fact that all cost areas for the per- 
manently crippled, including wage and productivity losses, medical and welfare 
expenses, indemnity and compensation costs, and tax revenue losses, are inevit- 
ably more severe than for temporary or only partially debilitating illnesses. 


RISE OF PUBLIC INTEREST 


Ten years ago, there was but one organization concerned with research into 
neurological disorders: the National Foundation for Infantile Paralysis. Today, 
there are more than 10 voluntary health organizations and professional societies 
concerned with this problem. Within just the past 5 years the United Cerebral 
Palsy Associations, the National Multiple Sclerosis Society, the National Epi- 
lepsy League, the Myasthenia Gravis Foundation, the National Paraplegia 
Association, and the Muscular Dystrophy Associations, with their many local 
chapters throughout the eountry, have been established; and these organizations 
and others have given to medical research the highest priority. Older organiza- 
tions such as the National Society for Crippled Children and Adults have also 
initiated programs in support of medical research, in addition to their farftung 
activities in patient care and welfare. 


NATIONAL COMMITTEES FOR RESEARCH 


This surge of research interest in the neurological and sensory disorders has not 
only become evident in each individual program of each society, but in all of them 
as two closely correlated groups. In 1952, the National Committee for Research 
in Neurological Disorders was formed, composed of the National Epilepsy League, 
the National Society for Crippled Children and Adults, the National Multiple 
Sclerosis Society, the United Cerebral Palsy Associations, the Muscular Dystrophy 
Associations, and several professional medical groups. 

In 1953, the National Committee for Research in Eye Diseases and Disabilities 
was formed, composed of the American Foundation for the Blind, American 
Association of Instructors of the Blind, National Federation of the Blind, National 
Industries for the Blind, Association for Research in Ophthalmology, American 
Association of Workers for the Blind, the National Society for.the Cee of 
Blindness, the National Foundation for Eye Research, the National Council to 
Combat Blindness, the Ophthalmological Foundation, We the Blind, Eyes Right, 
Ine., the Blinded Veterans Association, Inc., the American Ophthalmological 
Society, Inc., the American Academy of Ophthalmology, and the section on 
ophthalmology of the American Medical Association. 
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Both of these national interagency committees have similar interests: to coordi- 
nate their research efforts as separate agencies and to stimulate research further 
from both public and private sources. 


PRESENT STATUS OF OUR KNOWLEDGE 


When the National Institute of Neurological Diseases and Blindness was 
activated in 1952, a number of brilliant new discoveries in the field of neurological 
and sensory disorders had secured the scientific beachhead indispensable to an 
effective large-scale research offensive. The award in rapid succession of the 
Nobel prize in science to seven neurologic investigators bears witness to the sig- 
nificance of these achievements. 


NEW PRECISION INSTRUMENTS 


The discovery of air encephalography by Dandy and angiography by Moniz; 
the even more recent development of electroencephalography for the evaluation of 
brain waves, and electromyography for measuring the electric potentials of 
neuromuscular contractions; and finally, the introduction of radioisotopes as 
tracer techniques—all of these advances help make up the new scientific front for 
a total attack on the crippling neurological and sensory disorders. These dis- 
coveries have given us not only new and valuable diagnostic tools, but also reliable 
precision instruments for evaluating, by remote control, activities of the brain 
under varying conditions, and for tracing the concentration and action of the 
many complex body chemicals which regulate the functions of the nervous systems 
in both health and disease. 

To these modern discoveries should be added the development of still newer 
techniques in biophysics and biochemistry- and the rise of neurological surgery 
not only as a weapon for the attack on brain tumors and other injuries to the 
nervous system, but also as an important tool for exploring the action of the brain. 
The United States today has unchallenged world leadership in neurological surgery. 


NEED FOR A NATIONAL PROGRAM 


Brilliant as these accomplishments were, their logical, practical development 
in relationship to disease were never exploited. While neurological research had 
produced isolated, brilliant achievements, a sustained coordinated approach which 
could fulfill the opportunities presented could not be undertaken. What was 
evident, finally, as Harvey Cushing saw it as early as 1919, were two primary 
needs’ the sustained support of worthy investigators already in or about to enter 
the field so that continuity of research could be obtained, and a national research 
program where coordination of effort would be a leading principle in exploiting 
the main opportunities for the prevention or treatment of neurological and sensory 
disorders. 

RESEARCH PROGRESS (1952-54) 


The action of Congress in establishing the National Institute of Neurological 
Diseases and Blindness was perfectly timed to provide stimulus for exploitation 
of the backlog of fundamental findings. 

Since the establishment of the Institute, this entire movement has been imple- 
mented to such an extent that already, within the span of a year or so, previous 
research opportunities have been translated into practical research accomplish- 
ments and still newer opportunities have been created, which promise concrete 
results if vigorously pursued. 

Some examples of major research progress include: 

1. The development of a method, by an Institute grantee, for preventing a 
disorder in newborn children which leads to a type of cerebral palsy. As a result 
of this work, more than 1,000 children annually are saved from death or serious 
crippling (approximately one-tenth of the cerebral-palsied children born each year). 

2. The development of a brain operation which can result in elevating the pro- 
ductive capacity of thousands of patients with cerebral palsy. 

3. The discovery by an Institute grantee of a method for producing experimental 
epilepsy in laboratory animals whereby new therapeutic agents for the control 
of this disorder may be tested safely and swiftly (today 80 percent of epileptic 
seizures can be controlled.) 

4. The discovery by Institute investigators at the Bethesda Clinical Center 
of the probable basic chemical causes for the abnormal discharge of brain cells 
in epilepsy, which may help lead to a final cure. 
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5. The use of new drugs in the treatment of myasthenia gravis (a debilitating 
neuromuscular disease). Today, 80 percent of these patients of all aces, if ade- 
quately treated, may expect to survive the disease. Formerly, about half of 
these patients died within weeks after the diagnosis was made. 

6. The use of newer and more effective druss for the partial control of the symp- 
toms of creeping paralysis (Parkinson’s disease). 

7. The further development by Institute investirators of. special technics for 
evaluating the proteins of the spinal fluid, which would lead to an objective method 
for the early diagnosis of multiple sclerosis (at present, the average time taken to 
diagnose a case of multiple sclerosis is 6 years). 

8. The use of a drug which in preliminary tests has checked the progress of 
ocular tension which causes acute glaucoma. 

9. The findings through a collaborative project that the routine administration 
of high tension oxygen may be the reason for the most common cause of blindness 
among children: retrolental fibroplasia. 

These and other research achievements, to be mentioned later, have been made 
possible by new and special facilities created through the Government’s recent 
role in support of neurological and sensory diseases. Both the collaborative 
project in retrolental fibroplasia and our clinical center project in epilepsy, for 
example, amply reveal how the Institute’s programs alone provide special facil- 
ities to meet special research needs in the field. 


RETROLENTAL FIBROPLASIA 


Retrolental fibroplasia attacks prematurely born infants about 3 to 5 weeks 
after birth. The initial symptoms are progressive so that complete loss of vision 
often ensues in the fourth or fifth postnatal month. Now it is the most’common 
cause of blindness in children and it appears to be increasing. 

Since 1948 little light could be cast on the causes of this disorder and it was not 
until 1952 that a grantee of the Inrtitute presented evidence, as a result of work 
on animals, that retrolental fibroplasia might be due to administration of high 
tension oxygen in infants’ incubators—a routine procedure in the care of prema- 
ture infants in most hospitals. 

Whether the work done on animals was applicable to humans, however, was, 
and still remains, the overwhelming question. The problem of finding the 
answer, moreover, was a complex one. Where could funds be found from any 
single source to finance the high costs of examining hundreds of premature children 
throughout the country, and who would provide the focal point for the adminis- 
tration of a research project involving a complex network of investigators and 
a which were needed to obtain a decisive ‘“yes’’ or “no” answer to the 
problem 

To both these questions, the Institute has provided the answer, and, as a result 
of its support, 36 investigators at 18 hospitals, working under a coordinated 
research plan, are devoting their energies to preventing the leading cause of 
blindness in children. This collaborative research project is being conducted by 
the Institute in cooperation with the National Societv for the Prevention of 
Blindness and the National Foundation for Eye Research. 


EPILEPSY RESEARCH 


While developments in the control of epilepsy during the past decade have 
been highly significant, the possibility of a cure has seemed remote. The drugs 
which have been developed to reduce seizures have been evolved through a long 
process of trial and error, but the inability of science to study the brain tissue 
of living epileptics has made it impossible to understand those chemical changes 
which might be responsible for the disorder. From such understanding, it is 
believed, a method for changing the abnormal chemistry of the brain so that it 
may function normally is both a logical and inevitable step. 

During the last 2 years, however, it has been accepted practice in a few neuro- 
logical centers to perform neurosurgical operations on selected patients with 
epilepsy whose seizures can be traced to a localized area of abnormal electrical 
discharge in the brain. This region of abnormal discharge, which is identified 
by means of the electroencephalogram, is called the epileptic focus. The operation 
consists of surgical excision of the abnormal focus. 

This operation not only gives benefit to these epileptic patients, but also pro- 
vides a unique opportunity to study the excised epileptic tissue with the latest 
biochemical techniques and to compare its biochemical constituency with that of 
normal brain tissue. These studies already have been undertaken with interesting 
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results at the clinical center. It is now clear that the chemistry of the epileptic 
tissue is different from that of normal tissue. For example, one important chem- 
ical, normal to brain tissue (glutamic acid), does not, apparently, form in sufficient 
quantity in epileptic tissue, and another chemical (acetylcholine) does not form 
in sufficient quantity in reserve. 

Furthermore, the Institute’s clinical center staff is working with a substance 
which might make up the chemical deficiency in epileptic tissue, and this substance 
is now being given to a group of epileptic patients with intractable seizures. A 
preliminary report will be ready in the near future. 


PROGRAM EMPHASIS AND OBJECTIVES 


So far the background of the National Institute of Neurological Diseases and 
Blindness and some of the highlights of its activities have been presented in 
order to suggest some basic factors behind its program emphasis. 

As can be deduced already, the emphasis of the Institute’s program is on effective 
participation in a national research effort to find improved methods for the diag- 
nosis, prevention, treatment, and rehabilitation of the common crippling disorders 
of the nervous system and its sensory endings, the eye and the ear—and to accom- 
plish these ends in the shortest possibie period of time. 

To achieve this general goal the Institute has set up three clearly defined 
objectives: (1) to fill, as far as practicable, important gap areas in research and 
training; (2) to stimulate and participate in national collaborative efforts to 
combat crippling neurological and sensory disorders in instances where the 
unique facilities of the Institute can be used to advantage; and (3) to develop, 
at the clinical center, research teams which are equipped to make total attacks 
on specified disease areas, and to profit collaboratively from the large cross- 
fertilization of talent in both clinical and basic research at the National Institutes 
of Health. 

GAP AREAS 


Before 1952 there was an appalling number of gap areas in the research activities 
devoted to research in the broad spectrum of disability presented by neurological 
and sensory disorders. Since its activation, the Institute has contributed to a 
partial closing of some of these important gaps. 

The largest gap at that time was the one created by lack of support for research 
rant applications in the chronically crippling neurological and sensory disorders. 
Ithough research grant requests still far exceed the Institute’s present resources, 

the Institute is proud that from fiscal years 1953 to 1954 its support of research 
grants in the chronic long-term crippling disabilities such as cerebral palsy, 
epilepsy, multiple sclerosis, muscular dystrophy, cataract, glaucoma, and retro- 
lental fibroplasia, has almost doubled the scientific research efforts in these areas. 
Only research in hearing loss—the most neglected area in medical investigation— 
showed no appreciable gain. A list of funds awarded for research grants in specifie 
disease entities is given in appendix 1. 

Progress has been made in the expansion of research in still another neglected 
area: the neurological aspects of cerebral vascular disease (stroke, apoplexy, etc.). 
This is a relatively neglected area of medical research, even though it constitutes a 
leading cause of death and is responsible for over a million persons crippled by 
hemiplegia in this country today. 

The Institute is now supporting 18 promising grants in this field—an almost 
threefold increase over the support it was able to give in fiscal year 1952. More- 
over, an additional basic attack on the problem is about to begin through the 
Institute’s intramural procram at Bethesda. 

The largest ca» area in the grants program of this Institute has been the need 
for better facilities in the graduate training of clinical teachers and res»archers 
in neurological and sensory disorders. It is a generally accepted principle that 
research and training are mutually interdependent. Unless the scientist in 
the laboratory can relv on a pool of young scientists-in-training, his procram 
will not survive for long. Similarly, if there is not a source of young clinical 
researchers-in-training, important laboratory discoveries may remain concealed 
for years before they can be tested in the clinic. 

With minor exceptions, the current facilities in our medical schools for post- 
graduate training of teachers and clinical researchers in neurological disorders 
are seriously inadequate. Less than a third of all the country’s medical schools 
have complete neurological units for teaching physicians and scientists. Many 
of our neurological teachers are not qualified neurologists, and many States in 
the United States do not have a single qualified neurologist. 
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This need for additional graduate training facilities in the area of ocular disease 
is almost as great. Although there are many practicing ophthalmologists in 
this country, yet only a few medical schools have adequate facilities for training 
clinical teachers and researchers in this field. 

Funds have been made available to this Institute for the support of graduate 
medical training grants for the first time in fiscal year 1954. This sum ($400,000) 
now supports 23 programs among the total that may be submitted from our 
country’s 80 medical schools. (A list of these programs is given in appendix 2.) 


NERVE REGENERATION 


For the past 2 vears, this Institute has spoken of the promising research in the 
regeneration of nerve tissue of the central nervous system. There is ¢ood reason 
for this emphasis, for no other single investigation holds such potential for the 
control of a number of serious neurological disorders. If suecessful, it would 
provide a virtual cure for some forms of cerebral palsy, epilepsy, and for the 
crippling effects of poliomyelitis and early cerebral vascular disease (stroke). It 
offers the only real hope for substantial restoration of function to para legics and 
the many sufferers of other conditions which result from accident or injury to the 
nervous system during peace or war. 

Regeneration of nerve tissue has alw avs been considered impossible, and it was 
not until a few years ago that a prominent investigator at the University of 
Pennsvlvania found that a certain heat-producing bacterial agent might provide 
the rebuttal to this classical theory. He clearly demonstrated that by the use of 
this agent, cut nerve fibers in the spinal cords of animals could be regenerated and 
the structural continuity of the cut fibers reestablished. 

Since this first major discovery, little protress had been made to advance further 
research in nerve regeneration, The reasons have been lack of support and the 
paucity of facilities required for close collaboration between laboratory and clinical 
research. Such neglect of a promising lead creates an important gan area. 

Whether the ultimate goal will be achieved cannot be predicted. Yet it is clear 
that the work must be actively pursued until a decisive answer is obtained. 

It is expected that the decisive ‘‘yes’’ or ‘‘no”’ will be made at this Institute. 
Such a project is structurally suited to its program emphasis, where close colla- 
boration between laboratory and clinical research is maintained. It is for this 
reason that Dr. William F. Windle, the scientist originally responsible for nerve 
regeneration, recently has joined the Institute’s basic laboratory staff. 


EPIDEMIOLOGY RESEARCH 


Since there is no mandatory reporting system for chronie disease and disability, 
there are no validated figures on the morbidity of many of the disabling neurologic 
eonditions. The estimates we have are based, in many instances, on spot checks 
and experience. To meet this deficit the Institute has organized an epidemiological 
section to gather more reliable statistics on the mortality and morbidity of crippling 
neurological and sensory disorders. 

The activities of an epidemiological program, of course, goes beyond the collec- 
tion of mortality and morbidity reports. Epidemiological research can disclose 
leads to the cause of disease. For example, the cause of pellagra was uncovered 
through epidemiological research. 

In 1952 and 1953 it was reported that the incidence of amyotrophic lateral 
sclerosis was greater among the Chamorres on the island of Guam than in the 
United States and Canada. Amyotrophic lateral sclerosis, more commonly known 
as Lou Gehrig’s disease because the noted baseball player died from this condition, 
is a serious neurologic disorder which kills its sufferers in about 3 years. 

Inasmuch as the original reports from Guam appeared to be reliable, the Insti- 
tute organized an epidemiological project to survey the incidence and mortality 
of the disease in Guam, Rota, Saipan, and Moen Island in the Truk Archipelago. 
The project was set up in collaboration with the Navy Department and the 
Department of the Interior. The preliminary survey (the first phase of the 
operation) was undertaken in the summer of 1953, and it was found that amyo- 
trophic lateral sclerosis was 50 times more prevalent on Guam than the reported 
incidence in the United States. Now plans for the second phase of the project 
are in the making: to find out why the disease is so much more prevalent in Guam 
than in the United States, which may eventually lead us to its cause. 
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COLLABORATIVE PROJECTS 


That the special facilities of the Institute have opened the way to the activation 
of collaborative efforts in special research areas has already been indicated in the 
previously mentioned grant-supported study of retrolental fibroplasia, and the 
intergovernmental collaborative project on amyotrophic lateral sclerosis on the 
island of Guam. 

The Institute’s own research program also presents opportunities for collabora- 
tive efforts otherwise difficult of achievement. Already several cooperative 
studies, especially in eye research, are being anticipated at several local hospitals. 
The Institute is now recognized as the focal point for such projects and is being 
approached from the outside to help meet problems that can best be attacked with 
the unique clinical center facilities. 

At the present time, for example, the Institute is considering a request from a 
leading eastern medical school to test a new drug which in preliminary experi- 
ments indicates a remarkable ability to reduce intraocular tension in the eye 
and may, thereby, prevent patients with inoperable and uncontrollable glaucoma 
from going blind. If such a project can be undertaken by the Institute, the 
clinical center facilities and its access to selected patients should make it rela- 
tively simple to quickly determine whether or not another major step in the 
attack on blindness has been achieved. 

There is also considerable outside interest in the establishment of a study at 
the Institute on the brains of cerebral palsied infants and children. This would 
permit the first attempt to correlate the clinical manifestations of the various 
types of cerebral palsy with the corresponding types of brain damage. Such a 
study is essential before the complete answer to cerebral palsy in infants and 
children can be given. The special pathological facilities of the clinical center, 
the nature of the Institute’s present studies on cerebral palsy, the network of 
relationships already established by which such brains might more easily be 
obtained, makes the Institute the logical location for such a study, and it is 
hoped this project may be undertaken in the near future. 


RESEARCH TEAMS 


An important objective, as previously mentioned, is the development in the 


Bethesda program of clinical-research teams who are equipped with modern 
scientific tools to make comprehensive attacks on specifie disease areas. The 
project in epilepsy, already described, demonstrates the point. Here the clinical 
neurochemist, working in coordination with the neurosurgeon, the neurologist 
and the electroencephalographer, make up the team whose collaborative efforts 
have already proved fruitful. 

The largest team project now in action in the Institute’s clinical program 
concerns a concerted investigation of the basic mechanisms underlying muscular 
dystrophy, mvasthenia gravis, and various neuromuscular disorders. Here, under 
the general direction of a neurologist, the clinical basis of human muscle contrac- 
tion and strength, and its alteration in muscular dystrophy and neuromuscular 
disorders, is being worked out by a muscle chemist; the abnormal exchange of ions 
in these disorders is being traced with unstable radioactive isotopes and interpreted 
by a biophysicist; and the evaluation of changes in muscle contraction and action 
potentials is made by a clinical neurophysiologist. 

These clinical teams are not segregated groups but, whenever possible, interlock 
their activities. Each member of a team devotes a certain amount of nis time 
to the program of another team where his specialized talents can be of use. The 
majority of the team members have both medical and basic science degrees, which 
preserves a solid link between clinical and laboratory research in clinical problems 
and an intimate liaison of the clinical program as a whole, with the program in 
basic laboratory research. 


RELATED LABORATORY RESEARCH 


These clinical research teams have as counterparts the laboratory groups of the 
Institute’s program in laboratory research. Special problems arising in the 
clinical area are referred to the basic program, while discoveries made in the basic 
program are brought to the clinical area for testing. 

Thus, for example, researchers in the basic program in the past year have 
developed a technique which for the first time makes possible quantitative 
measurements of blood flow through all the individual parts of the living brain. 
This technique creates a new opportunity to study individual diseases, particularly 
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cerebral vascular disease and cerebral palsy. Another study in the basic chemistry 
of demyelinating process (the breaking down of the sheath which insulates nerve 
fibers) may open new avenues of clinical application to multiple sclerosis and 
other crippling demyelinating diseases. The study on nerve regeneration, already 
mtr Hore will continue and clinical applications will be made. These and many 


more projects are being developed in the Institute’s basic program for early 
application to particular diseases. 

he interlocking aspects of the clinical and basic programs do not stop at this 
categorical level but extend to every other Institute of the National Institutes of 
Health, thus reaping benefit from a unique cross-fertilization of talent. 


HOPES FOR THE FUTURE 


In the past 2 years, the testimony of this Institute has largely been concerned 
with the necessity for mounting a full-scale attack on the neurological and sensory 
disorders. This year, it can happily be said, the attack has been initiated, is 
proceeding according to plan, and several key objectives have already been taken. 

This is not to say that the Institute’s major goals are within easy reach. The 
battle, after all, has just been joined, and it should be mentioned that as science 
moves forward, the process of discovery, like victory, often uncovers problems as 
large as those resolved. Several key points in the offensive line, moreover, are 
still weak; the position of the intramural-research program and the graduate- 
training program require definite strengthening, and to fully be able to exploit 
weaknesses as they are found, other program areas also need reinforcement. 

Yet there should be no question that the future can be very optimistic. As 
much as the actual achievements made and the opportunities which are opened 
up for the future, the strong surge of public interest and the concentration of 
scientific endeavor, both dedicated to discovery of the causes, prevention, and 
treatment of neurological and sensory disorders, represent the greatest promise 
for their ultimate resolution. 
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APPENDIX 1.—Support of disease categories 
I. NEUROLOGIC DISEASE RESEARCH 


Fiscal 1953funds | Fiscal 1954 funds 


| 
Amount Projects | Amount 


| 


. Cerebral palsy 37 $296, 924 | 098 
. Epilepsy. 11 89, 3, 979 
. Multiple sclerosis and demyelinating diseases.___ - 117, 3 252, 404 
. Muscular dystrophy and neuromuscular disorders_- | 67, q 227, 807 
. Other disorders of the nervous system _____- 36 445, . 768 


(a) Congenital malformations = : | ten ‘ , 358 

(b) General vascular disorders (excluding cerebro } 

(ce) Infections.............-. é 24, 663 

(d) Injuries to nervous system. > 36, 372 2 302, 646 

(e Metabolic disorders... 13, | 270, 231 

(f) Other (nonspecific) 8, 6 25, 327 


O56 


1. Ophthalmic 


(a) Congenital disorders__. 
(>) Injury. 1 
(c) Infections and ‘inflammatory diseases... 52, O76 
(d) Metabolic and degenerative disorders__- t | B | 349, 860 


Cataract ___ 

Corneal opacities. 

Glaucoma. 

Senile blindness_____- 

Retrolental fibroplasia. 

Retinal detachment gal 32, 
Retinopathy 16, 999 
Fundamental to metabolic disorders (nsp) 12, 069 0 | 


38, 610 
17, 468 
100, 510 


(e) Neuromuscular 
(f) Hysterical amblyopia - 


Pp 
(g) Research of public-health significance _- 16, 382 


"88, 590 
151, 426 


| 


2. Otologic research aS 
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| 1, 988" 056 
| 


712, 


Sensory disease research 4 
Neurologic disease research total 


! Includes injury and disease to the brain where dysfunction is predominantly motor. 
2 Reflects the amount of the grant award rather than the expended amount. 


1 
2 
3 
4 
5 
Total. 108 1, 017, 199 | 186 | 1, 
II. SENSORY DISEASE RESEARCH 
| 30 | $251, 401 | 67 | $484, 393 
22, 284 
59, 279 
29, 664 
20, 898 
61, 147 
6,042 | 3, 381 
5 | 60, 987 | 
108 | 1,017,199 
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APPENDIX 2.—Craduate medical training grants 


Institution 


University of Minnesota_____ 
Georgetown University 
State University of lowa__-- 
University of North Carolina.. 
University of Vermont. 
Albany Medical College 
University of Utah. - 

Harvard Medical School 

Ohio State University_ 
University of Chicago... 


Type 


Amount 


| Neurologic disorders... 


Neurologic disorders 


$11,619 


University of Oregon_. 

Western Reserve University 

Johns Hopkins University 
Washington University 

Columbia University 

University of Kansas 

Northwestern University 
University of 
Jefferson Medical College. 
University of Michigan 
Louisville General Hospital... 3 
Washington University 

New York University 


Ophthalmie disorders 


disorders 


Ophthalmic disorders. 
| Neurologic 


RECENT EPILEPSY RESEARCH AT CLINICAL CENTER 


Mr. Bussey. Dr. Bailey, I believe you have some rather special 
recent developments that you would like to tell the committee about. 

Dr. Barney. Thank you. Mr. Chairman and members of the com- 
mittee, I am especially grateful for this opportunity; because today 
I would like to offer some proof of certain remarks I made in my testi- 
mony last year. You may remember I stated last year that the 
development and discovery of certain new precision instruments, such 
as electroencephalogaphy and the development of neurological surgery 
had contributed much to neurological research. In addition, another 
development was going along in biochemistry and biophysics, and I 
went so far last year as to suggest that if this development in bio- 
chemistry and biophysics on the one hand was united with the new 
developments in precision instruments, such as electroencephalog- 
raphy, and neurosurgery on the other hand would open new vistas of 
research in this area, and with it a new hope for cerebral palsy, multiple 
sclerosis, muscular dystrophy, epilepsy, and the many other crippling 
neurological conditions. 


SURGICAL TREATMENT 


In offering this proof, I would like to draw—and I think it is well 
in the interest of time entirely—from a case we had at the clinical 
center, with the aid of a few charts. Epilepsy is a common disorder; 
just as common as tuberculosis, and the only handicap of the epileptic 
is his seizures. Wipe out the seizures and the average epileptic looks, 
acts, and produces like any average man. 

This man you see here [indicating] is a patient who was admitted 
to the clinical center as one of our first patients in September. He 1s 
from Arlington, Va. He is 39 years old and at birth he sustained a 
severe injury to the right side of his brain. Since the age of 5, this 
man has averaged 5 to 10 epileptic seizures a day, every day of his 
life. These seizures for the most part were the major type of attacks 
characterized by a cry, a fall, loss of consciousness, and then the 


| 
16, 980 
12, 804 
do 8, 460 
10, 916 
15, 700 
17, 640 
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convulsion, first the tonic phase; a hard contraction of all body 
muscalature, followed by the tonic phase; alternating spasms of different 
segments the body, associated with frothing at the mouth, biting of 
the tongue and lips, and sometimes loss of bowel and bladder control, 
and all of these coming in a series of violent jerks and shocks. 

This man, as I said before, had averaged 5 to 10 seizures a day for 
30 years. These seizures had not been controlled by any modern 
epileptic drugs. As a result, he never went to school; he never had a 
job; he never was able to get married. In fact, he was never allowed 
out of the presence of a guardian for fear that he might meet with a 
disastrous injury in one of his violent fits. 

He came to us as 8 referral from the medical school of the University 
of Virginia. They had tried all of the modern antiepileptic drugs, 
which were sometimes quite effective, without success; and they asked 
us to admit him to our epileptic project in Bethesda. 

We admitted him in September and did electroencephalographic 
studies on him. As you probably know, the electroencephalograph 
records the electrical beats of the brain in somewhat the same way 
that the electrocardiograph records the electrical beats from the 
heart, but in epilepsy there are volleys of abnormal focal discharges 
even when the patient is not having seizures. 

From our studies, we found that the abnormal electrical discharges 
coming from the brain of this man were localized in a cireumseribed 
area on the right side of the brain which corresponds to this pencil 
mark [indicating] on his scalp. In other words, they were not coming 
from all points on the surface of the brain as is general in epilepsy, 
but only from a localized area or focus, as we call it. Therefore, 
this man had focal epilepsy and in view of that he was a candidate for 
surgical interference and removal of that part of the brain from which 
these abnormal focal discharges were coming. 

In the next picture as you see we have made a trapdoor in his skull, 
deflected the bone above as you notice in this area, on the lower part 
of the right side of the brain, known as the temporal lobe, and this 
is marked by this black line [indicating]. You will note it appears 
small and shriveled in comparison with the upper part of this part 
of the brain, which has a normal contour [indicating]. These large 
gaping areas around here are areas where the normal brain tissue 
would be if he had not had this injury at birth. 

In the next picture we have applied special electrodes to the actual 
surface of the brain in order to more sharply localize the area from 
which these abnormal discharges are coming. These electrodes are 
in turn attached to the electroencephalograph and the usual recordings 
made. 

In the next picture we indicate the part of the brain removed, 
which is somewhat larger than in the average case; in fact, sometimes 
it is quite small. In some cases, on pathological examination, we see 
no pathology at all; yet we get electrical recordings of focal abnormal 
activity. ere, however, the area of abnormal electrical discharge is 
large, so we had to remove practically the entire outer shell of the 
temporal lobe, leaving only the central core on the right. 
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BRAIN TISSUE STUDY 


Mr. Chairman, this is not the end of our Bethesda project; it is 
merely the beginning. It is the part represented by electroencepha- 
lography and neurological surgery. We are not concerned with testing 
the value of surgical treatment in treating focal epilepsy. There are 
at least two other places in the United States ‘where such effective 
surgery can be performed. What we are interested in you can see 
on the top of this chart, which is the study of epileptic tissue from the 
living brain. Therefore, in the next chart, we take sections of the 
brain which were removed at operation and within 5 seconds slice 
them with a special cutter or microtome which makes uniform slices, 
half a millimeter in diameter, of the brain sample. Remember the 
brain cells are still living in these slices and we have to hurry to in- 
cubate them in order to keep them alive. These slices are actually 
cut in what is known as a humid chamber to keep the temperature 
constant and moist and to keep the brain cells alive. 

Our purpose in all this is to get sections of the living brain to test 
their chemical composition and see if it differs in any way from nor- 
mal brain tissue; if so, can these differences be corrected in order to 
make the electroencephalogram of these patients normal and event- 
ually eliminate epileptic seizures in man. 


CHEMICAL DIFFERENCES IN BRAIN TISSUE 


We are in a position right now to give preliminary answers to all 
these questions. We have made no official report as yet, but one will 
be made this week at the meeting of the American Academy of Neurol- 
ogy, at the Shoreham Hotel in Washington. I can say at this point 
there is a definite difference chemically between epileptic brain tissue 
and normal brain tissue. The difference is a deficiency in a certain 
substance which I believe robs the brain cells in the epileptic from their 
stability and results in these abnormal electrical discharges which you 
see here on the electroencephalogram and in the epileptic seizures 
which you see with your eye. This chemical difference between the 
epileptic brain and normal brain is in a substance known as glutamic 
acid. Glutamic acid is an element which is essential to brain activity. 
The brain of an epileptic, in all of the cases we have done—and we have 
operated on 25 of these patients—is only one-half in amount as com- 
pared to the glutamic acid in the normal brain. 


GLUTAMINE AND ASPARAGINE 


Now we come to the most exciting question of all—can we make the 
glutamic acid content of the epileptic brain equal to the glutamic acid 
content of the normal brain. If you give glutamic acid as a medicine 
to a patient with epilepsy, it has no effect on his epilepsy, for the very 
good reason, as we found out, that glutamic acid does not diffuse from 
the blood into the brain, which indicates that the glutamic acid found 
in the brain is actually manufactured by the brain cells themselves. 

Since glutamic acid will not pass from the blood to the brain we 
went on to search for some compound of glutamic acid and another 
substance which might pass from the blood into the brain and then 
break down into glutamic acid. We have found this substance in a 
glutamine. Glutamine is chemically known as amine of glutamic acid. 
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Glutamine will pass from the blood into the brain and within the brain 
cells it joins with another acid called alpha keto glutaric acid and 
together they break up into two molecules of glutamic acid, and thus 
elevate the glutamic acid content of the brain cells. 

The next question is: will glutamine—and I have a sample here; 
this (indicating) is glutamine, a very innocuous looking powder, but 
probably the first brain vitamin ever produced—will glutamine control 
the abnormal electrical discharges in the electroencephalogram and 
will it control epileptic seizures in man. 

I think I can illustrate this best with the next chart. You must 
remember that in all of the antiepileptic drugs we have today, while 
many of them are effective in controlling epilepsy, they never change 
the abnormal electrical discharges coming from the brain; they never 
affect the fundamental nature of epilepsy; they act solely as sedatives 
or depressants of nervous activity; in other words, they do not elim- 
inate the tendency to epileptic seizures, but merely conceal it. 

In this chart (exhibiting) you have a person with electroencephulo- 
graphic abnormality before and after the use of glutamine. ‘This is 
a case of a 9-year-old girl who was averaging 10 seizures a day and 
they could not be controlled by any of our modern anticonvulsive 
drugs. Here (indicating) you will see an analysis of the electroen- 
cephalographic abnormalities before treatment, which is portrayed 
by humps reaching up as high as 35 percent abnormal—and ordinarily 
in electroencephalographic tracings of epileptic patients they never 
go above 50 percent—and the humps of abnormality in this patient 
were reaching peaks about every 11 minutes. This line in the middle 
(indicating) represents when we started giving glutamine by vein, 
intravenously. You will notice within 7 minutes that the activity 
was below 10 percent abnormal and is still falling at the end of 21 
minutes—it is not represented on that chart, but within 24 hours all 
of the abnormalities fell into what could be, and this patient, who was 
averaging 10 seizures a day, did not have a single seizure that day. 
When the treatment was stopped, her seizures returned. 

We had to stop the treatment because, remember, glutamine is 
a natural biological found in the brain of all normal mammals; it is 
extremely difficult to obtain in large quantities, so we had to stop the 
treatment. 

In view of the expense of glutamine and the difficulties of obtaining 
it, we looked around for a substitute which might be cheaper and more 
stable so that it could be given by mouth. We found this in a sub- 
stance known as asparagine. Asparagine is the chemical counterpart 
of glutamine, only found in plants rather than animals. 

his [indicating] represents the electroencephalogram of this same 
patient after she had returned to the abnormal state when the gluta- 
mine treatment had been stopped. This [indicating] represents the 
electroencephalographic tracings of this patient 24 months after the 
beginning of asparagine. An inexperienced eye can detect the dif- 
ference between these two charts. These tracings in the first chart, 
as you will note, have in all leads a high amplitude, an irregular 
rhythm, and the characteristic spike and dome formations of epilepsy, 
which you see here [indicating], and those tend to come in bursts, 
which is very typical of an epileptic encephalographic record. 

In this chart after treatment [indicating] you note no striking. 
spike and dome formations; a very regular rhythm for a girl of this 
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age and we can call this [indicating] a normal electroencephalogram. 
This patient for the last 24 months has not had a single epileptic 
seizure. Previously she was averaging 10 a day. 

Remember that these substances (glutamine and asparagine) are not 
drugs; they are normal substances found in every brain; they therefore, 
have no toxic reactions. We have tried this now with about 12 
patients and in each case there has been a reversal of the electro- 
encephalogram toward normal, and there has been a great reduction or 
total elimination of all epileptic seizures. 

We have good reason to believe that glutamine, an actual animal 
product, acts better than asparagine because the use of asparagine in 
patients has been more effective by the addition of glutamine. 

I think, Mr. Chairman, that we have broken the mysterious barrier 
which has prevented a scientific explanation of epileptic seizures, and 
I think that this research will go way beyond the control of epilepsy. 
Already in some of our patients we have noted an increase of alertness 
and an increased intellectual performance. I offer this as one proof 
of what we found this last year. We have many more, but since this 
project is being undertaken at the Clinical Center I am very close to 
the problem, and I thought I could illustrate it more clearly than the 
others. 

I hope I have proved my point. 

Mr. Bussey. Thank you, Dr. Bailey. The committee is alwa 
= to have such wonderful reports of progress, at any of the 

nstitutes, such as you have demonstrated this morning. 

Dr. Seprewu. If I may add a word here, if this holds out with the 
great promise it now appears to hold in the control of this disease of 
epilepsy, this alone will pay back to the American people many times 
the cost of this Clinical Center that this committee was wise enough 
to support. 

Mr. Bussey. There is no doubt about that. This is one of the fields 
of research which I personally have thought for many years was 
neglected too long. The discoveries that are being made in the last 
few years are ample proof, I think, not only to the committee and the 
Congress but to the péople of the United States, that they can expect 
great possibilities in this field. 

Dr. Battny. Thank you. 


BUDGET REQUEST 


Mr. Bussry. Now, Dr. Bailey, your request for fiscal 1955 is 
$4,763,000 and that is $263,000 more than was appropriated in 1954. 
What was your original request, for neurological and blindness activi- 
ties, to the Bureau of the Budget? 

Dr. Baitey. The original request was $5,537,000, later revised to 
$4,763,000. 

Mr. Bussey. Then this request is $11,000 more than you requested 
of the Bureau of the Budget? 

Dr. Bauery. Yes, sir. 

Mr. Hartow. $4,752,000 is a revised estimate, and $4,763,000 is 
the budget allowance. 

Mr. Bussey. That makes $11,000 in excess of what you really 
asked the Bureau of the Budget for; is that correct? 


Dr. Yes, sir. 
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NUMBER OF VOLUNTARY ORGANIZATIONS 


Mr. Bussey. On page 2 of your statement you mention that: 


Ten years ago, there was but one organization concerned with research into 
neurological disorders—the National Foundation for Infantile Paralysis. Today, 
there are more than 10 voluntary health organizations and professional iaeieties 
concerned with this problem. 

Is that an advantage in your estimation, or would it be to the 
advantage of everyone to have these various voluntary organizations 
drawn into one group? 

Dr. Battery. In a way I think it is an advantage to have organiza- 
tions built around a particular disease. However, we have a problem 
and our Institute covers such a large spectrum of diseases that it is 
advisable to have a national committee in order that a national 
research program could be established and the general size of the 
problem would be evaluated. As you will notice later, such a national 
committee in the field of neurological diseases has been established, 
which is composed of various representatives from all of these volun- 
tary health agencies that are interested in neurological problems. 
This has been a great help in actually devising a national program for 
the total problem. 

Mr. Bussey. How binding is any action of this national committee 
on any of the voluntary agencies? 

Dr. Bartey. It is not binding at all. They join voluntarily. They 
have been very interested, but there are no binding regulations 
whatsoever. 

Mr. Bussey. But each one of the voluntary organizations is repre- 
sented on the national committee? 

Dr. Battey. That is correct. They continue with their local pro- 

s the same as before; but when it comes to problems of national 
interest in research and training, then they refer it to the national 
committee. 

Mr. Bussey. On page 4 under the heading “‘Present Status of Our 
Knowledge,” the last sentence reads as follows: 

The award in rapid succession of the Nobel prize in science to seven neurologie 
investigators bears witness to the significance of these achievements. 

Were any of those seven in the National Institutes of Health? 

Dr. Battey. No. You see, our Institute was only founded in 1950. 
I beg your pardon; there was one who was at the National Institute 
of Health for a while, as I understand. Dr. Sebrell can correct me, 
because it was before my time, but that was Dr. Albert Sezent Gyorgi. 

Dr. SEBRELL. Mr. Chairman, we have had at the National In- 
stitutes of Health as guests scientists or caseworkers at various 
times three Nobel prize winners. We have never had a member of 
the staff of the National Institutes of Health awarded the Nobel 
prize, however. 


DETAILS REGARDING EXAMPLES OF RESEARCH PROGRESS 


Mr. Bussey. Dr. Bailey, would you be so kind as to furnish for 
the record an expansion of the 9 examples you set forth in your pre- 
pared,statement starting on page 5 and going over to page 9. I think 
it would be helpful and interesting if we could have those expanded a 
little bit in the record. 
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Dr. Barvey. I will be very glad to do so. Perhaps you would 
like me have me omit the epileptic one which was the project I demon- 
strated. 

Mr. Bussey. Yes; there is no need of repeating that. 

(The requested information follows:) 


NaTIONAL INSTITUTE OF NEUROLOGICAL DISEASES AND BLINDNESS, DEPARTMENT 
or Epucation, AND WELFARE, HEALTH SERVICE 


The material requested for the record on research progress in neurological and 
sensory disorders follows. 

CEREBRAL PALSY 
1, Prevention 

Kernicterus or erythroblastosis foetalis is a form of cerebral palsy occuring in 
about 2,000 newborn children every year. Its symptoms are severe jaundice, 
appearing within the first 48 hours after birth; associated with paralysis, grotesque 
involuntary movements, and some mental defect. ‘These neurological symptoms 
are due to damage to deeply situated structures in the brain. 

Kernicterus results from blood incompatabilities, involving the so-called Rh 
factor. ‘lhe Rh factor, a still undefined substance of the blood, may be present 
in a given individual (Rh positive) or absent (Rh negative). Here the blood cells 
of an Rh positive infant, still unborn, invade an Rh negative mother’s blood- 
stream, the mother’s blood produces antibodies, substances which fight and often 
destroy the Rh positive blood cells. These antibodies, in turn, invade the blood- 
stream of the unborn child, and while the child’s bodily defense mechanisms may 
control this attack until birth, at birth itself a failure of defense occurs. ‘The 
antibodies from the mother destroy the blood cells of the infant, resulting in anemia 
and jaundice, which causes irreversible damage to important parts of the brain. 

The almost total elimination of Kernicterus now seems possible as a result of 
work performed at the Children’s Medical Center, Boston, Mass., by Dr. Louis 
Diamond, a grantee of the National Institute of Neurological Diseases and 
Blindness. It has been found that multiple-exchange transfusions (replacing the 
infant’s blood with new blood) are capable of saving the child from any brain 
damage with its serious consequences to body and mind, 

Pre\ ious efforts to treat kernicterus failed due to the fact that multiple small 
transfusions or a single exchange transfu: ion produced a clinical tran: formation 
which seemed like a cure but, which later evaluation of the child’s capabilities 
indicated, were unsucces*ful. The secret of preventing kernicterus, as Diamond 
discovered, is evaluating the need and time for exchange tranrfusions. 

Dr. Diamond and his colleague have found a method of measuring in infants 
an element of the bile (bilirubin) which is produced by the dertruction of blood ~ 
cells by the mother’s antibodies. This bilirubin measurement indicates the 
severitv of the jaundice and determines the need for exchange tranfu:ions. It 
has been found that bilirubin levels of more than 20 milligram percent are danger- 
ous. Such a measure, of course, is not onlv necessary for determining when 
transfusions should be given but also in avoiding unnecessary transfusions which 
mav be precarious to the child. 

The significance of this work may be measured in children saved from both 
death and cerebral palsy. It mav be estimated that death from kernicterus occurs 
in about 1,000 cases yearly and that 1,000 cases live with permanent dirabjlity, 
representing about one-tenth of all the cases of cerebral palsv occurring annually. 
Prevention of kernicterus is even more significant than this figure would indicate. 
The living victims of this dirorder are almost damaged verv severely, with the 
possibility for successful rehabilitation extremely limited, and many cases require 
either permanent nursing or institutional care throughout their lives. 

2. Treatment 

Among the 10,000 cases of cerebral palsy born each year, a large proportion 
suffer a severe hemiplegia (arm, leg, and trunk paralyzed on the samo side), 
and severe epileptic seizures at the same time. These cases are not subject to 
medical control or rehabilitation. ; 

The cause of this form of cerebral palsy frequently is damage to the motor 
cortex of the brain (part of the brain’s outer surface). In preliminary studies 
conducted at the University of Minnesota, removal of the area of motor cortex 
involved in a number of cerebral palsy cases has resulted in considerable ameliora- 
tion of the condition. All patients so surgically treated at Minnesota, ranging 
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from I6 to 38 years of age, who had been hemiplegics from childhood on, were 
able to walk and talk. In followup studies of from 4 months to 5 years, convul- 
sions were also found to be eliminated in all but 2 cases, and in these, seizures 
were markedly reduced. In all cases, no loss of sensation or of ‘‘position” sense 
occurred, 

To what degree this operative procedure may prove successful in @ majority 
of hemiplegic cerebral palsy cases remains to be tested. The preliminary success 
in this removal of half the cortex suggests that deeper motor portions of the brain 
must remain intact and that the other half of the cortex is capable of taking over 
some of the functions of the portion excised. 


RETROLENTAL FIBROPLASIA 


Retrolental fibroplasia is the leading cause of blindness in children and it is 
estimated that from 700 to 1,100 cases occur each year. Approximately 50 to 
60 percent of all premature babies weighing 3% pounds or less at birth incur the 
disorder, and in almost half of these the attack on the retina progresses to com- 
plete loss of vision. 

Possibly the most significant discovery during the past year in the field of 
blindness has been the evidence presented by a grantee of the Institute that 
retrolental fibroplasia may be caused by the prolonged and high oxygen which is 
normally administered to premature infants in hospital nurseries. While this 
data is not yet conclusive, because the group of premature children investigated 
was too small, the statistics have warranted broad attention. Of 65 infants, of 
whom 23 received high oxygen (65 to 70 percent), in periods from 4 to 7 weeks, 
17 developed retrolental fibroplasia to a partial loss of vision, and 5 to complete 
loss of vision. Of 37 infants receiving low oxygen (35 to 40 percent) only 6 cases 
incurred the disorder, and none suffered even partial loss of vision as compared 
to those under high oxygen. While progress on this study is encouraging, final 
results are not yet available. 


MUSCULAR DYSTROPHY, MYASTHENIA GRAVIS, AND OTHER NEUROMUSCULAR 
DISORDERS 


The nature of neuromuscular disorders 


Neuromuscular disorders constitute a major public-health problem. Some, 
such as muscular dystrophy, are rapid killers, while others, such as multiple 
sclerosis and Parkinson’s disease (creeping paralysis), result in a prolonged yet 
progressive paralysis in which the patient may live for years, but only as an ex- 
panding burden to himself, to the community, and to the Nation’s economy. 

Neuromuscular disorders may arise from a primary disturbance anywhere 
along the neuromuscular axis from the brain to the spinal cord and peripheral 
nerves to the muscle. Thus, in Parkinson’s disease and cerebral palsy the brain 
is primarily affected; in multiple sclerosis, the spinal cord; in neuritis, the periph- 
eral nerves; in myasthenia gravis there is a failure in chemical transmission at 
the point where the nerves become imbedded in the muscles (nerve-muscle junc- 
os and in muscular dystrophy and myositis the primary pathology is in the 
muscles. 

Among these disabilities also are the many paralytics whose condition arose as 
a result of accident and injury to the nervous svstem in peace or in war. These 
disabilities make up about 10 percent of all civilian accidents and war casualties. 
Present status of our knowledge of neuromuscular disorders 

With the exception of infantile paralysis and other paralytic disorders of infec- 
tious origin, there is much medical ignorance about these crippling disabilities. 
Substantially, we know no more about multiple sclerosis than when Charcot first 
described it in 1880, nor about muscular dystrophy than when it was first identi- 
fied by Duchenne during the same epoch. We still have no answers for the cause, 
or treatment, of the vast majority of neuromuscular disorders. And we have no 
specific remedy for neuromuscular disability due to injuries, for central nervous 
tissue, once. it is definitively damaged, never regenerates. 

Until recently, the investigation of neuromuscular disorders has been a badly 
neglected field of medical research. 


The research problem 


The complexity of the problem posed by neuromuscular disorders, however, 
may be more apparent than real; because, despite their variegations, many of these 
disorders appear to have some common denominator or underlying basic process. 
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‘Thus, for example, the dereneration of myelin (a fatty sheath which insulates the 
nerve fiber travts of the spinel cord and brain) is the essential pathholorie process 
not only of multiy le sclerosis but also of many other neurolosic conditions. Again, 
several types of cerebral ; alsy anpear to arise from related factors influencing the 
embryonie frowth of the nervous svstem. Tinelly, a common denominator in 
neuromuscular disabilities resulting from accident and injury lies in the fact that 
injured nervous tissue, unlike other tissues, for examryle, the skin and the liver, 
will not rerenerate. 

Latelv it has become evident that science has develoved to a state where it can 
profitably ex; lore several common denominators of neuromuscular disease, and 
in this wav new thera, cutie \is‘as to a larce number of these conditions. 

When the prorram of NINDB wes activeted in 1951, a few research studies of 
the common processes underlying various frours of neuromuscular disease beran. 
When the a»pro~ristion of the Institute was increased in 1953 some of these studies 
alreedy had resulted in discoveries which had been described elsewhere, and new 
studies were further introduced both in the rrants ; rocrem and in the procram 
at Bethesda. As a result, todav important attacks are being made on the chem- 
istry of mvelin, nerve reeneration, on factors which micht influence the embryolog- 
ical develoy ment of the nervous system, and on other processes fundamental 
to neuroloric disease. 


Design of the muscular dystrophy project at Bethesda 

In anproaching the proklem of neuromusculsr disorders, the Institute decided 
to ma‘e tota! attack on a ray area of research in neuromuscular disorders; 
to apy ly to this roject the latest techniques develoed in biophysics, biochemistry, 
and atomic medicine; and to desicn the attack in such a way as to achieve 
concrete results as quickly and as economically as rossible. 

The area of neuromuscular disease chosen for the attack was muscular dys- 
pots ef and neuromuscular disorders in which the primary damage is at the far- 
end of the neuromuscular axis, that is, in the muscle or the nerve-muscle junction. 

The point of departure of the pro‘ect lies in bringing to clinical testing certain 
discoveries made in laboratory research and in reinforcing the investigation by the 
use of unstable radio isotopes and new biochemical techniques. For example, 
it had been demonstrated previously that stimuli from a nerve to a muscle fiber 
depolarizes the membrane of the muscle fiber (takes on negative electrical changes). 
This depolarization of the muscele fiber membrane activates a complex protein 
(actomyosin), which supplies the contractile power of muscle, and causes muscle 
fibers to contract violently in vitro if another compound (adenosine triphosphate) 
is added, and assuming a proper ionic balance, particularly of potassium, can be 
maintained. 

These laboratory findings provided a springboard for developing a clinical in- 
vestigation of the factors that influence tensile strength of human muscle, and the 
significance of the distribution and utilization of potassium ions in neuromuscular 
disease. 

The project in action 

The ultimate target of the project is muscular dystrophy, both for practical 
reasons the first group of patients studied were those with myasthenia gravis. 
The investigative procedure is as follows: 

After a complete neurologic examination, the patient’s neuromuscular capacity 
is objectively evaluated by a specially constructed mechanograph and by total 
electromyography. Next, the patient is given predetermined doses of radio- 
isotopes (Ky and I,3:), followed in 24 hours by the taking of a muscle biopsy. 
Part of the biopsy material is given to the neuropathologist for pathologic veri- 
fication of the disease being studied; another part to the muscle chemist to test 
microscopically the contracting power of the actomyosin muscle threads under 
varying physiological and chemical conditions; and the remainder of the biopsy 
material is used to determine the quantity of intracellular and extracellular 

tassium and sodium in the muscle by intricate methods of radioactive counting. 

hese results then are balanced against the total sodium and potassium in the 
patient’s blood and urine to obtain a complete picture of the distribution of 
potassium in the body. . 

So far these determinations have been made on patients with myasthenia gravis, 
myositis, congenital myotonia, familial periodic paralysis, myotonic dystrophy, 
and muscular dystrophy. 
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Preliminary results to date 

In the first 5 months of the operation of this project, several interesting pre- 
liminary findings have been made. Since the design of the project was new, the 
first findings concern the construction, perfection, and standardization of testing 
equipment and methods. These results may be summarized as follows: 

1. The construction and standardization of an apparatus for measuring changes 
in muscle contraction and action potentials, free of influencing factors such as 
motivation. 

2. The standardization of a method for using radioisotopes and radioactive 
counting for the evaluation of the ionic exchange of potassium and sodium in 
neuromuscular disease. 

3. The standardization of a method for measuring microscopically the con- 
tractile power of human muscle threads. 

4. The construction of an electronic computer to analyze the curves of potassium 
and sodium egress in human muscle. 

In addition to this progress in the standardization of equipment and methodol- 
ogy, some clinical observations have been made, which are summarized as follows: 

1. The potassium in the muscle of patients with myasthenia gravis is abnormally 
high. This indicates that myasthenia gravis is more than a simple chemical 
disturbance at the nerve-musc:e junctions, as was previously supposed. 

2. The potassium content in the muscles of patients with myotonia dystrophy 
is low, whereas it is normal in the blood serum. In another study it has been 
demonstrated that in the case of patients with periodic familial paralysis, the 
potassium content of the blood serum is abnormally low and abnormally high in 
the muscle. 

3. In the early stages of muscular dystrophy, a substance, probably a fat-pro- 
tein complex, is suspected of invading the muscle cell. 

It is still too early to attach significance to these preliminary findings, but 
they are highly suggestive that a common denominator of abnormality may also 
obtain in muscular dystrophy and neuromuscular diseases, occupying the lower 
end of the neuromuscular axis, and that this common denominetor concerns, 
partly at least, a defect in the distribution and utilizetion of potassium. 

Already a form of potassium has been administered to one patient with 
myasthenia gravis. Further clinical trials will be made as the project progresses. 


GLAUCOMA 


Glaucoma is a serious blinding disease of the eyeball which is present in a 
chronic, nonsymptomatie form in 2 percent of all people over aze 40. It is char- 
acterized primarily by an abnormal increase in pressure within the eye. The 
effect of this increase in pressure is to produce a gradual shutting off of the blood 
supply to the retina with resultant death of the cells of the retina and inevitable 
blindness. 

In an effort to forestall the inexorable effects of this dread condition, scientists 
have conducted an exhaustive study of the mechanisms involved in the formation 
of the intraocular fluids and the maintenance of pressure within the eye. It has 
been found that one of the main constituents of this fluid is sodium bicarbonate. 
This substance is present in the eye in much higher concentration than in the blood 
and is intimately associated with the rate at which fluid is formed within the eye. 

The accumulation of sodium bicarbonate in the eye is due to the action of an 
enzyme ‘carbonic anhydrase.”’ (The discovery of this enzyme by Roughten 
several years ago is an exciting story in itself, because this investigator postulated 
the existence of such a substance on purely theoretic grounds and then set about 
to effect its discovery and characterize its chemistry.) 

Recently, a group of scientists at Johns Hopkins University (1) demonstrated 
that a new drug known as Diamox serves as a powerful inhibitor of carbonic 
anhydrase in the eye. This results in a marked and prompt lowering of the 
intraocular pressure. Thus far the new drug has been useful chiefly in bringing 
about a lowering of the pressure preparatory to surgical treatment. It is possible 
that further work will demonstrate the feasibility of using the drug for prolonged 
treatment, but this cannot be done until more data is available on possible toxic 
effects from chronic administration (2). 

Another interesting and highly useful effect of the new drug is its ability to 
bring about restoration of fluid in the anterior chamber following certain types of 
intraocular surgery (3). The means by which this is accomplished is not clear on 
theoretic grounds and requires further investigation. Nevertheless, this important 
observation points up the broad utility of the drug in therapy and stimulates 
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further investigation of this important new substance and related compounds. It 
is probable that a more effective chemical similar to Diamox will be found which 
can be used for long-term control of the intraocular pressure in glaucoma. 

This discovery represents an important and entirely new attack on the problem 
of glaucoma. We may expect that further work along these lines will lead to an 
increased underatanding of the fundamental physiology of this disease as well as to 
greatly improved forms of therapy. 


BPILEPSY 


The necessity for understanding the direct cause or causes of epilepsy and of, 
thereby, having the opportunity to change or modify the abnormal electrical 
outbursts in the brain which characterize seizures has Jong been recognized. To 
study causes, however, has been difficult, and only recently has it been possible, 
through the development of a surgical operation for seizures, to obtain living 
epileptic tissue which may be analyzed against the normal standards which exist 
for normal brain tissue. 

At the National Institute of Neurological Diseases and Blindness, a method 
has been devised for undertaking this study, and it has been found that two 
natural elements appearing in certain standard quantities in normal brain tissue 
appear in lesser quantities in epileptic tissue. These two chenical elements are 

utamie acid and acetylcholine. 

Neither of these two elements, however, can be administered so they can rectify 
the abnormal metabolism of epileptic tissue, and the problem has been to find an 
agent which could penetrate the blood-brain barrier in sufficient quantity to 
effect such a change. It seems possible at this time that such an agent has been 
found. Preliminary tests indicate that the abnormal electrical activity of the 
brain occurring in seizure, as manifested in electroencephalograph recordings, can 
be restored to normal or almost normal through use of this agent. Just what 
control may be exerted over actual clinical symptons of epilepsy remains to be 
thoroughly tested. 

One of the major difficulties in the development of new drugs for the control of 
epilepsy has been the inability to test these drugs properly on animals. Of 
singular importance has been the establishment, by a grantee of this Institute, 
of the electroshock threshold in rats; i. e., the amount of electrical current neces- 
sary to produce convulsions. This has provided scientists with a standard 
procedure by which experimental antiseizure agents may be studied for possible 
application in man. 

his finding has already led to interesting results in the development of 
potentieting agents—drugs which in combination with those already effective in 
controlling seizure can either speed their action, make the action endure longer, 
or else necessitate smaller dosages whereby possible ill effects obtained on higher 
dosage may be eliminated. Preliminary results indicate that desoxycorti- 
costerone, one of the adrenal hormones, greatly increases the effectiveness of 
dilantin and phenobarbital in the control of epilepsy, sometimes extending their 
controlling activity 10 times as long. New drugs, such as mysoline and themisone, 
also indicate promise for control of seizures not obtainable through other sub- 
stances. 

The establishment of the electroshock threshold in rats has also permitted other 
investigators to study just how present antiepileptic agents act in the body. It 
has been found, for example, that the most important organ associated with the 
metabolism of dilantin and phenobarbital is the liver. When the liver is damaged, 
both dilantin and phenobarbital are less rapidly excreted than when the liver is 
normal and thereby have a longer action. It is possible that this finding may lead 
to a synthetic procedure which will have similar effects. 


PARKINSONISM 


Parkinsonism or shaking palsy affects approximately 134 million persons in the 
United States. A slow progressive disorder of the central nervous system, it is 
characterized by muscular rigidity, bodily tremors, slow, paucity of movement, 
abnormal posture and loss of automatic movement. : 

While there is no method available for control of this condition, drugs have been 
available which can ameliorate some of the major symptoms. These belladonna 
alkaloids, while they reduce rigidity. salivation and in some cases tremor have an 


extremely low point of tolerance. They produce dryness of mouth, blurred vision 
and especially in older patients cause confusion or delirium. 
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New drugs developed recently, however, cause less serious side effects, and 
maintain. better control over the symptoms of Parkinsonism than has hitherto 
been possible. Both Artane and Panparnit, alone or sometimes in combination 
with older drugs or with antihistamines, frequently provide effective treatment, 
moreover, where older preparations produce no therapeutic results whatsoever. 

Greater hope for control of Parkinsonism has also emerged with the develop- 
ment of a new surgical procedure at Bellevue Hospital in New York City. Suc- 
cessful results have been in a number of cases of Parkinsonism where the anterior 
choridal arteries of the brain have been ligated. These two arteries are branches 
of the internal carotid which supplies blood to the basal ganglia of the brain. ‘The 
basal ganglia are a group of nerve cell bodies which are presunably responsible 
for the occurrence of rigidity in Parkinsonism. ‘lhis work is being continued and 
followups of patients already treated are being conducted to determine the per- 
manent effectiveness of the treatment. 


MULTIPLE SCLEROSIS 


The average time before diagnosis of multiple sclerosis can be established is 
about 6 years. ‘This failure to diagnose the disorder in its early stages delays 
symptomatic treatment and frequently exacerbates the condition. 

Promise of an accurate means for early diagnosis now may be realized with the 
recent finding that an abnormal elevation of gamma globulin exists in the spinal 
fluid of multiple sclerosis patients. This abnormal elevation occurs but rarely 
in other neurological disorders, except for neurosyphilis, and its occurrence there- 
fore is highly suggestive of multiple sclerosis. 

Present difficulties in separating the several proteins of the spinal fluid, includ- 
ing gamma globulin, prevents the establishment of this diagnostic method as 
common practice. ‘lhe technique of filter-paper electrophoresis, now undergoing 
investigation by a grantee, promises the most satisfactory method utilized to date. 
This teehnique if perfected should also permit more careful study of the lipo- 
proteins of the spinal fluid in both normal states and in multiple sclerosis. It is 
this lipid or fatty protein material which is the seat of destruction in multiple 
sclerosis and its further understanding would east light on the causes of the 
disorder. 

AMYOTROPHIC LATERAL SCLEROSIS 


In 1952 and 1953 it was reported that the incidence of amyotrophic lateral 
sclerosis was greater among the native Chamorros on the island of Guam than in 
the United States and Canada. Amyotrophic lateral sclerosis, more commonly 
known as Lou Gehrig’s disease because the noted baseball player died from this 
condition, is a deadly neurologic disorder which kills its victims in about 3 vears— 
and the incidence of the disease appears to be increasing. 

Pathologically, amyotrophic lateral sclerosis, which was first described by 
Charcot in 1869, can be broadly regarded as a combination of multiple sclerosis 
and poliomyelitis. Like multiple sclerosis, the long fiber tracts from the brain 
and spinal cord to the voluntary muscles degenerate. On the other hand, like in 
poliomyelitis, the large motor cells of the spinal cord and brain stem also are 
affected. In fact, the disease has been called chronic poliomyelitis by some 
investigators. It is the involvement of the motor cells of the brain stem, parti- 
cularly those controlling breathing and swallowing, which most frequently leads 
to the deaths of these patients. 

Inasmuch as the original reports describing the extreme prevalence of amyo- 
trophic lateral sclerosis on Guam, appeared to be reliable, the Institute organized 
a project to survey the morbidity and mortality of the disease on Guam, Rota, 
Saipan, and Moen Island in the Truk Archipelago. ‘The project was divided into 
two phases. The first phase was to check and evaluate the morbidity and 
mortality of the disease in this area as compared to that in the United States. 
Then if the disease was far more prevalent on Guam, the second phase of the 
project was to study the intrinsic and extrinsic factors on Guam which might 
explain the relatively high incidence of the disease on this island and which might 
eventually give us a clue to its cause. 

Moreover, a clue to the etiology of amyotrophic lateral sclerosis might also 
increase our knowledge concerning the basic mechanisms of multiple sclerosis 
and the progressive muscular atrophies. 


Preliminary results 


Because the program involved problems of transportation and required the usé 
of local hospital and laboratory facilities in Guam, a cooperative project was 
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develo with the Navy Department and the Interior Department, which 
controls the Government of Guam. 

The preliminary survey of morbidity and mortality rates (the first phase of the 
operation) was undertaken in the summer of 1953. This study revealed that. 
amyotrophic lateral sclerosis was almost 50 times more prevalent on Guam than 
the reported incidence in the United States. 

Now, plans for the second phase of the project are under way, namely: To find 
out why the disease is so much more prevalent in Guam than in the United States, 
which study may eventually lead us to its cause. 

It is anticipated that a preliminary report on the second phase of the project 
will be available in April 1954. 


MYASTHENIA GRAVIS 


Approximately 30,000 persons in the United States suffer from myasthenia 
gravis. A neuromuscular disease, characterized by progressive muscular fatigue, 
a little more than a decade ago no treatment whatsoever for the condition existed. 

At the present time, the symptoms of myasthenia gravis can be ameliorated by 
prostigmine. This drug, however, suffers from several serious limitations. It 
may cause unpleasant side effects; it may have to be taken every hour or two a 
day, 24 hours a day, and after continuous therapy its beneficial effects may 
apparently decrease in some patients. 

hree drugs, however, have recently been developed which indicate some 
possibility of controlling myasthenia gravis in a satisfactory fashion. Octomethyl 
pyrophosphoramide, for example, controls symptoms of the disorder for a longer 
period of time than prostigmine, thereby eliminating the necessity for continuous 
dosage; its high toxicity, however, demands great caution in establishing a dosage 
schedule. Mestinon also acts for longer periods than prostigmine and with less 
pronounced side effects; on the other hand, it does not seem to strengthen the 
patient as well as optomal doses of prestigmine. Tensilon chief advantage is its 
great rapidity of action (usually affecting the patient a minute after administra- 
tion), but its duration of action is also less than the other agents. Still in an 
experimental stage, it may be expected that these drugs used together can provide 
superior therapy to prostigmine and may, additionally, furnish a clue as to the 
mechanisms of myasthenia gravis and to its eventual cure. 


RELATION OF WORK TO WORK OF BUREAU OF VITAL STATISTICS 


Mr. Bussey. Now on page 13 of your statement you describe 
your work on “epidemiology research”; is this getting into the field 
of the Bureau of Vital Statistics? 

Dr. Baruey. It is in a way; it is not in another way. We have a 
roblem with neurological disorders in that they are not reportable. 
here is no mandate to report the incidence of neurological disorders; 

therefore, we have some difficulty in making surveys. The actual 
purpose of this project was not so much an epidemiological survey 
of the prevalence of amyotrophic lateral sclerosis on the island of 
Guam and in the United States, but it arose from a report that we 
heard that the incidence was much greater in Guam than in the 
United States. This means a lot. First of all, why? Are there any 
external factors or internal factors in Guam that would make the 
incidence of this disease higher? So, first of all, we had to confirm 
the report to see if it was true, and we sent one of our investigators 
out in a project which was done in collaboration with the Navy 
Department and the Department of the Interior. We could not 
swing the whole project ourselves. He found out it was 50 times as 
prevalent on Guam as in the United States. : 

That is very interesting, because amyotrophic lateral sclerosis, a 
neurological disease or Lou Gehrig’s disease as it is sometimes called, 
is a terrible disease. The person becomes paralyzed and the paralysis 
finally reaches his ability to breathe and to swallow. These patients 
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almost invariably die within 3 years, but it is a torturous type of death. 
And we thought “Now, if it is 50 times greater in Guam than in the 
United States, there must be some reason and the one place to find 
out the reason would be in Guam.” So we have gone out there and 
are now studying whether factors of nutrition, infection and genetics 
can influence the course of the disease on the island of Guam, compar- 
ing the results with a similar group in the United States to see if we 
can come to some clue to the cause of this disease and which, by the 
way, might give us some clue to the cause of multiple sclerosis, which 
is a milder disease than amyotrophic sclerosis. In amyotrophic 
lateral sclerosis you have a clinical combination of multiple sclerosis 
and polio; you have the stiff type of paralysis that you find in multiple 
— and the soft type of paralysis with atrophy that you find in 
polio. 
WORK IN CONNECTION WITH METOBOLIC DISORDERS 


Mr. Bussey. On pages 1 and 2 of the appendix I notice you have 
research projects on “metabolic disorders’? and on “metabolic and 
degenerative disorders.’”’ Immediately, of course, there comes to my 
mind the question of any overlapping or duplicating of the work of the 
Institute on Arthritis and Metabolic Diseases. 

Dr. Batuey. I do not think there is any overlapping or duplication. 
We frequently call on them in metabolic disorders and they frequently 
call on us when metabolic disorders reach the nervous system in cases 
they are studying. 

Mr. Bussey. You are satisfied, then, there is no duplicating or 
overlapping there in that work? 

Dr. Battery. Yes; I am very satisfied. 


WORK IN FIELD OF DEAFNESS 


Mr. Bussey. On page 2 of the appendix under ‘“‘Otologic research,” 
I notice you are expanding that from 5 projects to 10 projects. What 
do agg contemplate doing in that field, Doctor? 

r. Baitey. We hope to have a program in this field. As you know, 
the research in hearing defects is probably the most neglected field of 
medicine. This represents almost the entire researching going on in 
the whole country. The interest from the outside does not seem to 
be very large. We cannot with our present facilities set up a program 
at the clinical center. We have made some progress, but it is a way 
out of proportion to the disabilities you encounter resulting from 
deafness and hearing defects. 

Mr. Bussey. What have you been doing in the field of hearing ills 
due to long exposure to loud and continuous noises in industrial plants? 

Dr. Batnzy. We have been doing very little. Some industrial 
— are doing it; but, as you know, with these research projects we 

ave to wait for applications to come in. If they do not come in for 
that type of project, there is not very much we can do about it, except 
to comment on the fact of the neglect in this field. 

Mr. Bussey. What work is being done by the Division of Occupa- 
tional Health in this field? 

Dr. Barttey. There are some projects. One of the things actually 
where the most money is being spent right now in this field of investi- 
gation is by the Navy Department on the effects of high sound and 
ultra sound and high altitude on hearing. 
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Mr. Bussey. Is there any other work being done on that outside 
of the United States Public Health Service, and the Navy? 
Dr. Baruey. It is so small that it is not worth mentioning. It is a 
very serious gap. 
TRAINING GRANTS 


Mr. Bussey. I notice in referring to the committee print that the 
training grants have increased about 10 times since 1953. To what 
is that due, Doctor? 

Dr. Battery. That is due I think largely to the fact that previously 
those had not been granted. ‘Training grants actually is the most 
serious hole in our program, particularly in the area of clinical research. 
There are only 275 qualified neurologists in the entire country, as 
against a patient population of 20 million. Many medical schools, 
s>me of the leading ones, do not have a qualified neurology teacher. 
Now one problem we have is to bring our basic research up where it 
can be applied to man. 

As a good example here, if we had not started this epilepsy project, 
if we had not set up a clinical facility that could take care of the neuro- 
leg, surgical, and electroencephalographic aspects of this project, 
this project probably would have gone for 20 years untouched. 

To give you another example, we have had a second project as 

-omising as this on neuromuscular disorders at the clinical center. 

ae starting point of that project was discovered by Sezent Gyorgi, 
who was a Nobel prize winner, that the basis of the muscle contrac- 
tion was to be found in a protein called actomyosin, and he discovered 
a way to make artificial muscle fibers that gives you a way of measuring 
the various influenees on muscles. And when was it discovered? 
Ten years ago, and nobody had touched it since. So our project in 
the clinical center is the first time anybody has taken hold of this 
Nobel prize award work and tried to put it to some clinical use. 

Mr. Bussey. In your opinion, which is the most important—these 
training grants, or research? 

Dr. Battery. Right now, I would say training grants; because our 
research will reach a saturation point unless we can get some more 
scientific manpower to take hold of projects. 

Mr. Bussey. Are there any questions? 


HISTORY OF APPROPRIATIONS 


Mr. Focarty. When was the Institute on Neurology and Blind- 
ness enacted into law? 

Dr. Battery. In 1950, Public Law 692. 

Mr. Focartry. And when did you get the first appropriation? 

Dr. Batuey. In fiscal year 1952. 

Mr. Focarty. How much was that? 

Dr. Batiey. In 1952, it was $1,250,000. 

Mr. Focartry. And how much in 1953? 

Dr. Battery. In 1953 it was $1,972,300. 

Mr. Focarry. Now in fiscal 1954 what was the Truman budget? 

Dr. $7,670,000. 

Mr. Focarry. And what was the Eisenhower budget? 

Dr. BatLey. $2,574,000. 

Mr. Focarry. A $5 million cut. What did this committee allow? 
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Dr. Battey. $4 million. 

Mr. Fogarty. The House committee allowed $4 million even? 

Dr. Yes, sir. 

Mr. Focartry. What was the final appropriation? 

Dr. Battery. $4,500,000. 

Mr. Focarry. What are you asking for this year? 

Dr. Battey. $4,763,000. 

Mr. Fogarry. That is $261,250 more than you had available this 
year; is that right? 

Dr. Yes, sir. 

Mr. Fogarty. Of that, $243,250 is going to research and that isto 
provide your share of the operation of the Clinical Center; is that 
correct? 

Dr. Battery. Yes, sir. 

Mr. Foacarry. And $18,000 is for administration. 

Dr. Batiey. Yes, sir. 


CATEGORIES OF NEUROLOGICAL DISEASES 


Mr. Foaarry. This budget is for neurology and blindness activities. 
In neurology, how many diseases are there? 

Dr. Battey. About 300. 

Mr. Focartry. What are the major categories of neurological dis- 
eases? 

Dr. Battery. There are about five. 

Mr. Fogarty. What are they? 

Dr. Battey. Cerebral palsy, epilepsy, multiple sclerosis, muscular 
dystrophy, and Parkinson’s disease. Another major category is 
disability from injury, because in the central nervous system once it 
is injured it does not repair. 

You just asked for the neurological diseases; did you not? 


BREAKDOWN OF BUDGET BETWEEN NEUROLOGY AND BLINDNESS 


Mr. Fogarty. Yes. Now between neurology and blindness activi- 
ties, how is this appropriation broken down? How much is for 
neurology and how much for blindness? 

Dr. Barvey. In research? 

Mr. Fogarty. Yes. Can you give it to me offhand? 

Dr. Baitey. In extramural projects in neurology right now there 
are 186, and $1,988,056 is for research projects. In blindness there 
are 67 projects at $484,393. 

Mr. Focarry. Now can you give me a breakdown showing how 
much of this $4,763,000 goes for neurology and how much for blindness 
activities? 

Dr. Bartey. It is not definitely appropriated, as you know, Mr. 
Fogarty. We have applications which come in. We are running, 
I should say, on a total of about 22 percent that would be blindness. 

Mr. Foeartry. About how much would that amount to? 

Dr. Barter. In research, in round figures, about half a million. 
Then your training is around $200,000. Then we have the other 
category of general sensory disorders including hearing. 

Mr. Fogarty. Of the $4,700,000-odd can you give me an estimate 
of how much would be expended for blindness activities and how 
much for neurology? 
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Dr. Bairey. The blindness activity percentage would be about 
22 percent. 

Mr. Hartow. It is about $1,050,000. 

Mr. Foaarry. For blindness? 

Mr. Hartow. Yes, sir. 

Mr. Focarty. That would leave about $3,700,000 for neurology; 
is that right? 

Dr. Battey. Yes, sir. 

Mr. Focarry. So you have approximately $700,000 for cerebral 
palsy, epilepsy, multiple sclerosis, muscular dystrophy, and Parkin- 
son’s disease—the five major categories in neurology? 

Dr. Batmtey. No; we have more than $700,0C0. 

Mr. Focarry. For each, I mean, if you got $3,700,000? 

Dr. Battey. Yes. 


PEOPLE AFFECTED BY NEUROLOGICAL DISEASES AND BLINDNESS 


Mr. Focarry. And you would have $1 million for blindness. 

How many people are affected with neurological diseases and 
blindness 

Dr. Battey. About 20 million. 


COMMITTEE OF VOLUNTARY ORGANIZATIONS 


Mr. Focarry. I think a year ago or 2 years ago we discussed the 
ossibility of someone setting up an overall committee on neurology. 
We had all of these organizations concerned with cerebral palsy, 
epilepsy, multiple sclerosis, and muscular dystrophy, and we did not 
have any overall committee. Has anything been pa on that? 

Dr. Battey. Yes. That was the year before last. In 1952 a 
National Committee for Research in Neurological Disorders was set 
up in which there were representatives from each one of these societies 
interested in these major categories in neurology. This year a sim- 
ilar committee has been set up in blindness. Phere is now the Na- 
tional Committee for Research in Blinding Eye Diseases and Dis- 
ability, which was just set up last fall. It is the counterpart of the 
National Committee for Research in Neurological Disorders and 
between the Neurology Committee and the Blindness Committee, 
and there is a liaison in order that there will be no duplication of 
programs. 

Mr. Foaarry. Tell us how that works. We have a separate na- 
tional organization on cerebral palsy, multiple sclerosis, and muscular 
dystrophy? 

Dr. Battery. Correct. 

Mr. Fogarty. Do we have one on epilepsy? 

Dr. Barney. Yes. 

Mr. Focarry. How do they work together with this national 
committee? 

Dr. Battery. There is one group you forgot, that is the professional 
group, the American Academy of Neurology. The chairman of the 
national committee, as written in their charter, will always be a 
sana nangreese individual in neurology who does not have any particular 
eaning toward any one of the diseases, but is interested in the entire 
field. Heis the chairman. The rest of the members are representa- 
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tives selected by their societies to represent them in the national 
committee. 


FUNDS RAISED BY VOLUNTARY ORGANIZATIONS 
Mr. Focarty. Have you any figures as to how much money they 
have raised each year since they were organized? 
Dr. Battery. I can supply that for the record. 
(The information is as follows:) 
NationaL INsTITUTE OF NEUROLOGICAL DisEASES AND BLINDNESS 


Funds raised since inception 


Multiple United Muscular | National 
Year Sclerosis Cerebral Dystrophy | Epilepsy 
Society Palsy Association | League 

1946. $54, 706 
248, 032 1, 526, 430 $261, 493 


1 No information available. 

2 The MDA reports the 1954 campaign will gross about $4 million. 

+ In addition to what was remitted to the national society, approximately $529,906 has been raised by 
ters, 


Mr. Focarry. I think the one on muscular dystrophy is one of the 
new ones, is it not? 

Dr. Batmtry. Yes. I understand they have raised quite a lot of 
money. 

Mr Fogarty. They have only been in existence for a couple of 
years—2 or 3 years? 

Dr. Battery. Yes. 

NATIONAL COMMITTEE 


Mr. Fogarty. This new overall committee is a result of your work, 
is it not? Did not you sponsor it? 

Dr. Battey. No; | would rather say it was a spontaneous develop- 
ment that emanated from the American Academy of Neurology, the 
professional group. One point that Dr. Sebrell mentioned is that 
the individual societies, many of them, their chief activity is service 
to the patient; whereas our interest and the interest of the national 
committee is research. 

Mr. Fogarty. They have a certain percentage, depending on what 
society it is, of research. The Damon Runyon Fund is all for research 
activities, is it not? 

Dr. Battzy. The Multiple Sclerosis Society is largely for research. 

Mr. Fogarty. Multiple Sclerosis is largely for research? 

Dr. Bartey. Yes, sir; whereas the National Society for Crippled 
Children and Adults is mostly for service. Cerebral palsy 


Mr. Fogarty. What about the National Society for Crippled 
Children; is that under neurology? 
Dr. Batuey. Yes. 
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Mr. Fogarty. Have you had any contact with the Meeting Street 
School in Providence, R. I., in their work with crippled children? 

Dr. Baruey. I have heard about it, but I have not been there. You 
see, a large percentage of the crippled children in which they are 
interested result from neurologic diseases, so actually they use us as 
their point of reference in research. And, for example, I am research 
consultant in neurology to the National Society for Crippled Children. 

Mr. FoGarry. You are research consultant? 

Dr. Yes. 

MULTIPLE SCLEROSIS 


Mr. Fogarty. How much is going to be allocated for research this 
year in multiple sclerosis? 

Dr. Baitey. I can give you what is allocated right now, and that is 
18 projects at $252,404. 

Mr. Focarry. Do you have any work going on with that disease 
at the Clinical Center at the present time? 

Dr. Battey. We do have something, but it is not what we want to 
have. Actually, I think we should develop the same program in 
multiple sclerosis that we have now in muscular dystrophy and the 
other diseases of the lower end of the neuromuscular axis. I think 
you have to have a broad attack. You see, what has happened in 
multiple sclerosis research is that you see an experiment here on a 
certain aspect of the demyelinating process and you get another one 
there, but you do not have a united attack. 

You see, neuromuscular disorders consist of a large group of dis- 
orders. For instance, those involving primarily the brain would be 
cerebral palsy, and Parkinson’s disease, and those involving primarily 
the spinal cord would be multiple sclerosis and one of the best known 
examples is poliomyelitis. Then, you have the various diseases of 
the nerves, such as neuritis. In addition to that, you have a disease 
where the nerve meets the muscle, and the chemical transmission of 
the nerve impulses to the muscle are interfered with, called myathenia 
gravis, and finally, diseases where primarily the muscle is involved 
such as muscular dystrophy. 

Now, at the Clinical Center we have started a team attack on 
neuromuscular disorders, starting at the lower end of the neuro- 
muscular axis. We are using new techniques in radioisotopes and 
taking muscular biopsis and testing the effects of the exchange across 
cellular membranes of electrolytes and other body chemicals on the 
contraction of the muscle, and the discovery of Szent-Gyérgyi to 
which I previously referred which is the one we are using as a sort 
of a point of departure. 

We also are studying the pathological effects of various agents on 
muscle at the same time, so that as one clue develops we will be com- 
ing up with the answer to another angle of the problem at about 
the same time, if you get what I mean. 

Instead of having 1 clue come out in 3 years, and then having to 
wait another 5 years before you get a clue to the other aspect of the 
problem, all these clues should break at about the same time. 

Within a period of 8 months, we have discovered that there is a 
common denominator in all these diseases of the lower part of the 
neuromuscular axis and this common denominator is an abnormal 
distribution of potassium in the muscle. 
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The only way you can do that now is by tagging these substances 
with radioisotopes. 

In multiple sclerosis about which you asked, Mr. Fogarty—— 

Mr. Fogarty. I have been asking about that for about 6 or 7 
years, now. 

Dr. Battey. Yes, sir. We are starting a laboratory in lipid chem- 
istry to study myelin and we have this work going on in Guam, which 
I think will eventually teach us more about multiple sclerosis. 

Mr. Focarty. How many men do you have in Guam now, and just 
what are you doing out there? 

What did you call that disease they were studying? 

Dr. Battey. Amyotrophic sclerosis. That is the disease which 
Lou Gehrig died with. 

Mr. Focarty. That disease is related to muscular distrophy or 
multiple sclerosis? 

Dr. Battery. It is a combination, clinically, of multiple sclerosis, 
and poliomyelitis, only in amyotrophic lateral sclerosis there is death 
within 3 years, but the pathological process in the spinal cord of 
demyelination is about the same as in multiple sclerosis. 

Mr. Fogarty. How many men do you have carrying on this work 
in Guam? 

Dr. Battey. We have two men there. 

Mr. Focarty. When did they go there? 

Dr. Battery. They left about a year ago. 

Mr. Fogarty. Just what are they doing? 

Dr. Battey. Well, they found out that this disease was 50 times 
more prevalent in Guam than in the United States. Already, they 
have started their genetic studies, and their nutritional studies, and 
other studies, to see if there is any infection or other external influences 
in and around Guam which might account for this great difference 
between the prevalence of the disease in Guam and the United States. 

Mr. Fogarty. There must be some reason for that. Did you say 
there was a 50-percent difference between its prevalence in the United 
States and Guam? 

Dr. Bartey. Fifty times greater. It is the fourth cause of death 
in Guam. 

Mr. Fogarty. There must be some reason for it, then? 

Dr. Battery. Yes, sir. 

Mr. Foaarty. Suppose I am talking to a group in my State about 
multiple sclerosis. Just what can I tell them that the Federal Govern- 
ment is doing in this field? I am a layman, and just what can I say? 

Dr. Baitey. Well, you can tell them that the Federal Government 
has it as a major project on its calendar; that they have begun an 
epidemiology study in Guam on a related demyelinating disease; they 
have begun pathological studies at the National Institutes of Health; 
they have begun a laboratory of lipid chemistry for the study of demy- 
elanation in health and diseases, and eventually the entire energy of 
this muscular dystrophy project will be turned on multiple sclerosis 
as soon as these other elements of the program are brought up to a 
working level. 

Mr. Focarrty. In other words, we have a concrete base to work 
from now, or to build on; is that right? 

Dr. Battery. Yes, sir; very concrete, and 3 years ago there was 
nothing. 
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Mr. Foaarry.. Is that right? 

Dr. Batney. Yes, sir; we had nothing. 

Mr. Fogarty. There was nothing being done in the Federal Gov- 
ernment, or in any private institution? 

Dr. Bartey. Nothing anywhere. 

Mr. Focarty. They were the forgotten people, apparenay: 

i Mr. pad Right. You can say the same thing of muscular 
ystrophy. 

Mr eal And, practically the same thing about cerebral 
palsy; can you not, and epilepsy? 

Dr. Battery. Correct, but not quite so bad in epilepsy. 

For instance, between last year and this year, with the increased 
appropriation which we received last year, our projects have doubled 
in all those categories; that is, the extramural projects, plus what we 
have at Bethesda. 

Mr. Fogarty. Do you think any of that money was wasted which 
we rs you last year? 

r. Battery. Not a nickle. 


AVAILABLE FIELDS FOR PROGRAM EXPANSION 


Mr. Focarry. You are asking for $4.7 million this year. Do you 
think you can . $10 million if you received it? 

Dr. BatLtey. We can spend it; yes. 

Mr. Fogarty. Do you think it would do any good? 

Dr. Battery. I think we have a very effective program, if I may 
answer it this way, and I think eventually it must be enlarged. 

Mr. Focarry. If you are going to make any real progress, it has to 
be enlarged, has it not; that is, if we are going to follow the history of 
heart and cancer, and mental health. 

That is what bothers me. The Heart Institute was not very old 
before we were appropriating in the neighborhood of $10 or $12 million 
but this Institute for some reason or other has been held down, an 
has not expanded as the Heart Institute did, or the Cancer Institute, 
or mental health. That is what is bothering me. 

I listened with a great deal of interest to Dr. Traeger last year, who 
is from New York; is he not? 

Dr. Battery. Yes, sir. 

Mr. Fogarty. Would you say he is a very eminent physician in 
this particular field? 

Dr. Batuey. Yes, sir; he is. 

Mr. Fogarty. He justified a budget last year of quite a few million 
dollars more than we appropriated, and I thought he did a pretty good 
job. I was just wondering if you agreed with his testimony of a 
year ago 

Dr. Barry. Well, I can say this: If the money was available, we 
could use it wisely. 

Mr. Foagarry. If it was available? 

Dr. Yes, sir. 

Mr. Fogarty. It could be used wisely if available? 

Dr. Batuey. Yes, sir. 

Mr. Foaarty. What are some of the things that are likely to 
develop if you had more money available? 
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RESEARCH GRANTS 


Dr. Baitey. Well, we could meet our present demands, for one 
thing, in research, that we do not meet at the present time. 

Mr. Fogarty. What are some of the more pressing demands that 
are not being met at the present time in research? 

Dr. Battery. Well, in research-grant applications—recommended 
applications—which are above the resources of this Institute. 

r. Fogarty. Is that explained in your prepared statement as to 
the number of grants and applications for grants? 

Dr. Battery. Not in figures. 

Mr. Fogarry. Well, tell me about it. How many applications do 
you have pending which you cannot fill because you do not have 
money enough? 

Dr. Battey. At the last council meeting it amounted to about 
$500,000. Since then, and for the June council meetings, applica- 
tions in the amount of about $1,200,000, have come in; to continue 
some of the current grants requires $2 million, which makes, let us say, 
$3 million, and we have $2.7 million, but we would not be able to 
grant yA new applications in the coming year. 

Mr. Fogarty. How much does that amount to in regard to the 
new applications? 

Dr. Battery. Well, judging from this year, it would be almost $3 
million. 

Mr. Foaarry. $3 million? 

Dr. Batuey. Yes, sir. 

Mr. Fogarty. What other phases of this work are you not able to 
do at the present time? 

TRAINING GRANTS 


Dr. Batey. Well, in training-grant applications we have—and 
you know that just began last fall with the appropriation last year 
of $400,000—we have now about $1 million in applications. 

Mr. Fogarry. How many will this $400,000 train? 

Dr. Battery. $400,000 is now supporting 22 (17 in neurology; 6 in 
eer) schools and, to begin with, I imagine it would train 
about a man at a school. 

Mr. Fogarty. What is the situation in the country at the present 
time as far as neurologists are concerned? How many qualified 
neurologists have we? 

Dr. Battery. Two hundred and seventy-five. 

Mr. Focarry. And how many are actually needed? 

Dr. Battey. About 1,500. 

Mr. Focarry. How much are you going to allocate for training 
neurologists this coming year? 

Dr. Barney. The same as the current amount. 

Mr. Fogarty. About $400,000? 

Dr. $400,000. 

Mr. Fogarty. That will train about 20 men? 

Dr. Baitey. That would train them, but they would not be finished 

roducts in the first year. You see, you have 5 years of training. 
at we had to do in the beginning was to take the schools that 
could quickly add people to train. Now, there are 22 of them, and, 
say, that they add 2, and I think on the average it is between 1 and 2, 
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that would be 44 people trained at the end of 5 years. I mean com- 
pletely trained. Of course, it would not be quite that, because they 
‘might take some who had training already. 
t is hard to calculate just what it would be. Well, let us say there 

would be 60. 

Mr. Focarry. At the rate we are now going, how long will it 
take to get one-half, or 50 percent of those who are needed: ? 

Dr. Bartey. At this rate? 

Mr. Fogarty. Yes. 

Dr. Barttey. Over 50 years. 

Mr. Foaarry. 50 years? 

Dr. Battey. That is a rough guess, but I could give it to you for 
the record, if you want me to work it out. 

Mr. Focarry. You might as well make it right. 

(The matter referred to is as follows:) 


Current N°NDB training grant in aid to 17 schools (2 residents per school) 
in 5 years will produce 
Current training stipend program of NINDB will produce 22 trainees in 


Estimated total new neurologists 
Add present neurologists 


— 268 


1, 500 


a. Fogarty. In other words, we are not moving very fast in this 
work? 

Dr. Battey. We are moving, but not too fast. 

Mr. Foaarty. We are not moving very fast? 

Dr. Battery. That is right. That is one of the gap areas you see. 

Mr. Focarry. That is one of the most pressing problems that exists 
in the country; is it hot, in any area of medicine? 

Dr. Battey. That is right. 


DISTRIBUTION OF NEUROLOGISTS 


Mr. Fogarty. In regen to these 275 neurologists who are qualified 
i 


now, are they evenly distributed throughout the country? 

Dr. Bartey. Oh, no, sir; they are mostly concentrated in the North- 
eastern States. 

Mr. Fogarty. I think you testified a year ago that there was one 
section of the country where there was only 1 for 3 or 4 States; is that 
right? 

"Dr. Battey. Well, yes; there are. 

Mr. Fogarty. So in some States there were not any; is that right? 

Dr. BaiLey. There are 10 States without any; that is correct. 

Mr. Foaarry. Ten States without a single qualified neurologist? 

Dr. Battery. Yes, sir. 

Mr. Foearty. What do those people do? 

Dr. Bartey. Well, we see some of their patients. It is very dis- 
astrous to the patients, sometimes. 


5 years 40 years a 
Number of neurologists normally certified per year 25... ............--.-...- 125 1, 025 
275 275 
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PARKINSON'S DISEASE 


Mr. Fogarty. I believe we have covered multiple sclerosis, and 
en dystrophy. What are you doing in the Parkinson’s disease 
field? 

Dr. Baruey. In Parkinson’s disease, we have six research projects in 
the amount of $94,431. 

Mr. Fogarty. Just what is Parkinson’s disease? 

Dr. Barry. Parkinson’s disease, or the shaking palsy, as it was 
originally called, is a disease of the basal ganglia of the brain, which 
has to do with the control of voluntary movements and posture. So, 
what you see in the Parkinson’s case is a lack of controlled posture, 
and rigidity. They have mask-like facies, and they very seldom smile 
due to muscular rigidity of the facial muscles. They blink their eyes 
very seldom, and they have uncontrollable siondenl movements, the 
most characteristic of which is an uncontrollable tremor, or a pill- 
rolling tremor. You have probably seen them. 

There are about 1.5 million in the country today. 

Mr. Fogarty. Does that generally hit people in adulthood? 

Dr. Batxey It hits all ages, but it is more common in the older 
age group, but frequently, or, it has been caused by epidemics of 
encephalitis, which are followed by the disease. 

Mr. Fogarty. When older people get the disease, is there anything 
that can be done for them? ; 

Dr. Battery. We have certain drugs which can reduce the symptoms, 
and there are certain surgical procedures which have been used, but 
without too much success. We do not have the answer to Parkinson’s 
disease—any kind of an answer. 


CEREBRAL PALSY 


Mr. Foaarry. In regard to the program on cerebral palsy, what 
are you doing in that field? 

Dr. Barry. In cerebral palsy—and, by the way, in the classifi- 
cation of cerebral palsy which I have given I have included Parkinson’s 
disease because it involves a disorder of movement, and cerebral 
vascular disease. We have 50 projects in cerebral palsy in the 
amount of $451,098. 

Mr. Fogarty. What are you doing at the clinical center, in regard 
to that condition? 

Dr. Battey. We are not doing anything. However, there is a 
very important study that eventually we might get into, and it is 
needed, and you have to have it before you can do much with cerebral 
palsy as a problem, since cerebral palsy is caused by a variety of 
causes. 

Mr. Focarty. You know some of the causes, do you not? 

Dr. Barry. Yes, sir; but they have never been classified, as to 
location of the injury with reference to the symptoms. It would be 
very easy to do a clinical anatomical study; that is easy for us to do 
in collaboration with various hospitals throughout the United States, 
and to establish these definite types so that when we are attacking a 
type of cerebral palsy we will know what part or the physiology and 
anatomy or what we are attacking. 
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Of course, there has been one big advance in one form of cerebral 
palsy known as kernicterus which accounts for about one-tenth of 
all cerebral palsy in children, and it looks as though that practically 
can be eliminated by exchange transfusions. As you know, it is due 
to an incompatability of the RH factor. 

Mr. Focarry. Another cause is injury at birth; is it not? 

Dr. Battery. Yes, sir. 

Mr. Fogarty. How many have this condition? 

Dr. Barter. Among children? 

Mr. Fogarry. Yes. 

Dr. Battery. About one-half million. 

Mr. Fogarry. What do you mean when you say “among children’? 
What do you call the child? 

Dr. Bartey. Well, before adulthood, but then, if you get into 
categories of cerebral vascular diseases, there are about 1% million 
of those, and about 1% million afflicted with Parkinson’s disease. 

Mr. Foagarry. I see. 

USE OF GLUTAMINE 


In regard to the epilepsy program, you gave a very graphic example 
here this morning of what has been accomplished since you last 
appeared before our committee. 

You said that glutamine is not a drug. 

Dr. Battery. No; it is a biologic substance that is found in the 
brain of all mammals. 

Mr. Foaarry. Is this difficult to obtain? 

Dr. Battery. It is expensive. 

Mr. Foaartry. My question was: Is it difficult to obtain? 

Dr. Bartey. Yes; because it is expensive. 


cost 


Mr. Focarty. How expensive is it? 

Dr. Battey. Well, that tube which you now hold in your hand is 
worth about $200. _ 

Mr. Fogarty. How far would that go in the treatment of one 
person? 

Dr. Battery. One day. 

Mr. Focarry. Just 1 day? 

Dr. Bartey. Yes, sir. However, I should make an introduction 
here, and that is the reason it costs that much is because it is not 
made synthetically. It is not produced on a mass-production basis. 
Right now a company has a patent on a process for its manufacture, 
which would reduce that figure by one-fortieth if there were large 
enough demands to put it on a mass-production basis. They are 
awaiting our results before doing that. 


METHOD OF OBTAINING 


Mr. Fogarty. How do you obtain this substance? 

Dr. Battery. So far, the small amounts we have used were pur- 
chased by us from Nutritional Biochemicals, a firm in Cleveland, 
Ohio. In order to make the glutamine suitable for intravenous 
injection, the Merck Co. processed it into sterile ampules. They have 
done this without charge. 
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Mr. Fogarty. How do they obtain it? 

Dr. Barter. The substance glutamine is extracted from beets. 

Mr. Foaarry. It is extracted from beets? 

Dr. Battery. Yes, sir. Also, it is found in the brains of animals, 
but very small amounts of it are found in beets, and they find it is 
cheaper right now, inasmuch as there is no demand except at our 
Institute, which is the only place that is using it, that by taking loads 
of beets, it is cheaper than if they used animals. However, neverthe- 
less, it is $10 a gram, and that tube which you now hold contains 20 
grams, which would make it cost $200. 

To treat a patient for a year at its present cost, it would come to 
$100,000. 

Mr. Foaarty. This company which you mentioned now has a 
formula which would reduce that cost to about one-fortieth. 

Dr. Battery. Yes, sir; and they think that the cost would go down 
much further eventually. 

Mr. Focarry. Do you know what streptomycin cost when it was 
first discovered? 

Dr. Battery. It was very expensive, as I remember it. We have 
been assured that glutamine eventually could be put on the market 
at a price commensurate with most any biologicals. 

Mr. Fogarty. Commensurate with the cost of penicillin? 

Dr. Battery. Yes, sir. You see, they have the technique, and the 

uestion is to synthesize it. In other words, to synthesize it in a wa 
that it will be more stable than it is now, so you can give it by mout 
instead of having to give it intravenously. 


RESULTS OF TREATMENT 


Mr. Foaarry. You say they are waiting word from you people 
before preceeding with mass production? 

Dr. Battery. They are awaiting results. 

Mr. Fogarty. They are waiting for the results of your study? 

Dr. Baitey. Yes, sir. 

Mr. Fogarty. You are not satisfied with the results as yet? 

Dr. Battery. Very much so. 

Mr. Fogarty. When are you going to give them the word to 
proceed? 

Dr. Battery. We cannot scientifically be satisfied unless we have a 
greater number of patients, and after all, we have only tried it on two 
patients. 

Mr. Fogarty. What are you going to do now? 


COST OF COMPLETING STUDY 


Dr. Baitey. We are continuing with asparagine, which is this plant 
substance, and hope gradually, to get more glutamine. 

Mr. Fogarty. You mean you are waiting for more glutamine now? 

Dr. Battery. Yes, sir. 

Mr. Fogarty. You are awaiting further production for research 
purposes? 

Dr. Batrey. Yes, sir; and we hope to get it. 

Mr. Fogarty. What are the possibilities of getting it? What is 
holding it up? Why can’t you obtain more? 
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Dr. Battey. Well, one reason is that it is expensive. 

Mr. Fogarty. Just how important do you think this is? 

Dr. Batvey. I think it is extremely important. 

Mr. Focarry. That does not answer my question. If this is going 
to cost some money, we ought to find out how much money it is 
ering to cost, and what we can do about it. 

at can I do as a member of this committee about it? 

Dr. Baitey. Well, the cost to get the results for its manufacture, 
with a yes or no scientific answer, would probably be about $1 million. 

Mr. Focarry. What would you use that $1 million for? Purchase 
of this material? 

Dr. Bamey. To purchase it, and use a lot more patients. You 
see, we have only treated two patients, but we could use a lot more, 
naturally, but these patients should be run more than 1 day, because 
with epilepsy you have ups and downs. 

Mr. Focarry. Could these people with epilepsy be treated with 
this the same as diabetics are treated with insulin? 

Dr. Battey. This is the same principle as insulin for diabetics. 

Mr. Focarry. That is what I mean. 

Dr. Sespreii. Apparently, if this works, the individual will have 
to keep taking it. 

Mr. Fogarty. Every day? 

Dr. Sesre tu. There is not enough data yet, I suppose, to tell. 

Dr. Battzy. Except, on patients which we have been running for a 
long time, with asparagine, their E. E. G. keeps getting better and 
better, but how long that will last, I do not know. 

Mr. Fogarty. But they could do the same thing with this as dia- 
betics do with insulin; is that right? 

Dr. Battey. That is right. 

Mr. Focarry. We have never found a way to prepare insulin for 
use without injections? 

Dr. Barvey. So far as I know; no, sir, that is correct. This might 
have the advantage over insulin, according to what we have been 
told, which is that it might be made for oral administration. 

That is, for administration by mouth. 

Mr. Focarry. Are any other companies working with this product? 

Dr. Barxey. So far as I know, the only ones interested to date are 
the Merck Co., which processed the glutamine for us, and the Inter- 
national Mineral & Chemical Co., which holds a process patent on 
extracting glutamine from beets. Few people know about this yet, 
because this is the first time our preliminary work has ever been 
presented. 


METHOD OF PROCEDURE WITH STUDY IF FUNDS ARE AVAILABLE 


Mr. Foaarry. If we gave you a couple of million dollars to work 
with on just this, what would you do with the $2 million? Would 
you purchase more glutamine and treat more patients? 

Dr. Battery. Yes, sir, and treat a lot of patients. You see, we can 
treat a lot of patients on an outpatient basis. They would not have 
to be admitted to the Clinical Center, and then also, grants could be 
made to other places to help in the clinical checkup on this. You see, 
as soon as we work out the basic formula which we think we could 
have for all of this, within several months, then it is ready for all 
large clinics all over the country to test. 
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Mr. Focarry. Yes. 

Mr. Batter. We have to have a certain minimum, though, to sa 
4 it is ready for testing. Doses have to be standardized and all 

at. 

Mr. Foaarty. A few years ago we gave the Public Health Service 
some money for research in the synthesizing of ACTH, and cortizone, 
and one of the main reasons for that was to get it manufactured 
cheaper, so that more people could take advantage of it. I think we 
did something along that line in regard to streptomycin also, a few 
years ago. 


RESULTS OF TESTS TO DATE 


Now, do you think that this holds the same promise that strepto- 
mycin did in the treatment of tuberculosis and ACTH and cortisone 
did for rheumatoid arthritis? Does this hold the same promise 
in treating epileptics? 

Dr. Battery. For effectiveness, I think it has more promise. 

Mr. Focarry. You think it has more promise? 

Dr. Battey. Yes; for effectiveness, but I may be biased, Mr. 

Mr. Fogarty. What was that? 

Dr. Battny. I may be biased, but that is my honest opinion. 

Mr. Fogarty. Well, you are giving your opinion from the results 
that you have seen; is that correct? 

Dr. Baituy. That is correct. 

Mr. Fogarty. And I presume the witnesses who appeared before 
us on streptomycin and cortisone gave us their opinion then, although 
I do not think it worked out entirely as well as they expected, or as 


they told us they thought it would, but I think it was money well 
worth ga alana by this committee at that time. 


I think it has proved itself over the years. 

Dr. BatLtey. You can see my point. If I see 10 electroencephalo- 
grams return to almost normal, and see some of these people return to 
normal pursuits of life, I do not yet have the statistical validity, but 
I am pretty convinced that the thing is good. 

Mr. Focarry. Have you discussed this with other people—other 
professional men, and research men, to any great extent? 

Dr. Battey. As I say, it has never been presented, but it will be 
a at the meeting of the American Academy of Neurology in 

ashington this Friday, and then we can get the reaction of some of 
our colleagues on this. We could even ask them for their opinions. 

Dr. SHannon. One of the reasons I think Dr. Bailey is a little 
hesitant about predictions is that we know so little about epilepsy and 
that there may be many diverse causes, and with his present observa- 
tion limited to 10 consecutive patients, it may constitute a biased 
sampling while he does not believe that to be the case. Nonetheless, 
that causes some hesitancy on his part in the way of making broad 
claims for this discovery. 

Dr. Battey. These patients have had all types of epilepsy, and 
all of them are patients who were never controlled by anything else, 
but nevertheless, they were only 10 patients. 

Mr. Foaarty. This example that you told us about this morning 
= the man 35 years of age, just what is he doing at the present 
time 
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Dr. Battery. Well, for the first time in his life he has a job, and he 
has no epileptic fits, which he had had for his entire life previously. 

Mr. Foaarrty. How long has he gone without one? 

Dr. Baruey. Since the operation, which was in September, and he 
previously had averaged about 5 to 10 seizures every day in his life. 

Mr. Focarty. Have you seen him recently? 

Dr. Battery. About 2 weeks ago. 

Mr. Focarty. And he apparently was normal? 

Dr. Barney. Yes. 

Re Fogarty. He found no fault with the work, or anything like 
that’! 

Dr. Barney. He does not understand it, as you can well imagine. 

Mr. Focarty. I do not know one one-hundredth of the technical 
problems involved in the development and testing of this new product, 
Scaggs but I am inclined to take your word for it. If somethi 

ike this looks good and holds the promise that you claim it does, an 
we have examples of how it has actually worked, I think we ought to 
do something about it. I do not think a mere $1 million should stand 
in the way. Maybe some of your superiors might think that, but I 
do not think it. 

It seems we can spend any amount on research to kill people, or to 
save plants and animals—I think we have just appropriated some- 
thing like $60 million a couple of weeks ago, for research in the agri- 
’ cultural field. It seems to me that we should not quibble about 
$1 million or $2 million for something that holds as much promise as 
you claim this does, for the treatment of epilepsy. 

Do you think, if we appropriated $1 million, it would be well spent 
in this field. 

Dr. Bariey. I am certain it would. 

Mr. Focarry. And that it would put people back to work who are 
not able to contribute anything to our economy now? 

Dr. Battey. Well, I feel myself presently certain that the results 
would be very valuable, and also we would know the results at a much 
quicker time. 

Mr. Fogariry. If we do not do any more than we are doing now, 
what is going to happen to this work? 

Dr. Battey. Well, I think it will come out eventually, and we will 
work our cases, and prove our points, and eventually there will be a 
wide clinical application, and it will get on the market. 

However, it is a question of speed, I think, more than anything else. 

Mr. Focarry. It is a question of time, primarily? 

Dr. Baitey. That is right. 

Mr. Focarry. If you were given $1 million it might be on the 
market in 6 weeks, and it might take 6 years the other way before it 
is on the market. That is just a hypothetical question. 

Dr. Battery. It could be. 


SURGICAL TREATMENT 


Mr. Fogarty. What do the people at the University of Virginia 
think of the surgical treatment you described? Was not this patient 
with them before he came to you? 

Dr. Batuey. Yes, sir. 

Mr. Focarry. How do they feel about it? 
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Dr. Battey. They send us about 1 patient a week, and we have 300 

applications which we could handle. 
fr. Focarry. What do you think they say about it back there? 

Dr. Battey. They think it is good. There is one thing, though; 
this surgical patient is not one that has been treated with glutamine. 
He was fixed up by surgery, but we have to get patients like that that 
will benefit by surgery in order that we can get living brain tissue out 
of epileptics. You see, previously, most of the work that was done 
on the brain was done on dead brains. This is a new departure, and 
to study the biochemistry, you have to get living brains and the 
only way you can get it is through an operation, in which removal of 
tissue will be of benefit to the patient. We have done about 25 of 
those operations, and we are averaging about 3 a week at the 
present time. That is done in order to get the tissue to examine. 

Dr. Sesreii. Mr. Fogarty, this is the best illustration I can think 
of in regard to the wonderful facility that the Clinical Center provides, 
about which I have told this committee over and over again, and that 
is to be able to get the biochemists and the basic scientists right in 
with the clinicians. In the ordinary medical school and other places 
you do not do that. It is the Clinical Center that provides the means 
for getting these men together, and at Bethesda we have them working 
together so that we can take this piece of brain and at the most within 
5 seconds have an expert beginning to work on it. 

It is the facility at Bethesda that makes this research possible here. 
It has not been possible before anywhere in many cases. This is not 
any reflection in any way on the University of Virginia. In fact, they 
were delighted to send a case up here, where we have the facilities for 
doing this sort of thing, which they do not have. 

Dr. Battzy. They do not have the surgical facilities, and they do 
not have the biochemical facilities. 

Dr. Sesrety. Along with this, we have one of the country’s great 
neurosurgeons out here, and I think there are only two other places 
in the United States where this operation can be done. 

Dr. Battey. And, they do not have biochemists working on this 
particular problem. 

Mr. Fogarty. | understand Dr. Bailey trained under one of the 
great men of the country, Dr. Harvey Cushing of Boston, did he not? 

Dr. Battery. No, sir; that was a little before my time, sir, but I 
did have training with one of his associates. 

Dr. Sespretu. Dr. Bailey was brought up in this atmosphere, Mr. 
Fogarty. His father was a famous neurologist. 

Mr. Fogarty. I believe Dr. Scheele had a statement which he 
desired to make. 

Dr. Scueee. I was attempting to cut in to say that no other 
institution had a Dr. Pearce Bailey. 


PREDOCTORATE FELLOWSHIPS 


Mr. Fogarty. Doctor, have you anything to add to this discussion 
which we have had about the National Science Foundation assuming 
the responsibility for these predoctorate fellowships? Has your activ- 
ity lost as a result of that? 

Dr. Barney. As you know, we were still pretty young when the 
National Science Foundation started. We only had $50,000 in 
fellowships. 
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We heard that the National Science Foundation was going to take 
over predoctorates. We had an advance warning of it, so we concen- 
trated on postdoctorate fellowships, which at that time was the 
immediate need, because there was such a lack in the field, and we 
needed to get teachers fast then. 

We are coming around now so that we will need, and it will be a 
great help to our research, to have preclinical fellows supporting our 
work, and I agree with Dr. Sebrell and Dr. Van Slyke and Dr. Shannon 
that I think it is more productive under a medical program. This 
is a matter of opinion—personal opinion—but I think it is more 
productive if it is under medically oriented auspices. 


RESEARCH FELLOWSHIPS 


Mr. Fogarty. Doctor, in your research fellowships you have 
$150,000. How many will that take care of? 

Dr. Battey. We are appointing now about 1 in 5 of approved 
fellows. 

Mr. Focarry. You are appointing only 1 in 5? 

That means that out of every 5 that have been approved you have 
to turn down 4 at the present time; is that right. 

Dr. Bartey. That is right. 

Mr. Focarty. You have $150,000 available this year to take care 
of 1 out of every 5, and how much would it take to take care of the 
5 that are approved? 

Dr. Batuey. Five times that, which would be $750,000. 

Mr. Foaarry. So, you could be spending $600,000 in that field to 
cover what you are not doing at the present time? 

Dr. Battey. Yes, sir; however, I think there is a certain advantage 
in having a backlog. 

Mr. Foaarry. I thought, perhaps, $500,000 would be more realistic 
than $750,000. Is that right? 

Dr. Bartey. In terms of demand; yes, sir. 


“ TRAINING GRANTS 


Mr. Fogarry. Is the $400,000 in training eet for postdoctorates? 

Dr. Bamtzy. That is used to develop clinical teachers and re- 
searchers in neurological diseases. 

Mr. Fogarty. And that is given to the schools to provide teaching 
facilities? 

Dr. Barry. As you know, only 20 percent of our schools have 
adequate neurological teaching facilities. 

r. Fogarty. Only 20 percent? 

Dr. Battery. Yes, sir. 

Mr. Fogarty. What was the percentage up until reeent years? 
Has it changed recently? 

Dr. Battery. It is 20 percent, except I think in another year, as a 
result of the increased appropriation last year, it will increase, of 
course. 

_ Mr. Fogarry. How many medical schools are you giving train- 


to? 
i, Baitey. Twenty-three; seventeen in neurology; six in oph- 
thalmology. 


443 


Mr. Focarty. Twenty-three medical schools are receiving them? 
Dr. Battery. Yes, sir. 

Mr. Fogarty. Are they all receiving the same amount? 

Dr. Battery. They average $15,000 each. 

Mr. Fogarty. $15,000? 

Mr. Fogarty. What are we giving to heart and cancer, $25,000? 
Dr. SHANNON. Yes, sir. 


TRAINING STIPENDS 


Mr. Fogarty. What are the training stipends for? 

Dr. BaiLey. They are given to young clinicians who wish to pursue 
an academic career of research in teaching and training, and are also 
given to clinical neurologists if they are going to pursue a career at a 
university of teaching or clinical research, and probably both. 

Mr. Fogarty. There has been some discussion this year and other 
years that sometimes these doctors take advantage of these training 
stipends and then do not stay in public service. 

What do you have to say about that? 

Dr. BarLey. Our criteria are quite rigidly set, and we are too young 
to see just what the results will be, but of the two who have graduated, 
each one is now a professor of a department, and one just became 

rofessor of neurology of the University of Maryland, which has never 
ad a department of neurology before. 

Mr. Foaarry. Based on the experience which you have had with 
these people, they do intend to stay in this field? 

Dr. Battey. Yes, sir; they are very carefully screened. 


RESEARCH ON BLINDNESS 


Mr. Fogarty. What are you doing in the field of blindness? 

Dr. Baiey. In the field of blindness, I have given you the research 
figures, but at the Clinical Center we have just been on a sort of a 
standby program, because we do not haye the facilities to put on a 
full program. 

r. ne al What do you mean when you say “We do not have 
the facilities’? Do you mean you do not have room enough there; 
is that what you mean? 

Dr. Batiey. In a way. 

Mr. Fogarty. That is one thing; what else did you have in mind? 


SPACE NEEDS OF INSTITUTE 


Dr. Bartey. It is not a question in terms of new buildings, but room 
in terms of appropriate space. 

Mr. Fogarty. What do you need? 

Dr. Bamry. Well, I think on the space question that Dr. Shannon 
could probably answer that better than I can. 

Mr. Fogarty. I was just wondering if it was in connection with the 
new building, or the remodeling of some of the older buildings. 

’ Dr. Battey. Remodeling. In order that we could add more space 
for our program in the Clinical Center, we could remodel a laboratory 
building and then provide more space for the program. Then, in 
addition to that, we need additional personnel. 
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Dr. SHannon. This came up incidentally in Dr. Sebrell’s testimony 
when we discussed the difficulty we were in from the standpoint of 
relocation of projects. At the instruction of the committee, we have 
prepared a memorandum for the Public Health Service to transmit to 
the Department through channels, detailing the order of magnitude 
pa gy and outlining the program areas. think you will get that 
today. 

Actuall when we planned our moves in building the Bethesda 
Clinical Cente. there was no Neurology Institute, so we had to re- 
vamp a good deal of the external space, and in order to make the most 
efficient use of the Clinical Center space, we propose to take some of 
the functions of the Neurological Institute planned for the Clinical 
Center building and put them in this building T-10 that we discussed 
at the last hearing. 

Mr. Fogarty. When this clinical facility was planned, we did not 
have the Neurology and Blindness Institute, did we? 

Dr. SeBRELL. en we started off with original plans for the 
Clinical Center there were no beds in it for neurology. We did not 
have a Neurology Institute or the plans for one at that time and it 
has been necessary to recast our plans to get the Neurology Institute 


in. 

Mr. Focarry. You did not have an institute for arthritis and 
metabolic diseases either, did you? 

Dr. Sesretu. We had a planned program for them. 

Dr. Battey. But in neurology, there was no space left. 

Mr. Focartry. How much space have you given to neurology in 
the Clinical Center? 

Dr. SHannon. They have two wings which constitute 19 modules 
each for the clinical activity as such and they have to share with the 
Institute of Mental Health on basic science to the extent of three 
sites. That would be roughly 100 modules. 

Mr. Fogarty, That does not mean anything to me. How can I 
compare what has been allowed the Neurology Institute with the 
Cancer, Heart, and Mental Health Institutes? 

Dr. SHannon. Neurology is a very small Institute by comparison. 
I think a rough comparison would be by the size of the budget. It is 
fairly proportionate to the dollars in the budget. ait 

r. Fogarty. Suppose we gave the Neurological Institute $10 
million instead of $4.7 million; what would happen to their space 
allowance in the clinical center then? 

Dr. SHannon. We would have some serious decisions to make and 
the first decision would have to be how much would be spent in the 
extramural program and how much in the intermural program. This 
is a problem that would not only involve laboratory space, but would 
involve bed space; because in a program of that size then the allocation 
to the Neurological Institute would be inadequate. We would have 
to go back and recast our allocations and that would be preferable to 
adding more beds to the proposed 350-bed schedule for the coming 
year. 

It points up a problem we were going to propose in the 1956 budget. 
for consideration. We have certain programs that appear to have an 
opportunity to go ahead very rapidly; whereas the clinical needs of 
other programs appear to be developing more slowly. The way our 
budget is constructed, there is a question of flexibility in the allocation 
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of beds from one institute to another that poses rather serious difficul- 
ties. And in 1956 if we have the approval of the Public Health Service 
and the Department, we are going to propose that there be a reserve 
of the beds which will be at Dr. Sebrell’s disposal to push those pro- 
grams that are going fast and take away from those programs that are 
ing slower, and in that way get more efficient use. But this flexi- 
ility in the long run will be essential when we are at full capacity; 
because, if that was not done, then our past judgments of some 2, 
3, or 4 years prior will be confining our parent activities to too great 
an extent. 

So that on the hypothetical question you pose, we would expand the 
neurology space; we would have more research space allocated, labora- 
tory space. We would —— readjustments of the allocations; we 
would 00s giving them space outside of the clinical center to 
absorb such additional activities as they felt could be contained within 
their new budget. 

BLINDNESS 


Mr. Fogarty. Tell me something about the problem of blindness. 
Just. what are you doing on blindness? 

Dr. Battery. Right now we are working, really actually working on 
one disorder, uveitis, which is an infectious disease, and we are doing 
that as a joint project with the Institute on Microbiology. We have, 
as you know, only two ophthalmologists. 

r. Fogarty. Is that all you have? 

Dr. Bamey. Yes. 

Mr. Fogarty. I thought we were really doing something in con- 
nection with blindness; but, if you only have two ophthalmologists, 
you are not doing very much. 

Dr. Battery. We need more now. 

Mr. Fogarty. That is all the money you have available, enough 
for two? 

Dr. Battey. Plus the supporting staff. And ophthalmology is 
another thing in which the consultation demands are very high from 
other institutes. That is all of the clinical ophthalmology we planned 
at this stage in developing our program. It is now such a specialty 
that nearly everybody always asks for eye consultation. With every 
doctor, I think the eye becomes involved. Of course that takes a lot 
of their time, so that the research activities there have confronted us 
with the problem that either we must soon build a little bit, or drop 
any idea of having a research program. 

Mr. Foearry. In your overall plans, Dr. Shannon, is something 
going to be done about this problem? If funds are made available 
to remodel those older buildings, can this problem be taken care of 
in your opinion? 

r. SHANNON. Yes, sir. 

Dr. Bartey. But that won’t take care of the personnel. 

Mr. Fogarty. No; but the space can be taken care of. 

Dr. Sesre.u. This is a problem of the shortage of ophthalmologists 
in the country. There is a shortage of people available, and we have 
trouble in finding qualified ophthalmologists to do research work. 

Mr. Fogarty. Is there more of a shortage of them than there is 
of qualified neurologists? 
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Dr. Bamtey. There is not any shortage of qualified ophthalmolo- 
ists; the shortage we have is ophthalmologists interested in research. 
here is a difference. And you cannot get qualified opthalmologists 

out at Bethesda unless you can give him a pretty good facility, and 
it is the supporting personnel plus facilities that is lacking so far in 
the development of our program. : 

Mr. Focarry. You cannot get them; is that it? 

Dr. Baitey. You could if you had facilities, plus supporting 
personnel. 

Mr. Focartry. Oh, they can be gotten? 

Dr. Battey. Not many. 

Mr. Focarry. But you can get some. What do we need to make 
this a worthwhile program? I have been under the impression that 
we were really doing something in the field of research on blindness, 
but apparently we are not. 

Dr. Battery. No, sir. You need additional personnel. 

Dr. SHannon. Dr. Bailey was faced with a serious decision last 
year in that he had to decide to do 1 of 2 things, take his resources and 
spread them thinly over neurology in the categorical responsibilities, 
or take such resources as he had and concentrate on certain major very 
important problems and give token coverage to the other areas. His 
first decision was to select generally the five major neurologic diseases 
as the ones for emphasis, and as he said, in order to stay on the surface 
with sustained consultation and the like, he has two ophthalmologists 
but little research program in that area. 


EXTENT OF PROBLEM 


Mr. Fogarty. How many blind people are there in the country? 

Dr. Battey. A quarter of a million totally blind and then, of 
course, there are others that are—— 

Mr. Focarty. How many are a‘flicted—you said 20 million in 
neurology. 

Dr. Battery. Neurology and blindness. That includes partially 
blind, too, where the figure is much higher. 

I think we have a breakdown in the prepared statement. 

Mr. Focarty. So with the amount of money you have, you are 
not vere rea many dollars on any particular phase of neurology, 
are you 

Dr. Battery. No. 

Mr. Fogarty. It seems to me that people of the country really 
think we are doing something on research in blindness and actually 
we ara not. I am just beginning to find it out myself. I thought we 
were doing more than that. I think we either ought to do something 
worthwhile about it or we ought to get out of the field. I am not 
in favor of pretending that we are doing something when we are not. 


FINANCIAL REQUIREMENT FOR A RESEARCH PROGRAM 


If you get the space what do you need to do some real work in 
research for blindness? : 

Dr. Battey. About a half million. 

Mr. Fogarty. About a half million dollars? 

Dr. Battery. Yes. 
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_ Mr. Focarry. What would you use it for? 

Dr. Batey. All in 

Mr. Fogarty. All in personnel? 

Dr. Battey. Well, personnel and equipment. 

Dr. SHannon. We talked about possibility of increasing Dr. 
Bailey’s appropriation for the Neurological Institute. When Dr. 
Bailey talks about $500,000 he is talking about the money he would 
have to spend. Were NIH to allocate another unit of 26 beds, I do 
not have the figures at hand, but that will cost on the order of $300,000 
to run the 26 beds for a year. That would leave Dr. Bailey out of 
his half million $200,000 to put through the program. 

Dr. Bartzy. The half million, in other words, does not include 
reimbursements for beds. 

_ Dr. Szsreuu. You just can’t operate, then. 

Mr. Focarry. I want to find out how much you need to get going 
on a real research program. I don’t know how far you can go but 
what will it cost to do something, worthwhile including the beds 
and everything else? If it will take $500,000 for personnel and 
equipment how much will it take for your overhead, beds, and every- 
thing else? 

Dr. Around $800,000. 

Mr. Total? 

Dr. SEBRELL. Yes. 

Mr. Fogarty. Provided you use that $500,000 as a base it would 
take about $800,000. Is that right? 

Dr. Barter. That is right. 


GLAUCOMA 


Mr. Fogarty. What about the problem of glaucoma? Has 
anythiag been done in that field? 

r. Barter. Well, one of our grantees is using a drug which has 
been used in cardiovascular disease. As you know, glaucoma is due 
to increased tension on the optic nerve, that is within the eyeball, 
finally destroying the optic nerve and creating blindness. Ia the case 
of acute glaucoma that comes on fast, this investigator has been using 
this drug and it reduces the tension so it keeps the patient from going 
blind before going to operation. Now they are trying it on a wide 
scale on patients with chronic glaucoma, to see at least if it controls 
the excess tension on the optic nerve over a long period of time without 
the drug itself. causing any side effects. The original work was done 
by Dr. Friedenwald at Johns Hopkins. He asked us if we would do 
the followup on the chronic cases, which we could not do. However, 
as I understand it now, it is being taken over by some university. 

Mr. Fogarty. That is one of the leading causes of blindness, is 
it not, glaucoma? 
Dr. Barter. Twenty percent. 


RETROLENTAL FIBROPLASIA 


Mr. Fogarty. Weren’t you doing some work in the field of blindness 
in infants? 
Dr. Bamzy. Retrolental fibroplasia, which is the most common 
cause of blindness among childrea. About 2,000 of the premature — 
45836—54—pt. 2——29 
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babies born a year develop retrolental fibroplasia, which is a sear 
formation which eventually results in detachment of tbe retina and 
blindness. This occurs in premature children. 

The disease never was described before 1943. All of a sudden it 
becomes the most common cause of blindness among children, so 
obviously something has happened between 1943, I mean something 
exists after 1943, which didn’t exist before. We therefore decided 
to organize, with our extramural program, a collaborative effort, 
because one of our grantees has demonstrated that excess oxygen will 
produce a lesion in the eyes of animals which is identical to that of 
retrolental fibroplasia in humans. 

Therefore it looked as though the excess oxygen that they give in 
incubators to premature babies might cause retrolental fibroplasia, 
and from different hospitals we obtained some evidence that it may. 
Therefore we got nine collaborative projects together-—— 

Mr. Focarty. Who is ‘‘we’’? 

Dr. The Institute. 

With the help of the National Society for the Prevention of Blind- 
ness, the Research Foundation for the Blind and leading ophthal- 
mologists, we got all of these people together who developed a project 
to discover the effects of oxygen on premature children in 18 hospitals 
to get a quick yes or no answer to the problem; some of them using 
oxygen and some not, in a way which could be done without endanger- 
ing, of the patients. 

hat investigation is going on now. We do not have the results 
as yet. 
r. Fogarty. Are they hopeful, do you think? 

Dr. Bartey. Let us put it this way: There is nothing so far which 
appears to contradict the original assumption, but then we don’t 
know the whole story. 


NATIONAL COMMITTEE FOR THE BLIND 


Mr. Fogarty. Tell us about the National Committee for the 
Blind that you mentioned previously. 

Dr. Baitey, It is a National Committee for Research in Blindin 
Eye Diseases and Disability and it consists of the various profession 
organizations in ophthalmology and the various voluntary y pcre 
such as the American Foundation for the Blind and National Society 
for the Prevention of Blindness, National Society to Combat Blindness. 
There is a whole list of them in my prepared testimony. Would you 
like me to read it? 

Mr. Fogarty. No. There are several organizations for the blind, 
though, aren’t there? 

Dr. Baitey. About 50 of them. This national committee has most 
of the big ones in it. 

Mr. Fogarty. So you would say, then, that this national committee 
now represents the blind of the country? 

Dr. Ramer, That is right in matters of research, the same way the 


other national committee represents neurological disorders and they 
have a liaison officer between the two in order that there will be no 
conflict or overlapping in programs. 

Mr. Focarry. That is a step in the right direction, then? 

Dr. Baier. Yes. 
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CONSTRUCTION OF RESEARCH FACILITIES 


Mr. Focarty. Dr. Traeger a year ago said he recommended a cer- 
tain amount of money for construction for research facilities. Do 
you agree with him on that recommendation, Dr. Bailey? 

Dr. Battey. There is a need. 

Mr. Focarty. A need for research facilities in the country? 

Dr. Battey. Yes. 

Mr. Fogarty. Is there any possibility of that need being met by 
the private institutions? 

Dr. Battery. I wouldn’t know for sure, Mr. Fogarty. 

Mr. Foearry. What did the survey, that was ot at the request 
of Senator Thye, indicate so far as neurology was concerned? 

_ Dr. Van Styxe. I don’t have the figures with me. 

Dr. Batey. I have the figures—$32,694,569. 

Mr. Foaarry. That is the need as of today for construction of 
research facilities. Is that right? 

Dr. Battey. That is what was indicated in the survey. 

. Dr. Van Stryke. That is expressed by those who were contacted. 
We didn’t go to them all. 

Mr. Foaarry. This is the best information you have as of today? 

Dr. Van Stryke. Yes, limited to those who already applied. 

Mr. Fogarty. It could be more? 

Dr. Van Styxe. Yes. 

- Mr. Foaarry. It couldn’t be less but it could be twice that amount, 
couldn’t it? 

Dr. Van Stryke. I don’t know what the figure would be. 

Mr. Foaarry. Neither do I, but it could be twice that amount? 
Dr. Van Stryke. Approximately, yes. 

Mr. Fogarty. I thiak that is all I have, Mr. Chairman. 

_ Mr. Bussey. Mr. Fernandez? 

‘ Mr. Fernanvez. I don’t think I could improve on the searching 
examination which has been going on for 4 hours now. 


GLUTAMINE 


~ Mr.’Bussey. Dr. Bailey, how did the Merck Co. get into the manu- 
facture of glutamine? 

Dr. Battey. The Merck Co. is not itself making glutamine. Like 
éther companies in the field, they are aware of the possible implications 
of glutamine in biochemistry. Without charge they processed gluta- 
mine which our biochemists had purchased in order to make it suitable 
for their preliminary tests. 

Mr. Bussey. If this works out as you seem to expect it to, would 
any one company likely have a monopoly on the product? 

br. Baitey. shouldn’t think so, no. 

Mr. Bussey. Other companies would be able to manufacture and 
market it? 

» Dr. Bartey. Dr. Shannon can speak more on this. 

Dr. SHannon. This is a natural product and as such not patentable. 
What is patentable would be the method of preparation and there 
may be a variety of means to prepare it. There may be a variety of 
ways for its extraction from plant or animal material. There will be | 
patents on the pharmaceutical formula, actual composition of the 
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material as it is given. But this would be freely available to any 
manufacturer provided he was not excluded by process patents. 

Dr. Battey. As I said, one method already has been patented. 

Dr. Sesrety. Chemically this is a simple compound. This is not 
like cortisone which was a complex thing and a difficult thing. It 
has been known for many, many years. 

Dr. SHannon. Merck was interested in this because they have 
been heavy factors in the manufacture of amino acids, of which this 
is one, and vitamins. Therefore, this is what you might call something 
very close to the normal pattern of developmental work. 


HOW ADDITIONAL FUNDS WOULD BE SPENT 


Mr. Bussey. Doctor, you mentioned the fact that you could make 
use of $10 million this. next fiscal year? 
Dr. Batter. Yes, sir. 
" Mr. Bussey. I will not take up the time of the committee now, but 
could you supply for the record, please, a detailed analysis of just how 
that would be allocated and how it would be used if the Congress 
should appropriate it? 

Dr. Baitey. Yes, sir. 

(The information requested is as follows:) 


National Institute of Neurological Diseases and Blindness 


1955 present 
budget 


Grants: 


Research 
Fellowships 
Traini 


100, 

150, 000 

250, 000 
10,000,000 


“1 This represents an expansion (over the current 1954 level) of the epilepsy (glutamine) project which was 
reported earlier in the testimony. 


Mr. Bussey. Any further questions? 

Mr. Fogarty. Is there anything else that you think which should 
be brought to our attention which is not in the justifications or the 
testimony? Is there eg new which has been developed that 
is not before the committee? It is a leading question, but it is only 
by asking questions that we found out about the work being done in 
blindnéss and the need for research fellowships, and the need for more 
work on glutamine. Is there anything else that you can think of 
which should be brought to our attention before you leave? 


Projects Recommended 
| 

Present program...........-------------------------------------- 1, 283, 000 1 1,350, 000 
Total direct research............--------------------+---------- 1, 283, 000 2, 600, 000 
Other direct operations: 
Review and approval_...........-------------------------------- 48, 000 


451 


Dr. Battey. Regarding new discoveries, they are more or less 
summarized in my prepared testimony, and Mr. Busbey has asked 
me to submit an enlargement of that. After this meeting there ma 
-be something new added on that which nobody told me about, pare 4 
as this glutamine. 

This glutamine, when this testimony was prepared, was not 
advanced as it is today. We were entirely on the speculative side 
then, but that was 2 months ago. 

Mr. Fogarty. But the information you gave us this morning was 
as of today? 

Dr. Barttey. That is up to date, yes. 

Dr. Sesre.u. It is not even in the scientific literature. 

Dr. Battery. The first report will come out Friday in Washington 
and it tater will be published within about 3 months. 

Mr. Bussey. If there are no further questions, we will adjourn until 
tomorrow morning at 9:30. 


Wepnespay, Aprit 28, 1954. 


GORGAS MEMORIAL LABORATORY 


WITNESSES 


DR. VICTOR H. HAAS, DIRECTOR, NATIONAL’ MICROBIOLOGICAL 
INSTITUTE 

DR. WILLIAM H. SEBRELL, DIRECTOR, NATIONAL INSTITUTES OF 
HEALTH 

DR. JAMES A. SHANNON, ASSOCIATE DIRECTOR, NATIONAL INSTI- 
TUTES OF HEALTH 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 


Amounts available for obligation 


1953 actual 


Appropriation or estimate (obligations incurred) 
Comparative transfer from ‘Contributions to international 
organizations, State’’ $143, 000 


Obligations by objects 


11 Grants, subsidies, and contributions: 
1953 


Analysis of expenditures 
Obligations incurred during the year (total expenditures out of current 


Mr. Bussey. I understand, Dr. Haas, that you are going to justify 
the Gorgas Memorial Laboratory appropriation request? 
Dr. Haas. I would like to, sir. 


|| 

1954 estimate 1955 estimate 
$131, 000 

Obligations by activities 

Gorgas Memorial Laboratory: 

| 
$131, 000 


Mr. Bussey. We will insert your prepared statement in the record 
at this point. 
(The statement of Dr. Haas is as follows:) 


Mr. Chairman and members of the committee, the Gorgas Memorial Labora- 
tory, research agency of the Gorgas Memorial Institute of Tropical and Preventive 
Medicine, was established in Panama in 1929. Both the Institute and the 
Laboratory were named for General Gorgas in honor of his many contributions 
to the control of diseases common to tropical areas. A building was donated by 
the Republic of Panama to serve as a permanent home for this agency. The 
Laboratory was established in Panama so that the benefits of its research might 
be applied primarily to the prevention of tropical diseases in the population of 
the Republic of Panama, the Panama Canal personnel, and the military forces 
stationed in that area. 

Since 1929, the United States Government has made an annual avpropriation 
to finance the Laboratory’s research activities. Because these activities had been 

eatly expanded during World War II and because a number of projects of special 
interest to the Army had not been completed, Congress amended the original act 
in 1949. The authorized amount which could be appropriated annually was 
increased from the ori vinal $50,000 to a figure not to exceed $150,000 

The program of the Gorgas Memorial I aboratory has been developed primarily 
around the disease problems of the region in which it is located, but scientific 
contributions made by the staff have had application in many parts of the world. 
An example of a current project which is of considerable importance to the con- 
tinental United States is the research now being conducted on jungle vellow fever. 
This disease was absent from Central America for many decades, but an ominous 
situation came to our attention in 1949 when it was learned, largely through the 
research of staff members of the Institute that yellow fever was creeping north- 
ward through the jungles of Central America toward Mexico. This progression 
continues, and at present the disease is being reported in both Costa Rica and 
Nicaragua. The direction of spread indicates that there is a distinct possibility 
of invasion of Mexico. This country contains species of mosquitoes known to 
be capable of carrying the disease, and similar mosquitos are prevalent throughout 
the southern portion of the United States. During the past century yellow fever 
repeatedly devastated the Mexican gulf coast ports as well as our own, and the 

resent threat is one which requires careful attention in the interests of the United 
tates. 

Investigations by the staff of the Gorgas Laboratory have indicated that 
monkeys and probably other animals in the jungle serve as hosts for the virus 
eausing yellow fever. Mosquitoes acquiring infection from these animals pass 
the disease on to humans. Finally, human-to-human transmission occurs as & 
result of mosquito activity. It is important that this situation be kept under 
close surveillance and that“all new developments be investigated in order that 
their significance can be evaluated in time to protect the cities of Central America 
and to forestall accidental importation of the disease into the United States. 

Malaria, which was one of the most serious problems in construction of the 
Panama Canal, is a disease of worldwide importance, and present investigations 
in this field by the Laboratory staff have implications that go beyond the areas 
of study in Central America. It has been shown that since 1952 the spraving of 
houses with DDT is no longer as effective as formerly in bringing about reduction 
of Anopheles mosquitoes. Since this type of spraying is now being relied upon 
in many regions of the world to control malaria, any indication that anopheline 
mosquitoes are capable of developing resistance will be important to malaria- 
control authorities everywhere. Thus far, the areas under observation in Central 
America have not shown increases in malaria rates in spite of the diminished 
effectiveness of mosquito control, but close observation is necessary in order 
to follow any trends which develop. : 

In many parts of the world insects commonly called sandflies transmit a disease 
known as leishmaniasis, which sometimes occurs sporadically and sometimes in 
the form of widespread epidemics. This disease is prevalent in Central and 
South America, and the staff of the Laboratory have shown that spraying with 
DDT can bring about sufficient reduction in the sandflies to diminish the preva- 
lence of the human disease which they spread. The observations made by the 
Laboratory staff in Peru have been applied in Italy, Greece, and elsewhere where 
leishmaniasis is a public health problem. 

The Gorgas Memorial Laboratory is small and its staff is composed of only a 
few scientists and helpers. It is known all over the world because of the excellence 
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of its work and because it is one of the few laboratories which is able to apply 
modern scientific skills to the problems of tropical health. 


HISTORY OF THE LABORATORY 


Mr. Bussey. This is a new appropriation for this committee to 
consider. It is my understanding that in the past this appropriation 
has been a part of the State Department’s appropriation, ‘“Contribu- 
tions to International Organizations.”’ 

Dr. Haas. Yes, sir; that is my understanding. 

Mr. Bussey. Tell us just briefly the history of the Gorgas Memorial 
Laboratory. 

Dr. Haas. Mr. Chairman, this laboratory goes back to about 1929. 
It was established in Panama as a tribute to General Gorgas, and it 
had the mission of conducting research in tropical diseases which were 
prevalent in that part of the world, which are important to us because 
of our responsibilities related to the Panama Canal. 

In the time since its establishment it has made very worthwhile 
contributions in some of the diseases which are important in the 
Canal Zone area—yellow fever, malaria, leishmaniasis, and some of 
the insects which are responsible for the dissemination of those 
diseases. 

I would like to furnish the committee with two documents if I may. 
One is a statement from the Department of Defense as to their interest 
in this laboratory, and the other is a resolution from the American 
Academy of Tropical Medicine memorializing the laboratory and its 
retiring director. 

Mr. Bussey. Without objection they will be included in the record 
at this point. 

(The documents requested are as follows:) 


Assistant SECRETARY OF DEFENSE, 
Washington 25, D. C., January 21, 1954. 
Leonarp A. M. D., 
Surgeon General, Urited Stctes Public Health Service, 
Departmert of Health, Education, and We fare, 
Washington 25, D. C. 


Dear Dr. ScHEELE: It has been brought to my attention that the Public 
Health Service has the responribility for budgeting for the Gorgas Memorial 
Laboratory located in Panama City, Panama. As indicated by Colonel Lawford, 
a member of my staff, in his conversation with Dr. Price of your office, the Depart- 
ment of Defense has no budgetary or administrative interest in this Laboratory. 
However, it does have an interest in it as a potential field investigation and 
research resource. 

This Laboratory is an institution of long standing which has made many 
technical and scientific contributions in tropical medicine. There ha:e aided in 
developing military preventi-e medicine practice and the control of diveare in 
tropical environments. During World War II research conduct2d on malaria 
and the control of the insect vectors of malaria was of great importance. The 
staff of the Laboratory alco aided materially in training in virus diseases such as 
yellow fever. There studies have pro: ided substantial scientific knowledge as to 
the effectiveness of suppressive treatment of malaria and the role of residual 
spraying. Through these measures it was demonstrated that malaria could be 
essentially eliminated in village populations in highlv malarious areas. Members 
of the staff of the Laboratory, because of their unique experience in a tropical 
environment have been borrowed to carry on research under Armed Forces 
auspices in other areas of the world. One member of the staff is now on loan as 
field director of the Army’s hemorrhagic fever research unit in Korea. 

It is the view of this office that, considering the experience, facilities, and special 
knowledge of the staff of this Laboratory, the Gorgas Memorial Laboratory has 
many potentialities in future research and field investigations of importance to 
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the armed services. Therefore it is hoped that a satisfactory arrangement can 
be made for continued support of the Laboratory. 
Sincerely yours, 
Frank B. Berry 
(For Melvin A. Casberg, M. D.). 


Tue AMERICAN ACADEMY OF TROPICAL, MEDICINE, 
University oF Puerto Rico, or MEDICINE, 
San Juan 22, Puerto Rico, January 18, 1954. 
The Surceon GENERAL, 
Federal Security Agency, Public Health Service, 
Washington, D. C. 

Dear Sir: At its recent annual meeting the American Academy of Tropical 
Medicine adopted the enclosed resolution and instructed me to forward it for 
your careful consideration 

This statement represents the considered judgment of our membership. 

Sincerely yours, 
E. Haroup Hinman, M. D., Secretary. 


Whereas the experience of the 20th century has shown that good public health 
in any country contributes enormously to the growth of agriculture, industry, and 
overseas trade and to political and social progress; 

Whereas the events of the past 50 years have repeatedly demonstrated the 
deleterious effects upon the United States of underdevelopment and of political 
and social instability in other parts of the world; 

Whereas the national security of the United States depends to an increasing 
extent upon basic materials imported from underdeveloped and often disease- 
ridden tropical countries; 

Whereas the vastly increased volume and speed of intercommunication between 
the United States and the Tropics have greatly augmented the potential danger 
which tropical disease presents to our country; 

Whereas throughout the world today our country has political and defense 
commitments which make it necessary for the United States to deploy its Armed 
Forces to many regions, and, therefore, to maintain a practical interest in reducing 
the incidence of communicable disease in many overseas areas; 

Whereas the World Health Organization over a period of 6 years has conclu- 
sively demonstrated that it is a unique and effective international agency wel- 
comed throughout the free world for its help in stimulating, coordinating, and 
assisting the development of public health and the control of communicable 

iseases ; 

Whereas there is no doubt that the United States is materially and politically 
deriving great benefit from the success of the World Health Organization in 
developing public health in many countries with which we trade, in accelerating 
the control of such tropical diseases as malaria, and in lessening the chance of an 
invasion of the United States by disease-producing parasites; 

Whereas the ceiling of $3 million per year fixed by the Congress as the total 
amount our country may contribute, does not now permit a logical expansion of 
WHO’s activities required by its increased responsibilities: Therefore, be it 

Resolved, That the American Academy of Tropical Medicine and the American 
Society of Tropical Medicine and Hygiene urge the Congress of the United States 
to raise the statutory limitation placed upon our financial participation; and 
further 

That the secretaries of these respective organizations be instructed to transmit 
copies of this resolution to the Congress and to other interested organizations and 
individuals and to inform the press about and to otherwise publicize this resolution 
to the fullest extent feasible. 

Whereas the Gorgas Memorial Laboratory was established as a living memorial 
to Gen. William Crawford Gorgas in Panama, the area in which Gorgas earried 
out his most prolonged and important programs for the control of the two princi- 
pal scourges of the Tropics, yellow fever and malaria; , 

Whereas the Gorgas Memorial Laboratory is the only permanently established 
research institution in tropical and preventive medicine within the new world 
Tropics; 

Whereas this laboratory is ideally situated for expanded studies on the. basic 
biology of diseases in the Tropics, and affords the only permanent research center 
where American workers in tropical biology and medicine can establish temporary 
or permanent headquarters for extended work on special problems; 
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Whereas there is a continued need for practical studies of the residue of as 
yet unsolved problems in the diseases of the Tropics; 

Whereas a paper presented by the staff of the Gorgas Memorial Laboratory 
at these sessions emphasizes the fact that, in spite of intensive investigations 
during the past half century, our knowledge of the epidemiology of yellow fever 
is incomplete; 

Whereas there has been an extension of jungle yellow fever from South America 
through Panama, Costa Rica, and Nicaragua, with anticipated further invasion 
toward the United States through Honduras, Guatemala, and Mexico, where 
potential vectors have been reported close to the border with the United States 
of America; 

Whereas this Institute has demonstrated its importance as a research center in 
the American Tropics; 

Whereas, after a distinguished career of a quarter of a century as Director of 
this Laboratory, Dr. Herbert C. Clark is presently retiring: Therefore be it 

Resolved, That the American Society of Tropical Medicine and Hygiene, and 
the American Academy of Tropical Medicine hereby acknowledge the significant 
contribution made by this Laboratory under the direction of Dr. Herbert C. 
Clark; be it further 

Resolved, That the two societies strongly urge the Secretary of the Department 
of Health, Education, and Welfare, and the Congress of the United States to 
increase the annual budget of the Gorgas Memorial Institute so that it may meet 
the requirements of its enlarged responsibilities; be it further 

Resolved, That the secretaries of these respective societies be instructed to 
transmit copies of this resolution to the Congress, to the Secretary of Health, 
Education, and Welfare, and to other interested organizations and individuals, 
and to inform the press, and to otherwise publish this resolution to the fullest 
extent feasible. 


Mr. Bussey. What is the early history of the maintenance of this 
laboratory in Panama? Was it done entirely by the United States 
Government? 

Dr. Haas. Not entirely, although the bulk of the support has come 
from congressional appropriations. There have been other sources of 
money. Some have been in the form of contributions from other 
governments or from some of the commercial concerns which had in- 
vestments in that part of the world. 


TOTAL BUDGET OF LABORATORY 


Mr. Bussey. What is the overall cost of operating that laboratory 
for a year? 

Dr. Haas. The request for this year is $131,000. That takes care 
of almost the total cost. 

Mr. Bussey. You say most of the total cost? 

Dr. Haas. Yes, sir. 

Mr. Bussey. What is the total cost? That was my original 
question. 

Dr. Haas. The present program, and the present staff, are sup- 
ported by this amount of money. If there are additional programs 
undertaken, as there are from time to time, they can be supported by 
small temporary grants. I don’t know of any such support at this 
moment although there have been some in the past. 


BENEFICIARIES OF LABORATORY’S WORK 


Mr. Bussey. Do the countries of Central and South America 
benefit from the work of this laboratory? 

Dr. Haas. They do, sir, in two ways: (1) Because the information 
developed by this laboratory is important to them in the public health 
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programs and is used by them in that way; and (2) because the pres- 
ence of a scientific staff in that area gives them the opportunity of 
associating with this sort of group and this soft of work and it thereby 
stimulates their own interest in developing their resources. 

Mr. Bussey. Percentagewise, about how much does the United 
States benefit in comparison to the Central and South American 
countries? 

Dr. Haas. I don’t know if I can give you the answer in a figure. 

Mr. Bussey. You have some rough idea. I wouldn’t hold you to 
it specifically. 

Dr. Haas. I think that the benefit to the United States is a sub- 
stantial one because although these diseases are not of themselves 
just now important in the continental United States, yet they are of 
potential importance to us because of our commitments now and then 
in areas of the world where they are prevalent. 

A disease such as yellow fever, which was supposed to be absent 
from Central America for many years, and which now has been shown 
by this group to be spreading northward through Central America, 
to or into Mexico, such a disease is of considerable importance to the 
United States, at least from the standpoint of surveillance, since it 
has in the past created serious problems in our own country. 

It has been imported again and again, and we are also concerned 
ye some spread of the disease might possibly subject us to that 

anger. 

r. Busspny. Will you give us an idea how much these Central 
and South American countries benefit in comparison to the United 
States, speaking percentagewise again now? 

Dr. Haas. I think perhaps the Central American countries have a 
more immediate benefit whereas we have a long-view benefit, and 
since the work is done on diseases in those countries, and the work 
is \ actually there, perhaps one might say they share equally 
with us. 

Mr. Bussey. You mean to say we get as much benefit out of the 
work of that laboratory as all of the Central American countries 
together? 

Dr. Haas. If one takes the long view 

Mr. Bussey. I am not talking about the long view but the work 
of the laboratory as it exists presently. 

Dr. Haas. We have to make these statements in terms of some- 
thing. I would say in terms, then, of the total contribution to scien- 
tific knowledge, ves, we get as much benefit as they, perhaps more 
since perhaps we are able to use it—— 

Mr. Bussey. I am not talking about total scientific knowledge. 
I am talking about direct benefits and direct application of the work 
of this laboratory to the countries of Central and South America in 
comparison to the United States. I don’t think that should be such 
a difficult thing to make an estimate on. 

You have no way of measuring it down to the last decimal point. 
I appreciate that. 

Dr. Haas. The people at the laboratory do not apply control 
measures. That is not their mission. Their mission is research and 
investigation into problems and the acquisition of new knowledge. 

Mr. Bussey. I am talking about benefits and not who makes the 
application. 
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Dr. Haas. Let me put it this way, then—TI still have not answered 
your question and I don’t know that I can, but let us go back to 
yellow fever again. 

Mr. Bussey. That is only one item. Here is a laboratory which in 
comparison to our whole budget doesn’t amount to very much but 
there is a certain point in question which interests me very much, 
especially in view of the fact that the House Government Operations 
Committee issued a report last week showing a long list of different 
international organizations to which we were making practically the 
entire contributions. This is part of a pattern. 

I will tell you very frankly that I am thoroughly convinced that 
the benefits of this laboratory accrue in a very small percentage to 
the United States compared to Central and South American countries. 
I am very frank with you, and am trying to give you an opportunity 
to correct that impression if I am wrong. 

Dr. SHannon. May I comment on that? 

Mr. Bussey. As you know, we don’t care who supplies the answers. 

Dr. SHannon. I would like to suggest that one might look at it 
from quite a different point of view. 

In the total study of some of the diseases that are of importance 
to the United States, it becomes essential to conduct a portion of 
those studies in field stations. I think this Gorgas Laboratory would 
be considered a rather essential field station. 

The basis of that comment stems from the historical development 
of the laboratory over the last 10 or 15 years when it was rare that the 
Public Health Service did not find it sufficiently important in their 
total scheme of research work to have people stationed there for periods 
of 1, 2, or 3 years. 

One can do certain things there, where certain insects are more 
common there than in parts of our own country that, were the facility 
not available, there would be a positive gap in our research program. 

I speak in terms of percentage benefit now. The direct benefit 
Central and South America is much greater than it is to the United 

tates. 

However, on the other hand, there would be an absolute deficiency 
in many programs in this country were this facility not available. 

Dr. Sepreuu. | could add another point, too, Mr. Chairman, to 
what Doctor Shannon has said. 

As everyone well knows, the Panama Canal could not have been 
built except that we controlled yellow fever. We have to maintain 
the canal. It is essential to our defense. Given a military situation, 
we would have a very direct interest in the health of the people 
around the Panama Canal. We need to know 

Mr. Bussey. I do not dispute that. I have been down there on 
several occasions and looked the situation over personally. I agree 
with you 100 percent on that. 


REASON FOR TRANSFER FROM STATE DEPARTMENT 


What is the reason for transferring this appropriation over to the 
Public Health Service now, when it has been supported by the State 
Department previously? 

r. Haas. I believe, sir, that that was initiated by the Senate 
Appropriations Subcommittee which formerly dealt with this appro- 
priation. 
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From reading the testimony at that time I get the impression 
that their thinking was this: That here is a laboratory which does 
research of a public health nature. The Public Health Service 
has the technical competence to interpret and speak for this type of 
research, whereas that competence is not a normal component of 
the State Department, and therefore it would be logical that the 
Public Health Service would be the agency to speak for this organi- 
zation and that the subcommittee which was accustomed to dealing 
with our appropriations would be the logical one to deal with this one. 

Mr. Bussey. It took them all these years to find that out? 

Dr. SHannon. There is another factor. I do not know the extent 
to which this obtains. As I understand it, the original law which 
set up this laboratory set it up in such a way that it could be included 
in those funds which the State Department used for collaborating 
activities with other governmental agencies. 

As the history of this laboratory has evolved, and particularly 
because of the extensive use of it by our own Army pools Navy, the 
interest of Central and South American Governments has dropped 
off to the point now where we are the sole contributor. 

It therefore no longer could be included under the budgetary items 
under which it was carried previously by the State Department. 


CONTRIBUTION OF CENTRAL AMERICAN COUNTRIES 


Mr. Bussey. What has been the annual contribution of Central 
and South American countries up until now, and what countries 
contributed? 

Dr. Suannon. I cannot give you that now. 


Dr. Haas. I believe I can get it for the record. I don’t have it now. 

Mr. Bussey. That will be all right. 

Dr. SHannon. Land and building were contributed by the Panama 
Government. 

Dr. Haas. That is right. 

Dr. SHannon. They were the last ones to continue their contri- 
bution. During the past year I think they contributed and it was at 
the level of ten to twenty thousand dollars. 

Mr. Bussey. Have any of these Central and South American 
countries who benefit from this laboratory contributed to the main- 
tenance of the work there? 

‘ + wl SHANNON. Yes, sir, but it never was a major part of the total 
udget. 
r. Bussey. I would like the record to show what they have done. 

Dr. SHannon. We will be glad to furnish that. 

(The information requested is as follows:) 


Contributions received by the Gorgas Memorial Institute from other countries 


Contributions received: 
May 1929 from Ecuador 
August 1931 from Venezuela 1, 150. 26 


The above amounts represent contributions for 1 year on a prerated basis under 
a quota schedule set up on the basis of population. These were the only contribu- 
tions received in response to the invitation to contribute annually. 

The Repbulie of Panama has deeded land (one city block) and a building which 
is used by the laboratory. This land and building are deeded to the Gorgas 
Memorial Institute for so long as they are used for research purposes. This 
arrangement, if transposed into dollars, would be a sizable annual contribution. 
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Tn addition to the above, there have been numerous other contributions by the 
South American countries wherein various services, supplies, and materials have 
been furnished to the Institute’s supervisory staff while on duty in their respective 
countries. 


RELATIONSHIP BETWEEN GORGAS MEMORIAL AND PUBLIC HEALTH 
SERVICE 


Mr. Bussey. What is the cooperative relationship between the 
Laboratory and the United States Public Health 

rvice? 

Dr. Haas. For a long time, Mr. Chairman, we have had guest 
workers. Let me restate that. 

Over a period of years we have had the opportunity to have one 
or more people working in that Laboratory as guests. That hasn’t 
been continuous, but we do have a scientist at this time who is work- 
ing there, and there was 1 scientist who spent 12 or so years as a guest 
worker there, 1 of our own National Institutes of Health scientists, 
so that we have that direct connection with the Laboratory. 

Then one of our scientists, who is at Bethesda, serves as a member 
of the board of directors which reviews the total scientific program 
of the Laboratory. He has been doing that for a number of years. 

Mr. Bussey. What does the Public Health Service, outside of the 
National Institutes of Health, do in cooperation with this Laboratory? 

Dr. Haas. Well, in cooperation with the Laboratory our current 
activity is the work of this scientist who is now there—that is, investi- 

ting the nature of virus diseases in that part of the world with the 
Caos of identifying some of the viruses which are believes to be respon- 
sible for the febrile illnesses which people get when they go to the canal 
area, which to this day remain unidentified. 

Mr. Bussey. Are these so-called guest scientists that you have had 
working in the Laboratory for a number of years sometimes nationals 
of other countries? 

Dr. Haas. There are no nationals of other countries who are there 
as guests at thistime. There are nationals of the Republic of Panama 
who are members of the permanent staff at this time. 

The guests from the National Institutes of Health have been Ameri- 
can nationals. The one who is there at this time is an American 
national. 

REQUESTS FOR CONTRIBUTIONS 


Mr. Bussey. Have any of the Central and South American coun- 
tries who benefit from this Laboratory been asked to contribute any- 
thing toward its maintenance? 

Dr. Haas. To my knowledge there has been no request that they 
contribute, but—excuse me, I am wrong on that. There has been a 
mechanism for inviting them to contribute. I think that was part 
of the original law, and LI believe it required that this: invitation be 
issued formally each year, but there is now before the Congress a 

roposal that this invitation no longer be issued formally at regular 
intervals. 

Mr. Bussey. None of the Central or South American countries 
are taking advantge of this opportunity which is given them through 
this’ invitation? 
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Dr. Haas. I think that it is true that none of them is contributing 
directly in cash at this time. 

Mr. Bussey. Dr. Scheele, while you were out of the room, I was 
exploring the relationship between the Gorgas Memorial Laboratory 
at Panama and the United States Public Health Service. What is 
the relationship between the two agencies? 

Dr. Scuerete. Mr. Chairman, this activity grew up as an 
independent activity, as you know, and it was placed in the State 
Department largely because of the relationship and interest of other 
Latin American countries in this, and the fact the laboratory itself was 
to be in Panama. 

In looking over the continued listing of this item in the State 
Department’s appropriation for international agencies, it was felt that 
this was inconsistent, this particular item was not consistent, with 
being related to appropriations for our contribution to the United 
Nations, World Health Organization, and the many international 
agencies to which we make contributions. 

It was felt that because it was a health operation it would more 
appropriately be placed in the Department of Health, Education, and 
Welfare. 

WASHINGTON OFFICE 


Actually the Gorgas Laboratory is a federally chartered institution 
to which the Federal Government makes a contribution. The 
institution itself is run by a board which meets here in Washington 
from time to time in the actual headquarters which are here in 
Washington. 

Mr. Bussey. Why do they need a Washington office? 

Dr. Scueete. There is a great deal of interest in the early work 
which Gorgas and various others of our pioneers, Walter Reed and 
others, have done in yellow fever and several of the diseases which 
once were scourges in this country but which fortunately we do not 
now have. 

Mr. Bussey. I am very familiar with the early history of that. 
I have read a great many books on it. I do not believe, incidentally, 
that many people know that the husband of the chief of our passport 
division, Mrs. Shipley, was very closely associated with General 
Gorgas and Gen. Robert E. Wood and others of that caliber down 
there in the early days of the Panama Canal, 

Dr. Scuee.e. Some of the older people in military medical research 
and tropical disease control, notably in this case Colonel Siler, a 
retired Army officer, serves as the Washington office and he serves 
as the Washington office without pay, so there is no overhead in this 
operation. However, it is a contact in the United States for carrying 
on some of the business relationships which occur here. 

We are in process of sending a field team to the Gorgas Laboratory 
and to attempt to do a critical analysis which we will have ready 
for the next year of the operation of this laboratory, to see whether 
we wish to recommend that this be dropped as a continuing item of 
Federal support. 

It was felt, however, we do not have enough information at this 
time to take the long-range decision and we therefore just had this 
item transferred from State to us to carry on during this interim 
period while the whole relationship is being studied. 
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Mr. Bussey. What is the relationship between the Memorial and 
the World Health Organizations? 

Dr. Scueexe. No direct relationship. World Health aniza- 
tion is interested in the research results which come out of this labora- 
tory, and I might say we do have a very substantial interest in the 
research developments of this laboratory in our Army, Navy and Air 
Force, whose members are still required to serve in countries where 
many of the diseases which this laboratory is studying are in existence. 

In addition to that, we have interest in this laboratory because 
of our conduct of health activities in foreign countries through the 
Foreign Operations Administration. 


PERSONNEL ENGAGED IN TROPICAL DISEASE RESEARCH 


Mr. Bussey. What personnel have you other than in the Gorgas 
Laboratory dealing with these tropical diseases? 

Dr. Scuegte. I do not have that but Dr. Haas does have it. 

Dr. Haas. We have a laboratory in tropical diseases. That is part 
of the Microbiological Institute. I don’t know whether I have here 
at hand the total number of personnel there or not. If I have it I 
will give it to you now, or I can supply it. 

Mr. Bussey. Do you have personnel in any of the Central and 
South American countries? 

Dr. Haas. We have 2 scientists in Brazil, yes, and 1 now at Gorgas. 

Dr. Scurerete. There are certain problems which exist in that area 
which can be studied there, which can be studied in other parts of the 
world, but this is a convenient place to study them. One is jungle 
yellow fever. 

Mr. Bussey. Does the United States Public Health Service have 
any physical properties or laboratories in Panama, Central America, 
or South America? 

Dr. Haas. No, sir; just scientists who are guest workers at other 
laboratories. 

Mr. Bussey. You have no physical properties or laboratories? 

Dr. Haas. Only laboratory equipment. 

Dr. Scores. We have no property or actual laboratory plant. 


REASON FOR REDUCTION IN BUDGET 


Mr. Bussey. The request for 1955 is $131,000, or $12,000 less than 
the 1954 budget. What change in the operations of the laboratory 
does this decrease reflect? 

Dr. Haas. Well, that was made voluntarily by the director, Dr. 
Clark, in conformity with his understanding of the need for total 
economy. 

Since he has some flexibility in the program he uses part-time 
employees for special projects and he can make that up by varying 
his total employment load in relation to the part of the year that these 
people work. 

Mr. Bussey. What percentage of this $131,000 goes for salaries and 
expenses and what part goes for maintenance? 

r. Haas. I will be glad to supply that, Mr. Chairman. I do not 
have the figure with me. 

(The information requested is as follows:) 
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Mr. Bussey. What was the total amount that the Bureau of the 
Budget was asked for? 

Dr. Haas. $131,000, I think, sir. 

Mr. Bussey. The Bureau of the Budget allowed the entire amount? 

Dr. Haas. That is my understanding. I didn’t get into this at 
that time but that is my understanding from reading the documents 
in the case, 

Mr. Bussey. I think that is all I have. 

Mr. Fogarty, any questions? 

Mr. Fogarty. 

Mr. Bussey. Thank yon, Dr. Haas. 

Dr. Haas. Thank you, sir. 


Wepnespay, Apri. 28, 1954. 


ENGINEERING, SANITATION, AND INDUSTRIAL 
HYGIENE 


WITNESSES 


MARK D. HOLLIS, DEPUTY CHIEF, BUREAU OF STATE SERVICES 

VERNON G. MacKENZIE, OFFICER IN CHARGE, SANITARY ENGI- 
NEERING CENTER 

STEPHEN ACKERMAN, FINANCIAL MANAGEMENT OFFICER, BU- 
REAU OF STATE SERVICES 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 

RUSSELL R. LARMON, ASSISTANT SECRETARY, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 

JAMES F. KELLY, BUDGET OFFICER 


SALARIES AND EXPENSES 


Amounts available for obligation 


Appropriation or estimate 

Transferred from “Promotion and further development ¢ 
vocational education, Office of Education,” pursuant to 
Public Law 286 


Adjusted appropriation or estimate 
Reimbursements from other accounts 


Total available for obligation 
Unobligated balance, estimated savings 


1953 actual | 1954 estimate | 1955 estimate 
Obligations incurred. 3, 798, 560 3, 264, 700 3, 295, 000 
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Obligations by activities 


Description 


1953 actual 


1954 estimate 


1955 estimate 


Direct Obligations 


1. Industrial hygiene 

2. Environmental research activities. 

3. Water-supply and water-pollution control 

5. General sanitation activities 
6. Administration 


Total direct obligations 


Obligations Payable Out of Reimbursements From Other 
Accounts 
. Industrial hygiene 
Environmental research activities 
3. Water-supply and water-pollution control 
4. Radiological health services as 
5. General sanitation 


Total obligations payable out of reimbursements from 
other accounts 


18,306 | 


3, 798, 560 


3, 295, 000 


Obligations by objects 


Object classification 


1953 actual 


1954 estimate 


1955 estimate 


Summary of Personal Services 


Total number of permanent postions 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 
General schedule grades: 
Average salary 
Average grade 
Crafts, protecti < and custodial grades: 


Personal service obligations: 
Permanent positions 
Other positions 
Regular pay in excess of 52-week 
Payment above basic rates 


Total personal service obligations 
Direct 


Transportation of things_- 

Communication services 
Printing and reproduction 

Other contractual services 

Supplies and materials____ 

Equipment 

Refunds, awards, and indemnities__ 

Taxes and assessments 


Total direct obligations 
Obligations Payable Out of Reimbursements From Other Accounts 


Personal services 

Travel. 

Transportation of things. 
Communication services 
Printing and reproduction 
Other contractual services 
Supplies and materials 
Equipment.____- 

‘Taxes and assessments 


Total payable out of reimbursements from 
other accoun 


aSEGRESE 


GS6.9 


$3, 232 
CPCH+.7 


$2, 620, 660 
78, 475 

5, 690 

1, 800 


2, 706, 625 


2, 638, 425 
182, 875 
32, 650 
24, 300 


5, 010 


3, 164, 700 


3, 295, 000 


45836—54— pt. 2——-30 


$638, 596 $550, 000 $532, 500 
442, 799 549, 700 697, 500 
1, 294, O80 903, 500 903, 500 
354, 993 275, 000 275, 000 
856, 867 | 799, 000 799, 000 
92, 830 | 87, 500 87, 500 
| 5,680,165 | 3,168,700 | 205, 000 
42, 861 | 20,000 
| 16, 520 
25 445 | 
20, 749 52,000 
| 
100,000 
Obligations incurred. — 3, 264, 700 | 
575 474 487 
15 14 8 
$4,795 $4, 866 $4, 822 
$3, 232 $3, 232 
$2008, 485 $2, 651, 235 
Ear ante 75, 965 49, 400 
6, 691 5, 690 
Sa 1, 207 J 1, 800 
P 2, 708, 125 
Travel 209, 650 189, 075 
46, 763 33, 400 
25, 150 26, 150 
24, 882 34, 000 35, 600 
103, 645 86, 350 . 85,550 
85, 862 53, 000 55, 600 
98, 322 69, 940 83, 440 
78, 391 38, 150 72, 250 
5, 591 5, 810 
Obligations incurred. 3, 798, 560 
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Analysis of erpenditures 


1953 actual | 1954 estimate 


Unliquidated obligations, start of year $369, 328 
Obligations incurred during the year 3, 798, 560 


. 4, 167, 888 


22,714 
118, 395 


1,096 
245, 654 


Total expenditures 3, 780, 029 


Expenditures are distributed as follows: 
Out of current authorizations 3, 450, 244 
Out of prior authorizations 329, 785 


Mr. Bussey. The next appropriation item we have for considera- 
tion is the request for fiscal 1955 for “Engineering, sanitation, and 
industrial hygiene.”” We again have the pleasure of having Mr. 
Hollis back before our committee, to enlighten us on this activity. 

Mr. Hou.its. Thank you, sir. 

Mr. Bussey. At this point we will insert your prepared statement 


in the record. 
GENERAL STATEMENT 


Mr. Chairman and members of the committee, this appropriation covers the 
sanitary engineering operations of the Public Health Service and its work in 
industrial hygiene. Of the total of $3,295,000 requested, $2,762,500 is for sanita: 
engineering operations and $532,500 is for industrial hygiene. The sanitary engi- 
neering operations are carried on under four broad headings: (1) Water pollution 
control and domestic water supply; (2) radiological public health engineering, 
including the control of radiation hazards attending the commercial utilization of 
nuclear energy; (3) general sanitation, including direct interstate operations; and 
(4) a comprehensive program of research, demonstration, and training in the 
engineering phases of public health. The industrial hygiene program of the 
— Health Service pioneers studies of the causes and correction of occupational 

iseases. 

The basic public health protective measures provided through sanitation are 
furnished by the State and local health departments of the country. Only a small 
portion of this seme of the Nation’s health program is provided by the Federal 
Government. hough small, this portion is a strategic one in that it includes 
research which provides the new methods to meet new problems; standards which 
enable consistent application with avoidance of confusion; technical leadership 
and stimulation to activate State and local effort; and direct Federal operations 
in areas beyond the jurisdiction or capacity of the States. 

For all of these operations the appropriation for fiscal year 1953 was $3,680,165; 
for the current fiscal year it is $3,164,700. The estimate before the committee, 
$3,295,000, includes a small increase which will enable the new Environmental 
Health Center to proceed with research to probe a few of the most urgent envi- 
ronmental problems. Forenost anong these is the development of practical 
approaches to the control of community air pollution, 


WATER POLLUTION CONTROL AND DOMESTIC WATER SUPPLY 


In the Water Pollution Control Act the Congress has b gmee for a compre- 


hensive attack on the pollution problem and centralized in the Public Health 
Service responsibility for cooperation with States and industry; preparation of 
action programs to reduce pollution; limited enforcement activity; and research 
directly concerned with the prevention and abatement of water pollution. 

We coordinate our efforts with other Federal agencies insofar as pollution 
affects, or is an out growth of, their primary responsibilities (Corps of Engineers, 
navigation; Department of Interior, conservation of fish and acquatic life). 
Findings of other Federal agencies (such as Geological Survey) are utilized by 


| 1955 estimate 
| 
3, 264, 700 3, 295, 000 
3, 510, 354 3, 495, 354 

Deduct: 
Adjustment in obligations.of prior years < 
Obligated balance carried to certified claims account... | 
Unliquidated obligations, end of year. 200, 354 215, 354 
| 3,210,000 3, 280, 000 
230, 000 180, 000 
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and are essential to the successful operation of Federal, State, and local pollu- 
tion control programs. 

Through the National Technical Task Committee on Industrial Wastes, in- 
dustry is bringing to bear on its waste problems its best technical talent. Prob- 
lems under attack by industrial groups are those in the food, mineral, chemical, 
and other manufacturing industries. Direct Federal activities are held to a 
minimum, and deal with collection and interchange of research information on 
economical processes for industrial waste treatment. 

The cooperative surveys with States and interstate agencies have defined the 
areas in which interstate pollution is occurring. The line with congressional 
policy, the Public Health Service is moving ahead, largely through conference 
technical assistance, and research, to seek solutions to interstate problems, withou 
resorting to formal enforcement proceedings which culminate in court action. 
The existence of the Federal act is stimulating States to give more attention to 
problems of interstate pollution and has also made it possible for them to take a 
firmer attitude on intrastate problems. Enforcement activities require field 
data to support formal findings, public hearings, and if necessary, court action. 
The following table summarizes interstate pollution problems according to basin 
areas: 

Major drainage basin areas and number of interstate problems 


Lower Mississippi-western gulf 
Pacific Southwest 


The preparation of joint Federal-State-industry action programs to reduce 
pollution has been rescheduled in accordance with appropriations. Stimulation of 
local construction of pollution abatement works, in line with action programs, is 
carried out by technical consultation, educational methods, and enforcement. 
Technical assistance is restricted to serious local problems beyond the resources 
of those concerned, or to problems having regional or national significance. 

The research effort of this program is carried on through the Cincinnati En- 
vironmental Health Center. This research work constitutes an essential part of 
the Federal water supply and water pollution control activity and contributes in 
a major degree to the future success of the programs of States and industry in 
this field. ith the facts available from such research, waste treatment require- 
ments can be determined more precisely and advantage taken of natural purifica- 
tion in streams to the economic benefit of industry and municipalities and the 
furtherance of control agency programs. Another aim is to develop more effec- 
tive and cheaper methods of waste treatment. 

With the other five Federal members of the Arkansas-White-Red and the New 
England-New York Interagency Committees, the comprehensive surveys of 
water and related land resources for those two areas are continuing, with comple- 
tion scheduled for July 1955, Their completion will yield comprehensive water 
pollution control and domestic and municipal water supply programms for these 
two areas as parts of the comprehensive surveys, and represent the principal 
contribution of the Public Health Service. Integration of water pollution and 
water supply programs of the Service with the programs of other Federal agencies 
will continue for the Missouri and Columbia River Basins and the Pacific South- 
west region. 

RADIOLOGICAL PUBLIC HEALTH ENGINEERING 


The objective of our radiological health activities is to assist the States to 
prepare for the ultimate health responsibilities created by the rapid development 
of nuclear applications, particularly power, industrial uses, and detonations of 
nuclear material. Inherent in all nuclear energy uses are the dangers to the 
public health of minute quantities of radioactive material. 

The development of thermonuclear devices by the major powers creates a 
potential buildup of carbon 14, a radioactive element which will persist in the - 
environment for thousands of years. Proposals designed to encourage peacetime 


|| 

Upper: Mississippi and: Great, Lakes. 19 
14 

10 
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uses of atomic energy by private industry will accelerate the production of other 
fission products on a vast scale in multiple locations. 

Safe and economical methods are needed for segregating, treating, and disposing 
of these low and high level, gaseous and liquid byproduct materials. The control 
on an economical basis of public health hazards inherent in the disposal of wastes 
from power reactors may well be a dominant factor in determining the rate of 
development of this industry. The Public Health Service must assist State and 
interstate agencies in establishing public health engineering criteria for site 
selections, construction, and operation of facilities. 

The program under this item consists of three main activities: (a) Assessment 
of radiation hazards to the public under various circumstances; (6) training and 
demo‘istrations designed to increase the competence of State and local agencies 
in dealing with radiological health problems; (c) extending assistance to State and 
local agencies in the development of suitable control programs and the handling 
of specific problems. 

Laboratory studies of radioactive waste treatment and water decontamination 
procedures conducted since 1949 in cooperation with the Atomic Energy Commis- 
sion have provided significant information on the effectiveness of various treat- 
ment processes in the removal of specific radioisotopes and mixed fission products 
from water and wastes. Evaluative studies on the effect of classical water-treat- 
ment processes on the removal of radioactive materials from water have been 
completed. Studies on the adaptation of physical, biological, and chemical 
methods of the treatment and disposal of radioactive wastes will be continued in 
- cooperation with the Atomic Energy Commission. 

the Savannah River Advisory Board has recommended that in 1955 the Service 
give particular attention to the effects upon the Savannah city water supply, upon 
industrial water use, upon sludge banks, and upon shell-fish growing areas. 

The Public Health Service plans to use its resources in close collaboration with 
the Atomic Energy Commission and other agencies. 


GENERAL SANITATION ACTIVITIES 


This item covers a wide range of sanitary engineering activities falling within 
two broad categories: 

1. Public Health Service responsibilities for the regulation and control of 
sanitation for interstate carriers. 

2. Public Health Service responsibilities for assisting State and local health 
departments on such sanitary engineering problems as interstate milk and shellfish 
shipment certification, control of milk-and-food-borne disease, home accident 
prevention, and other public health aspects of housing, and other basic engineering 
services. 

The major part of the funds for this activity is required to discharge the inter- 
state carrier activities referred to above. State and municipal governments 
appropriate roughly $35 million annually to carry on the activities represented 
by the second category. The importance of the Federal contribution is illustrated 
by the fact that more than $1 million was made available by the Kellogg Founda- 
tion for State and local home-accident-prevention projects, contingent on Public 
Health Service technical supervision. Federal expenditures on home-accident 
prevention amount to only $25,000 annually. 

The interstate carrier program is concerned with the sanitation problems 
associated with the transportation of 2 million passengers daily, particularly as 
they relate to the interstate spread of disease. Through joint action with the 
industry and States, supplemented by an active inspection program, significant 
advances are being made in raising the level of sanitation. During the current 
year, plan reviews of sanitary features have been made of some $404 million worth 
of conveyance and facility construction. The program encompasses an inspection 

rogram totaling 4,700 field inspections of water, milk and food sources, a signi- 
cant portion of which has been made by the States for us. 

The nationwide shellfish certification prearen is meeting new problems asso- 
ciated with wider distribution of shellfish across State lines, resulting from new 
methods of freezing and packing, and the importation of shellfish from foreign 
countries into the United States. As pointed out in last year’s statement on this 
program, this multi-million-dollar industry is working closely with the Service in 
carrying out measures to prevent the spread of disease by this easily contaminated 
feod. ..Current,.control measures are being revised in light of technological 
advances being made by the industry. ‘ 

The cooperative State-industry-Public Health Service program of interstate 


milk shipment certification is assuming major stature from both a public health 
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and economic viewpoint. While the bulk of the expense is being borne by the 
industry and the States, the certification activities of the Service constitute the 
essential coordinating phase of the program. Nationwide acceptance of the 
Service’s system of evaluating State control programs is the key to the public 
health control of milk shipped interstate from milk surplus to milk deficiency 
areas. This operation is of vast economic importance. 

The nationwide food sanitation program is being broadened to provide closer 
cooperation with the National Restaurant Association and the National, Sanita- 
tion Foundation, as well as with State and local health agencies. The Service, 
at the request of the baking and poultry processing industries, is cooperating in 
the development of sanitation programs in these industries for the better protec- 
tion of the Nation’s health. 

For the past few years, we have had a small group concentrating on the problem 
of the rehabilitation of substandard housing through application of local housing 
codes by health departments. Five years ago only 5‘or 6 health departments 
had such programs. Today there are 100 and the movement is rapidly 
picking up momentum. A nationwide program of housing rehabilitation would 
increase the available supply of decent housing by several hundred thousand units 
annually. The present rate of rehabilitation is a small percentage of the potential. 
It is estimated that 40 million Americans are living in the 15 million to 16 million 
dwelling units that have basic health deficiencies. Federal assistance consists of 
aiding in the development of a sound housing code, including uniform standards 
for facilities, maintenance, and occupancy; the planning of housing surveys; and 
the studying, for comparative purposes, of successful administrative, legal, and 
enforcement techniques. 

Engineering resources.—A small but significant portion of this appropriation is 
devoted to improving the planning and coordination of our efforts in environ- 
mental health with those of the many other public and private groups in this 
field. 'The development of methods for appraising. the results of environmental 
health programs; for improving utilization rf the Nation’s limited fund of sanitary 


engineering manpower; and for adjusting our sanitary engineering practices to 
economic trends are among the specific areas of concern. Centralized technical 
reference facilities and such adjuncts as mail and file services are provided also 
from this appropriation. 


RESEARCH 


The new environmental health center provides for the first time the facilities 
required to begin to close the wide gap between the problems being created by 
modern technology and the knowledge we must have to solve them. Obviously 
the amount of research required to meet the need goes far beyond the capacity 
of the Cincinnati laboratory. However, we feel confident that the leads developed 
at Cincinnati will do much to stimulate the latent research potential in these 
fields at engineering institutions throughout the country. Investigations which 
will receive additional emphasis in fiscal year 1955 are as follows: 

Acute suffering from community air pollution, both in the United States and 
abroad, is becoming increasingly common. Evidence is accumulating that 
respiratory diseases are more prevalent and more severe where the atmosphere 
is polluted.. A year ago in London, during a period of smoky fog, the city suffered 
8,000 deaths in excess of the normal. The rise in the death rate exceeded that of 
the terrible cholera epidemic of 1886. 

This year, in order to initiate much needed research on the significance of the 
community air pollution problem and the best methods of attacking it, two small 
projects were started at the environmental health center. A device for the col- 
lection of organic particulate matter from the air was developed and, in coopera- 
tion with local health agencies, installed in 17 cities to obtain information as to 
the organic content of the air under various conditions of meteorology, topog- 
raphy, and industrial or residential activity. Within the last few weeks, we have 
received a number of urgent requests from industry for such data. A pilot study 
was undertaken to determine whether or not fluctuations in weekly mortality 
pee in a large industrial city are related to air quality as affected by weather 
conditions, 

For fiscal year 1955, it is proposed to (1) further develop and evaluate air 
sampling and analytical methods, under practical operating conditions, and pro- 
vide laboratory analytical services to support field studies of community air 
pollution with respect to inorganic and organic particulates, gases, vapors, and 
allergenic or other materials of biological origin; (2) provide for studies, at a modest 
level, of the toxicity of pollutants found in the air; (3) extend the analysis of 
available mortality and morbidity data in relation to measured levels of air 
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pollution in selected communities; and (4) insofar as possible, comply with re- 
quests for assistance on urgent problems of community air-pollution control. 

Important new epidemiological information has been obtained in recent years 
concerning the role of water in the transmission of virus diseases, such as infectious 
hepatitis, known to prevail widely in our population. Similar questions are being 
investigated concerning certain fungus diseases. It is proposed to continue 
fundamental studies of the occurrence and persistence of viruses and fungi in 
water, to develop methods for their laboratory identification and enumeration, 
and to determine the effectiveness of chlorination and other processes in the 
destruction of viruses. 

Food sanitation.—Two acute problems will be given special attention in 1955. 
The development of simple, rapid methods of determining whether or not food 
has been contaminated by micro-organisms or by the poisons secreted by the 
common staphylococci will be pursued. Also, investigations will be conducted 
on the gulf coast to determine the extent to which shellfish absorb contamination, 
and their ability to cleanse themselves in unpolluted areas. ‘This is a continua- 
tion under warm water conditions of the studies recently completed in colder 
waters at Woods Hole. 

Development and improvement of sanitation control techniques.—Improvements in 
tax-supported public health services are being attained and money economies 
effected by applying new or improved tools and methods, such as the membrane 
filter procedures developed by the environmental health center for the bacterial 
examination of drinking waters. Potential savings from this procedure are esti- 
mated in terms of millions of dollars annually as its application in publie health 
laboratory practice is extended. Similar savings for Government and industry 
may be realized if current studies of a new germicide for use in the milk and food 
industry come up to their promise. 

Among other investigations to be pursued at the center are (a) the develop- 
ment of analytical procedures for chemicals in the environment, (b) the develop- 
ment of rapid automatic instrumentation for analysis of chemical and micro- 
biological pollutants, (c) the study of practical procedures in the use of selected 
germicides to insure proper selection and use in specific circumstances, (d) the 
continued development of the application of the membrane filter technique, 
especially for the identification and estimation of important intestinal pathogens, 
the salmonellas and shigellas, and for other field uses, and (e) the abstraction of 
domestic and foreign technical literature related to the environmental health 
field for the benefit of the center’s research staff and official health agencies by 
the publication and limited distribution of public health engineering abstracts. 

Maintenance of building and facilities—Costs of operating and maintaining 
the center at Cincinnati are estimated at the 1954 level—24 positions and $107,400 
total cost. This represents a minimum level in relation to legal requirements, 
safety, security, cleanliness, and prevention of undue deterioration of facilities. 


“ INDUSTRIAL HYGIENE 


The Public Health Service began its program of scientific studies and research 
designed to help conserve the human resources of the Nation’s industry about 
40 vears ago. In the ensuing four decades, unprecedented technological advances 
and industrial expansion have brought many new and different threats to the 
health of the working population. The principles of good occupational health 
practices developed through these studies are applied by industry, official agencies 
and professional groups as a result of suggestion and reason rather than rule and 
regulation. Studies and research of this type implement a principal objective 
. this Division: the protection of workers against the hazards of occupational 

iseases. 

The second of our two major objectives is the improvement and maintenance of 
the health of workers. There are two significant trends in this field of activity. 
First, increased emphasis is being placed on the work place as a significant factor 
in the prevention and control of chronic diseases and mental disorders. Second, 
there is a growing awareness of the importance of privately financed health 
maintenance services for workers. Employers and State and local agencies are 
beginning to appreciate the many benefits which can be realized by the improve- 
ment of health services for workers. Preventive medicine and emergency medical 
care on the job, financed by private funds, provide a practical means of improving 
the health of a large segment of the adult population with fewer tax dollars. Em- 

loyers, employees, and communities benefit through reduced sickness absentee- 
ism, increased productivity at lower cost, and greater earnings. However, pro- 
gress on this health front has been discouragingly slow. At present, five-sixths 
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of the workers of the country do not have even minimal health services available 
at their places of work. 

The occupational health program proposed for fiscal year 1955 consists of field 
and laboratory research studies of occupational diseases and the development 
of measures and standards for application by industry, official agencies, and pro- 
fessional groups. Other major activities include consultation services in the fields 
of occupational medicine, engineering, nursing, toxicology, biochemistry, health 
physics, and statistics. Special advisory assistance is made available to State 
and local agencies and other organizations on unusual and complex problems which 
arisé in the administration of occupational health programs and services. 

To. absorb budget reductions amounting to approximately 18 percent since 
fiscal year 1953, it has been necessary to discontinue the publication of the tech- 
nical journal Occupational Health, to discontinue studies of the reporting of 
occupational diseases and sickness absenteeism, and to sharply curtail technical 
assistance. 

The major research work now under way consists of studies of health hazards 
associated with the mining and milling of uranium ores and of diatomite; industrial 
noise and its relationship to hearing acuity; possible carcinogenic properties of 
shale oil; toxicity and cutaneous effects of various industrial substances: and 
studies of such physical agents as temperatures, humidity, ionizing radiation, 
radiant energy, illumination, and ventilation as they affect the worker. 


BUDGET REQUEST 


Mr. Bussey. Mr. Hollis, your request this year is for $3,295,000, 
which is an increase of $132,500 over the 1954 appropriation. 

Mr. Ho ututs. Yes, sir. 

Mr. Bussey. Is that increase going into environmental research 
activities? 

Mr. Hous. Yes, sir; all of that increase, Mr. Chairman, is for 
use at our new laboratory facility at Cincinnati. 

Mr. Bussey. What did you request of the Bureau of the Budget? 

Mr. AcKERMAN. $3,502,500. 

Mr. Bussey. The amount you are here to justify is $207,500 
below the amount requested of the Bureau of the Budget? 

Mr. Houuts. Yes, sir. 

Mr. Bussey. If your full request had been allowed and the Congress 
had concurred in that allowance, would this additional $207,500 have 
been applied to environmental research activities? 

Mr. Hous. $100,000 of it would have, Mr. Chairman. The 
remainder would have gone into the interstate milk shipment program 
and some small amount into the industrial hygiene operation. But the 
bulk of it would have gone into the Cincinnati facility. 

Mr. Bussey. What would have been added to your activities on 
the interstate milk shipments? 

Mr. Houuis. At the moment, we are at approximately a $60,000 
annual operation. We feel the interstate milk program ultimately 
should level off at about $100,000 to $110,000; so the increase would 
have added some 4 or 5 people to that program. 

Mr. Bussprny. How much are you spending on that now? 

Mr. Houuts. $64,000, involving 10 positions. 


USE OF INCREASE REQUESTED 


Mr. Bussey. Explain to the committee a little more in detail for 
what this $132,500 increase will be used. 

Mr. Hotuts. That will be used to round out and fill in some of our 
key scientific staff at the Robert A. Taft Sanitary Engineering Center. 
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It will be used in large measure to enlarge slightly on our research, in 
the field of community air pollution, which is an area relatively un- 
touched in terms of sanitary engineering knowledge and intelligence 
of the problem. It is an area that is increasing in importance from a 
health sancpnses, from an economic standpoint, and certainly from a 
nuisance and esthetic standpoint. 

Mr. Bussey. Have you been working on the.Los Angeles problem? 

Mr. Houuts. We have consulted on two occasions for short periods 
at their request, primarily to be of some assistance in helping them 
line up their program of operation, especially some of the epidemi- 
ological work Ab some of their technical work in terms of measure- 
ments of the particulate matter and the research to develop an under- 
standing of the problem. 

As you know, that is a very complex problem in Los Angeles. 

Mr. Bussey. Have they made any progress in getting to the causes 
of the situation and correcting it? 

Mr. Houurs. Yes, sir. In Los Angeles I think they have made 
quite a bit of progress. As perhaps you know, the city and county, 
in combination, have appropriated rather sizable sums for study, for 
research, and for some regulatory measures as fast as they can work 
out a practical and equitable method of enforcing regulatory measures. 
And certainly if they have not as yet made too large a dent into some 
of the potential toxic materials getting into the air from some of the 
industry, at least they have made real progress in some smoke abate- 
ment and some of the measures in the areas which we know how to 
control. 

RADIOLOGICAL PUBLIC HEALTH ENGINEERING 


Mr. Bussey. You refer, in your statement, to radiological pub-ic 
health rnc pari What is the Atomic Energy Commission doing 


in this field; that is, in the public health aspects of the industrial use 
of radioactive materials? 

Mr. Houus. The Atomic Ene Commission is doing more re- 
search in all aspects of radiation and nuclear fission to effect an under- 
standing of fissionable materials than is any other agency. On this 
particular point, if I may, I would like to give you just a little back- 
ground as to what we are proposing under these estimates. I think 
the reality of life is that we are in the atomic age and that no health 
department or health agency any longer can ingore the fact that 
radiation is at the moment of real health interest and could, without 

roper understanding and control, become a significant health prob- 
in. Health officials must consider it now along with other health 
measures. 

Our approach here is to bring into the field of radiological health 
the years of background experience of our group, our understanding of 
environmental behaviors of the formulas and equations that relate to 
the behaviors of streams; similar knowledge we are compiling on air, 
and the sanitation involved in processing and handling of foods. In 
other words, our field of sanitary engineeritg deals with the stresses 
and of the effects of stresses on air, water, food, and shelter. With 
the new problems of radiation, they are affecting materially, and will 
affect more and more as the peacetime uses of atomic energy expand, 
these environmental fundamentals of air, water, food, and shelter. 
Our first objective, as you may recall when we cp pany the 
problem to this committee 5 years ago, was that we needed to develop 
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some intelligence in this area; that we should take some of our men 
who were trained engineers in the field of sanitary engineering and 
give them some additional knowledge and understanding in the field 
of radiation, so that we would be prepared to meet proper request 
from the States and to be of any assistance we could to the AEC on 
problems in our field. That objective has been reached. 

The second objective at the tume was to undertake studies relating 
to the behavior of radioactive materials in the environment. Learn 
to measure the levels of radiation to understand the dilution, dispersion 
and absorption factors of radioactive materials ip streams, in air, and in 
soil. Those studies we have carried on in very close cooperation with 
the AEC, bringing into the picture, as I say, our trained sanitary 
engineers who have had supplemental training in radiation. 

As the policy develops for a broader and more extended peacetime 
use of fissionable materials, for power and for other uses, with the 
great potential benefits that will come from that, there will be inevi- 
tably byproduct wastes and the effects of the use of radioactive 
materials on the environment. It is on that phase of the problem 
that we are now working. 

Recently the Atomic aviey Commission requested that we assist 
them, as their contractor so to speak, with the offsite monitoring of 
any future continental test. Plans for such work are now being 
worked out with the AEC. 

The policy we have tried to follow as our primary objective is to 
help develop the knowledge and the intelligence that the State health 
agencies will need in this field. Ultimately this problem and the 
regulatory measures associated with the problem is going to fall to 
State and local communities and interstate agencies. So our objec- 
tive is to help these groups get ready. 

Mr. Bussey. It is your opinion, then, that eventually the States 
and not the United States Public Health Service will have to take 
over this program? 

Mr. Hous. I think the State health groups, including, of course, 
‘the State water groups, ultimately will have the regulatory problems 
associated with normal radiation uses just as they now do for any 
other industry. I would hope that same pattern would hold and 
that our part of the problem would be to assist with the research 
intelligence as rapidly as possible and the techniques for control 
application. 

Mr. Bussey. Is it too early to say that progress has been made in 
that direction? 

Mr. Ho.tuis. Not at all, sir; because there are five States at the 
moment which have State level programs within the Health Depart- 
ment and, of course, many cities are doing good work. For example, 
after the press announcement of some few months back about the 
nuclear reactor that was proposed for the Duquesne Electric Co. at 
Pittsburgh, within a few days after that release we were called by the 
Interstate Commission on the Ohio River. They were quite concerned 
about what effect that would have on the Wheeling and on other city 
water supplies. We were able, in cooperation with AEC, to give them 
information and an understanding of the work that had gone into 
these plans and the precautionary measures that were being taken. 
The States on the Ohio, and so forth, are developing intelligence as 
fast as they can and I believe in all honesty and sincerity that this is 
one problem that we are on top of, and one we have got to be on top of. 
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RELATIONSHIP OF FOOD WORK TO FOOD AND DRUG ACTIVITIES 


Mr. Bussey. On page 8 of your statement under “Food industry 
you say: 

The nationwide food sanitation program is being broadened to provide closer 
cooperation with the Netional Restaurant Association, and the National Sanita- 
tion Foundation, as well as with State and local health agencies. The Service, 
at the request of the baking and poultry processing industries, is cooperating in 
the development of sanitation programs in these industries for the better pro- 
tection of the Nation’s health. 

How does your work in that field relate or overlap with the work of 
the Food and Drug Administration? 

Mr. Ho tuts. First may I say that on all of these committees the 
Food and Drug Administration has a representative. Being in the 
same Department and having daily contact with each other, it is 
helpful that they have a person on our committees and we have one 
on theirs when considering problems in this field. In general, the 
Food and Drug Administration is the Federal regulatory authorit 
in the field of pure foods and drugs. Our effort, on the other hand, 
is in the public health aspects of the problem; assistance to State and 
local bealth agencies in developing their regulatory controls relating 
to the handling and serving of foods. The question is a can of peaches, 
for example, that is shipped interstate a safe product, or any other food 
that is processed and shipped interstate is a safe product, is in the 
food and drug area of operation. Ours is in the potential contamina- 
tion of foods during the preparation and during their serving and 
during their storage or refrigeration. That is the primary basic 
difference. In the prepared statement the thought is perhaps not 
too clear, because of the few words. I would like to expand, if I may, 
to this extent. The food industry is a multibillion dollar industry. 
I think it is listed as about the fourth largest industry we have. And 
our objective has been over the past 5 years to work toward a self- 

licing, operating within the industry, to get the industry itself 
interested in doing its primary sanitation job. In turn, the industry 
has asked our help in working with them to attain some uniformity 
in the sanitation practices through the State and local health depart- 
ments, so that as they develop new equipment and methods and 
materials they will be acceptable to all of the State and local health 
groups. We feel under that kind of plan, most of our small resources 
should be used where they could do the most good, which is in the 
area of new problems. Incidentally not all of these are new problems; 
they are really some old problems, but they become more complex 
with the new processes; for example, rapid methods of pasteurizing 
milk; use of plastic and synthetic materials in pasteurization equip- 
ment and food-dispenser equipment, and the sanitation problems 
associated with such changes. The States daily ask us about such 
matters and that is what we want to use the most of our resources on. 


WORK IN FIELD OF HOUSING 


Mr. Bussey. How many people have you working on the problem 
of the rehabilitation of substandard housing? 

Mr. Hours. In the field of housing we have a total of three people. 

Mr. Bussey. This unit of your work is cooperating with what other 
agencies in regard to this problem? 
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Mr. Hous. Of course, the Housing and Home Finance Agency, 
has the basic authority in slum clearance housing, and we are working 
very closely with that group. As a matter of fact, one of those three 
people until quite recently was on liaison assignment to them. We 
have a fourth person, an engineer, in the housing field, but we have 
loaned that fourth man to the Housing and Home Finance group— 
of course they reimburse our Department for his salary—to bring 
to them our ideas and as a liaison between the two agencies. 

There is another agency we are beginning to work very closely 
with, and that is the Department of Agriculture in an effort to be of 
some value in rural farm homes because, through the Extension 
Service, Agriculture is the Federal agency that has the closest contact. 


RELATIONSHIP OF AIR POLLUTION WORK IN DIFFERENT PHS DIVISIONS 


Mr. Bussey. Now on the matter of air-pollution investigations, 
how is this work different from the air-pollution work done by tke 
communicable disease center and that done under Microbiological 
Institute grants? 

Mr. Hotuis. Our program is in the field of community air pollution. 
It is dealing with all of the physical properties and physical contain- 
ments in the air, particularly the matter of mists and toxic materials 
that are getting into the air and studying the behavior of these mat- 
rials in the air; methods of reducing and controlling the extent of the 
pollution, and working out practical methods to control. 

In the case of the communicable disease center, their work is limited 
to the problem of pathogenic bacteria in the air. This phase of the 
problem is at CDC because our epidemic intelligence program is at 
CDC and we felt that those two operations tied closely together. 

In the two programs there are some common denominators. For 
example, some types of equipment that are used for sampling lend 
themselves to use either on the physical side of the problem or the 
bacterial side and, where that is the case, of course there is a very 
close working relationship between the two groups. 


NONFEDERAL EXPENDITURES FOR WATER POLLUTION CONTROL 


Mr. Bussey. What is the trend in non-Federal expenditures for 
water pollution control? 

Mr. Hotuis. At the State levels the trend has held about constant. 
If we could go back to 1948, as I recall the figure, the total budget 
that we could delineate as State expenditures ran about $2 million. 
That has built up over the years to about $6 million and has held 
about constant for the last 2 years. There is a slight increase this 
year, but that is largely because Pennsylvania has a special appropria- 
tion to aid the cities in certain ways in their water-pollution program. 

Mr. Bussey. Will you be able to furnish a table that would show for 
the past 5 years the trend in expenditures, Federal, State, and local? 

r. Houuts. I will be glad to. May I ask, Would you want the 
interstate expenditures, for example, of the five interstate agencies 
separated ? 

Mr. Bussey. No, not necessarily, as long as it comes under the 
heading of State expenditures. 

Mr. Kerry. Do you want that in total, or broken down by States? 

Mr. Bussey. No, I do not want it by States; just the total. 

(The requested information follows:) 
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State funds expended by State water pollution control agencies, 1949-54 (field survey 
activities, enforcement, review of construction plans and specifications, training 
of local sewage treatment works operators, and supervision over operation of local 
sewage treatment works) 


$2, 000, 000 | 1952 $4, 016, 580 
2, 286, 941 000 
2, 993, 322 | 1954 


Local expenditures for water-pollution control—Contract awards for construction of 
municipal! sewage-treatment plants,? 1948-53 


Contract award value 


1950 


$175, 000, 000 
194, 000, 000 


1 Includes cities, significant institutions, etc. 
2 Includes sewage-treatment plants and interceptor sewers. 
3 Adjusted by Engineering News Record Construction Cost Index. 


INDUSTRIAL EXPENDITURES FOR WATER-POLLUTION CONTROL 


Mr. Bussey. Do you have anything that would show the indus- 
trial expenditures in this field? 
Mr. Houuts. We have some se. Mr. Busbey, of the industrial 


expenditures for correction of pollution, that is, for pollution abate- 
ment works. We have some general figures but they are not accurate 
on the industrial expenditures for water-pollution work within 
industry. Such figures are awfully hard to ferret out, but we do have 
some general figures on the expenditures by industry for the correc- 
tion of llution and the installation of remedial works. 

Mr. Bussey. If you have any figures you can supply, I think it 
would be helpful for the record. 

Mr. Ho tuts. All right, sir. 

(The requested information follows:) 


EstimaTED WATER PoLLUTION CoNnTROL EXPENDITURES BY INDUSTRY 


1. It is estimated that $75 million per year is being spent by industry for the 
construction. of industrial waste-treatment facilities or adjustments in plant equip- 
ment for the purposes of industrial pollution abatement. This is an estimate 
based on analysis of industrial expenditures in a small number of selected areas 
in the country and on expenditures of a few selected major industries, since a 
complete tabulation of such expenditures is not available. 

2. In 1953 industry had under way approximately 400 research projects costing 
$3 million. These projects were designed primarily to furnish information on 
methods for treating industrial wastes in an industrial group or for a particular 
industry, methods for utilization of byproduct wastes and on process changes to 
reduce wastes volume. 


Current 
203, 000, 000 203, 000. 000 
137, 000, 000 123, 000, 000 
190, 000, 000 162, 000, 000 
| 
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WATER POLLUTION CONTROL WORK BY FEDERAL AGENCIES 


Mr. Bussey. At this point in the record we shall insert the table 
showing the summary of responsibilities and functions of Federal 

encies in water-pollution control and the description of methods 
of coordination with United States Public Health Service. There are 
lots of questions raised on that. So, it probably would be a good 
table to put in the record. 

(The matter referred to is as follows:) 
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SumMAry or WaTER ConrTrot RESPONSIBILITIES OF THE PUBLIC 
HEALTH SERVICE 


LEGISLATIVE AUTHORITY 


Water Pollution Control Act of 1948 (Public Law 845) and Public Health 
Service Act (Public Law 410). 


DESCRIPTION OF BASIC RESPONSIBILITIES 


F1. Congress held that the primary right and responsibility to control pollution 
rests with the States. Federal responsibilities include providing support and aid 
to technical research; technical services to State and interstate acencies and in- 
dustries; financial aid to State and interstate agencies and municij alities, in the 
formulation and execution of their stream y ollution abatement programs. 

2. Specifically, the Water Pollution Control Act states that Public Health 
Service is to— 

(a) Prepare or adopt comprehensive pollution-control programs for inter- 
state waters and their tributaries. In their preparation, due regard must be 
given to all water uses, that is, not only for public water supplies but 
for the propagation of fish and aquatic life, recreation, agricultural, industrial 
and other legitimate pur; oses as well. These programs are to be develo 
in full cooperation with other Federal and interstate agencies, States, munici- 
palities, industries, and others concerned. 

(b) Promote interstate cooperation by encouraging cooperative activities 
between the States, the enactment of uniform State water-pollution control 
laws, and comrpacts for pollution control by the States. ' 

(c) At the request of any State or interstate pollution-control agency, 
conduct investigations, surveys, and research on any specific water-pollution 
problem, so as to recommend a solution of such problem; and to publish the 
results of surveys, studies, investigations, and research for public and private 
bodies and individuals. 

(d) Exercise enforcement powers on interstate waters when pollution from 
one State endansers the health or welfare of rersons in another State. 

(e) Participate in the construction of municipal sewage treatment works 
by making loans at 2 percent to public bodies, with a maximum project 
loan of $250,000. Projects must be approved by the State water-pollution 
control agency and the Surgeon General. 

({) Participate in the construction of municipal sewage treatment works 
by financing, through grants, the cost of engineering investigations and plan 
preparation prior to the construction phase of the project, with a maximum 

project grant of $20,000. Projects must be approved by the State water- 
pollution control agency and the Surgeon General. 
(g) To aid States and interstate agencies through grants for investigations 
am research on the control of water pollution caused by industrial wastes. 
The Water Pollution Control Act authorizes annual appropriations (until June 
30, 1956) of $22.5 million, $1 million, and $1 million, respectively, for the pur- 

s set forth in paragraphs (e), (f), and (g), above. Further, the act author- 
zes up to $2 million annually for activities of the Public Health Service and 
$500,000 annually for administering the purposes of paragraphs (e) and (f), 


above. 
3. The Public Health Service Act, Public Law 410, makes the following pro- 
visions, among others: 

(a) Section 301 directs the Surgeon General to conduct in the service, and 
encourage, cooperate with, and render assistance to other appropriate public 
authorities, scientific institutions, and scientists in the conduct of, and pro- 
mote the coordination of, research, investigations, experiments, demonstra- 
tions, and studies relating to the causes, diagnosis, treatment, control, and 
prevention of physical and mental diseases and impairments of man, including 
water purification, sewage treatment, and pollution of lakes and streams. 

(b) Section 311 directs the Surgeon General to assist States and their 
political subdivisions in the Se and suppression of communicable 
diseases, to cooperate with and aid State and local authorities in the enforce- 
ment of their quarantine and other health regulations, and to advise the 
several States on matters relating to the preservation and improvement of 
the public health, 
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REMARKS 


The purpose of the Water Pollution Control Act is to provide for a compre- 
hensive attack on the pollution problem by a single Federal agency. The responsi- 
bilities of the Public Health Service are directly related to pollution control. In 
contrast, activities in the pollution-control field by other agencies exist primarily 
as an adjunct to their primary purpose. 

In large measure, pollution-control activity undertaken for the protection of 
public health provides protection for other water uses as well. Where pollution 
control activities must of necessity be undertaken in areas other than public 
health, such as the effects on fish and wildlife, coordination with the principal 
oqnney concerned is carried out in accordance with the procedure shown in this 
table. 

The provisions of the Public Health Service Act, Public Law 410 of the 76th 
Congress, which codified statutes pertaining to the Public Health Service, have 
since 1912, been the authority by which Public Health Service has received annual 
appropriations for its research and investigation activities in the field of water- 
pollution control. It was to this long-existing basic authority that Public Law 
845 of the 80th Congress was added in 1948. 

As an outgrowth of its basic responsibilities, primarily in the field of water- 
pollution control, the Public Health Service was invited to become a member of 
the Federal Interagency River Basin Committee. It is responsible, in the Com- 
mittee’s activities, for the pollution control aspects of broad river basin develop- 
ment programs. 


TRANSFER OF CERTAIN ACTIVITIES FROM CINCINNATI TO WASHINGTON 


Mr. Bussey. Mr. Hollis, on page 1 of the Statistical Summary of 
Water Supply and Treatment Practices, put out by the Public Health 
Service, it states, and I quote: 

During 1939 the Public Health Service, in cooperation with the various state 
health departments, initiated a program designed to furnish a continuing census 
of sewa‘je-disposal systems, and water-treatment plants in the United States. 
These activities were conducted at the Environmental Health Center, Cincinnati, 
Ohio, until 1950, when they were transferred to the Division of Water Pollution 
Control, Washington, D. C. 

I was wondering why at the very time that you were building larger 
facilities in Cincinnati you moved these activities to Washington? 

Mr. Ho tts. That is a very good question, Mr. Busbey. 

May I preface my answer by saying that they are being moved 
back to Cincinnati. 

The reason we moved them here—and, incidentally, only one man 
was involved in the transfer—but the reason we moved them to 
Washington at that time was because we were getting our water 
pollution control program under way, and a great deal of the basic 
data that was essential for the comprehensive programs, as required 
under Public Law 845, the Water Pollution Control Act, were quite 
similar to these inventory data which we were obtaining annually in 
cooperation with the States. We felt it would be more effective to 
combine those two operations, at least during the initial stage, the 
first 4 years of operation, of the water pollution control program. 
That was the reason for moving the files, and the one man, to Wash- 

n. 
r. Bussey. How many people do you have working on this 
project, altogether? 

Mr. Houtts. At the moment there are three eople on that project, 
and the reason for the enlargement is that we have been requested— 
our Department has been requested by the Office of Defense Mobiliza- 
tion—to assume the responsibility of maintaining inventories of: 
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water-supply potentials and sewers and sewage-treatment potentials 
for use in case of a defense buildup. 

We felt we could absorb this activity with no additional cost, 
because we were doing almost all of it, anyway. However, we do 
have at the moment three people involved in the work. It will level 
off with two people. 

Mr. Bussey. You stated that it was the Office of Defense Mobiliza- 
tion which asked you to do that? 

Mr. Yes, sir. 

Mh Bussey. Did they reimburse you for any expense in regard to 
that? 

Mr. Houuts. No, sir; they did not, because at that time the ODM 
was under instructions to establish within the framework of regular 
Federal activities the essential work that should go on before their 
program of materials allocations, and so forth, that were set up for 
the period of the Korean war. 

After an inventory, in and around Government agencies, it seemed 
that our Department was the logical one to assume that phase of it, 
since we were doing the bulk of it, anyway, for the States, and we felt 
we could absorb it with practically no iacrease in cost. 


INDUSTRIAL HYGIENE 


Mr. Bussey. On page 3 of your justifications, under the heading 
of “Industrial hygiene,’ you state in the next to the last paragraph, 
last sentence, 

Extends to the total health of the workers, mental as well as physical health, 


on and off the job. 
MENTAL HEALTH WORK 


veka work is being done by the industrial hygiene people in mental 
th! 

Mr. Hoututs. It is a limited amount of work, Mr. Busbey, which 
they have worked out with the Mental Health Institute, and it, 
largely, is in cooperation with the State, and local mental health 
programs in the industrial areas. 

or example, the occupational health program or industrial hygiene, 
maintains a close working relationship with industry, and can aid in 
the promotion of nanabkanin programs through their close-working 
relationships with State and.local health groups. 

The industrial hygiene program has no scientists or medical officers 
specifically assigned to a mental health program. 


CANCER 


Mr. Bussey. On the next page under the heading ‘‘Research in 
occupational diseases,” you mention that studies now under way and 
proposed for continuation in fiscal 1955 include the following: Lung 
and skin cancer, and dermatosis. 

Of course, the first thought that comes to my mind is why that 
should not be done by the Cancer Institute? 

Mr. Ho.uuis. This is carried out in close collaboration with the 
Cancer Institute. It is principally a segment of their work in the 
shale-oil industry, that is one industry where occupational health is 
doing other industrial hygiene work. 
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It appears from statistics that there is a significanctly higher po- 
tential of skin cancer in this particular industry. So, they were 
working on that problem while they were in that area, but they are 
doing it in cooperation with the National Cancer Institute. 


LOSS OF HEARING 


Mr. Bussey. The next item in that paragraph has to do with the 
relationship of industrial noise to loss of hearing, and that, again, 
brings up the question of why the Institute of Neurology and Blind- 
ness isn’t doing this since they are conducting research on the loss of 
hearing. 

What work are you doing in that field, Mr. Hollis? 

Mr. Houuts. Mr. Chairman, Dr. Seward Miller, who is in charge 
of this program, was out of town, and did not get back and, frankly, 
I am not familiar with that particular operation, sir. 

Mr. Bussey. Will you have him furnish a statement for submission 
in the record at this point? 

Mr. Houus. Yes, sir; thank you, sir. 

(The matter referred to is as follows:) 


ENGINEERING, SANITATION, AND INDUSTRIAL HYGIENE, PusLic HEALTH SERVICE— 
STATEMENT ON THE StTuDY OF THE RELATIONSHIP OF INDUSTRIAL NOISE TO 
Loss or HEARING 


This study is being conducted as a part of the occupational health program 
since it is designed to provide information needed for the solution of a special 
problem existing only in industry. The information to be obtained will not be 
applicable to the general population but it will have direct and specific application 
to workers and their employers. 

A brief description of the study may serve to indicate the limited and special 
nature of investigations in occupational diseases and the differences between such 
investigations and other health research activities of the Service. 

The need for a solution to the long-standing and difficult problem of industrial 
noise has been intensified in recent years because of the compensation aspects. 
Recent court decisions have established a pattern under which compensation for 
hearing loss due to industrial noise is awarded even though there is no immediate 
loss of time from the job. The absence of data on the relationship of noise to 
hearing loss makes it very difficult to establish fair standards on which to base 
compensation, 

To obtain the information needed for the establishment of standards, it is 
essential that the study be conducted at places where the workers are exposed to 
noise conditions found in industrial operations. In this study, conducted in 
cooperation with Federal Prison Industries, Incorporated, audiometric data and 
information on noise conditions are being collected at four Federal penitentiaries. 
The equipment used, manufacturing methods employed and sound levels en- 
counte are similar to those for comparable operations in private industry. A 
group of approximately 600 workers in the 4 penitentiaries Pas been selected for 
special study. The group was picked from men expected to remain in custody 
more than 2 years. Fach man will have his hearing tested at 3-month intervals. 

The findings of investigation of occupational health hazards are frequently of 
interest and value to other parts of the Service engaged in fundamental medical 
and, clinical research.. In the planning and ries, mt of the investigations of 
occupational health diseases there is close collaboration with other research 
activities to insure coordination of effort and full utilization of existing knowledge 
and resources. 

RADIATION 


Mr. Busney. Now, we come to studies of 


physical agents, such as ionizing radiation and ant energy”. A 
eat deal of work in that field is being done by the Atomic Energy 
mmission? 
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Mr. Houuis. Most of that, Mr. Chairman, as with the atmospheric 
contaminants, is done within special industries, as a result of the 
concentration that they have in these industries of these contaminants 
in regard to practical means of measuring them. 

For example, in regard to ionizing radiation, the oil industry, and 
many of the other industries, are using fissionable materials now to 
check the structure and strength of materials, and there, of course, 
the industrial hygienists are working in that plant, working with 
industry on the safety precautionary protective measures that are 


NUMBER OF POSITIONS IN TOP GRADES 


Mr. Bussey. I notice that the total number of positions under this 
appropriation was 575 last year, and it has dropped to 474 this year. 
I was wondering why it takes 15 positions in the director grade, which 
is about $10,000 per year, here in Washington, instead of the 11 you 
had last year? 

Mr. Hous. Our programs in all of these fields, Mr. Chairman, are 
on the highly technical side, involving highly trained experts. 

We are moving more and more to the specialization problems, and 
with that, comes the requirement that our scientists and engineers 
be more specialized and better trained, and that is reflected in the 
position levels. 

Mr. Bussey. The number of positions in this grade in the field has 
almost doubled in the last year. 

Mr. AckeRMAN. Our figures here show that the number of commis- 
sioned officers, $8,000 and above, in 1952, shows virtually no change. 
In 1952 there were 78, and in 1955 there were 77. 

Mr. Bussey. Yes; but in the director grade, in the field, the number 
has gone from 5 in 1953 to 9 in 1954. 

r. Hoxuis. I do not have before me, Mr. Chairman, the exact 
programs that those increases are in. 

r. Bussey. That seems to me like a rather large increase in the 
director grade—from 11 to 15, in the Washington office, and from 
5 to 9 in the field, when total personnel decreased. 

Mr. AckEeRMAN. I think our overall totals were essentially constant, 
but there has been that shift. 

The overall total of $8,000 positions and above—grade 13 and 
above—remained constant. 

Mr. Bussey. Well, according to the budget figures, they are not 
constant. 

Mr. AckerMaN. The budget figures you are referring to are direetor 
grade positions; is that right? 

Mr. Bussey. Yes. 

Mr. AckErRMAN. I was referring to $8,000 and above, which includes 

Mr. Hous. One explanation which I know of is that in water 
pollution we have had certain positions set up both as civil service 
classified and as director grade positions, to be used interchangeably, 
and over the past 2 years there have been some changes from the 
civil service classification into the commission classification in that 


e. 
I know of two of these, and I suspect that there are more. 
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Mr. Bussey. Well, you can submit an additional statement for the 
record when you check it. 

Mr. Houuts. Thank you, sir. 

(The matter referred to is as follows:) 


STATEMENT ON Drrector GrapE Positions, ENGINEERING, SANITATION, AND 
InpuUsTRIAL Hycrene, Pusiic Heatta Service, Appropriation To Bp 
FURNISHED THE House APPROPRIATIONS SUBCOMMITTEE 


The increase of four director grade positions at Washington headquarters are 
the following: 

1. Assistant Chief, Division of Sanitation. 

2. Chief, Field Operations Branch, Division of Water Pollution Control. 

3. Chief, Reports and Education Branch, Division of Water Pollution Control. 

4. Assistant to the Chief, Water Supply, Division of Water Pollution Control. 

An analysis of the duties and responsibilities of the first three positions above 
justified the establishment of a civil-service classification of GS-14 (range $9,600 
to $10,600) or a comparable commissioned officer grade of Director (range $9,125 
to $10,930). The fourth position was made necessary by the increased activity 
in the field of community water supply. 

The increase of four director grade positions in the field are the following: 

1. Engineer-in-charge, Missouri Drainage Basin. 

2. Engineer-in-charge, Lower Mississippi and Western Gulf Drainage Basin. 

3. Engineer-in-charge, Pacific Northwest Drainage Basin. 

4. Assistant regional engineer, region 3, Washington, D. C. 

With respect to the first three positions above, these river-basin officers were 
assigned additional heavy responsibilities in connection with the interagency 
water-resources program. On the basis of an analysis of the duties and respon- 
sibilities of the positions of engineers-in-charge of these basin offices, a civil- 
service classification was established at the GS-14 level, or a comparable com- 
missioned officer grade of Director. In the case of the assistant regional engi- 
neer, region 3, this position was made necessary by the increased interagency 
sanitation program, including the community sanitation problems incident to 
the Piketon, Ohio, atomic-energy installation. 


COST OF COMPLETING CINCINNATI BUILDING 


Mr. Bussey. How much is it going to cost you to complete the 
fourth floor of the building in Cincinnati? 

Mr. MacKenzie. We have figures, Mr. Busbey, on completion of 
the fourth floor of the new building in Cincinnati. These estimates 
are based on information that was supplied to us by the Public 
Building Service of General Services Administration. Completion of 
the fourth floor in the building, to permit its use as a laboratory 
facility, is estimated to cost about $230,000. 

Mr. Bussey. That is made up of what items? 

Mr. MacKenzrz. That is principally made up of the items of 
installing partitions, lighting, ventilating equipment, plumbing, some 
benches, the accessories that would go with if in the interior of the 
structure itself. 

Now, in addition to this $230,000 it is our opinion that a second 
elevator should be installed in the building at the same time, when the 
fourth-floor area is completed. 

Mr. Bussey. How much additional would that cost? 

Mr. MacKenzir. The current figure that we have on the second 
elevator would be $40,000. I might remark that the shaft for it is 
already in place, and the new item would consist of the elevator cage 
and the operating machine. 
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PERSONNEL MOVED TO NEW BUILDING 


Mr. Bussey. On page 714 of the hearings of last year, I asked you, 
“Who is going to occupy this building?” and you stated: 

It is proposed, Mr. Chairman, to move all of our environmental health opera- 
tions in Cincinnati into the building. 

As we analyze the space situation in the building, there would be on the fourth 
floor some nine thousand-odd square feet of space, that is in excess of the im- 
mediate needs. 

In the determination of the use of that space, we are considering the panes, 
of moving in at least certain elements of the Industrial Hygiene Laboratory whic 
are now located in Cincinnati. Certainly, some of this work would lend itself 
to the type of space that we will have available. 

What elements did you have in mind, and have they been moved? 
_ Mr. Houtts. No, sir; they have not all been moved into the build- 


We had in mind 1 or 2 alternatives, if part of the Industrial Hygiene 
Laboratory were to be moved, conceivably we could have done this 
by moving 1 of the laboratories—the toxicologist laboratory, for 
example, in there—or we could have moved some of the field personnel 
to the fourth floor. 

In other words, we could have made some adjustments in the total 
use of the building. 

We have attempted, Mr. Chairman, over the past year, to analyze 
very carefully the use of this new center, and we are faced now with 
about this picture: 

Presuming completion of the fourth floor, we feel we could con- 
solidate in the new building some of our operations now elsewhere in 
the field, and some that are now in Washington. We would select 
those directly related to the sanitary engineering operations of the 
center. Such consolidation would give us a much more effective use 
of that building. 

The rationale behind that analysis is essentially this: 

That as we have moved ahead in our rapidly changing technology, 
these environmental problems become more involved and more 
complex, requiring, if we are to render real assistance to the States, 
highly expert and competent scientists and engineers. 

Our thought, facing that reality that the scientific soginee ing en- 
vironment which we will have there would lend itself ideally to 
centering in Cincinnati most of our technical expertness on con- 
sultations to States. 

We could utilize men out of Cincinnati who would keep themselves 
fully informed and intelligent in all new developments in any particular 
area. We felt that that could be done, in terms of the overall.State 
consultation program, with no appreciable shift in resources. 

It was on that basis that we were hopeful that the committee would 
agree that such use would be preferable to a split in the industrial 
hygiene program—that is, moving some of this program into the new 
building, and leaving part of it in rented space. gh 

‘Another practical lector that came into the analysis is that the 
industrial hygiene staff is well settled in extremely low-rent quarters. 
They have equipment installed, and in trying to balance the two, that 
did get some consideration. 

r. Bussey. In your statement in answer to my question last 
year, you went on to say: 
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Also, we have in mind and are considering the possibility of consolidating at 
Cincinnati some of the closely related operations that are now not loeated in 
that city, with the view that this would make for a closer coordination and for 
a tighter operational program. 

Mr. Houuts. Yes, sir. 

Mr. Bussey. What operations did you have in mind? 

Mr. Houuts. Well, largely, those I outlined a moment ago, sir. 
And, in addition, some of the field teams on the water-pollution 
program and the related field operational groups. In addition to 
these we would move some of the Washington staff. 

Mr. Bussey. How many have been moved? 

Mr. Houuts. To date 15 have been moved into the new building. 
These personnel are not directly on the payroll of the center. 

Mr. Bussey. What floor do you quarter them on? 

Mr. Houuis. They are interdispersed throughout the building in 
those areas most closely related to their work. 

For example, those on the field survey team would be between the 
chemical section and the biologic section, because they are working 
with both groups. 

Mr. Bussey. Would you enumerate those in the record for the 
committee, please? 

Mr. Yes, sir. 

(The matter referred to is as follows:) 


Space PROVIDED IN THE SANITARY ENGINEERING CENTER 


From Ohio-Tennessee Drainage Basins Office, Cincinnati, Ohio: 
3 professional personnel 
2 clerical personnel 
From Oak Ridge, Tenn.: 
1 professional personnel 
From St. Louis, Mo.: 
1 professional personnel 
From Fai Temaaeen Drainage Basins Office on assignment to field activities in 
various parts of the country: 
5 professional personnel 
3 professional persoanel 

Mr. Bussey. Where were these 15 previously stationed? 

Were any units moved from Washington in that 15? 

Mr. Hous. None of the Washington units have been moved yet, 
sir, but again, under the present planned use of the fourth floor, it 
would involve some of the Washington units. 

Of the 15, Mr. Busbey, 11 were from the field, and we also moved 
our Ohio-Tennessee Basin Office into the new building. That in- 
volved four people. 

_ Bussey. From what stations in the field did you move those 
11 

Mr. Ho tis. These were largely the mobile field teams on the 
ah a program and they were stationed at different locations 
throughout the country. There would be one team, say, in Georgia, 
and so forth. 

Mr. Bussey. How would these teams operate better in the building 
than out in the field, if they are mobile units? 

Mr. Hous. The plan in moving, now that we are over the first 
phase of the program, was to move them all into Cincinnati, where 
they would have specific assignments in the building, and then, of | 
course, some of them would operate out of the Cincmnati center. 
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What it permits us to do, frankly, is to get a better work result 
out of these 1] people, since we could have them in Cincinnati and 
could use them on both the broad research program at the center 
and for use when and as needed in the field. 

Mr. Bussey. Will you supply for the record the various stations 
where these 15 came from? 

Mr. Hous. Yes, sir. 

(The matter referred to is as follows:) 


Field Station Number 
1. Ohio-Tennessee Drainage Basin Office, Cincinnati, Ohio___........--_-- 13 


UNUSED SPACE IN CINCINNATI BUILDING 


Mr. Bussey. What is the amount of unused space in the building 
at the present time? 

Mr. MacKenziz. Mr. Busbey, I would like to answer that ques- 
tion, if I may. 

Mr. Bussey. Yes, sir. 

Mr. MacKenzie. Currently, we have no unused space in the build- 
ing, with the exception of the pilot-plant areas, which have not been 
equipped for use as yet. 

In general, the laboratories are all in use, and if you would like, I 
would be glad to supply for the record a tabulation of the breakdown 
of the net usable space in the new building, with the current occupancy 
during the present fiscal year, and that proposed under the budgetary 

uest now pending. 
ir. Bussey. I think that would be very helpful to the committee. 
(The matter referred to is as follows:) 


Space allocation in Robert A. Taft Sanitary Engineering Center, Cincinnati, Ohio 


Persons 
currently occupy 
Area oceupying building, 
building fiscal year 
1955 
Summation: Square feet 
Knlmal quarters andsaliot plant 11,200 
quarters 
Library and stacks.......................-.--.--------..-. 2,300 2 2 
9, 000 117 17 
Shops and maintenance... 8, 300 il ll 
Boilerroom and mechanical equipment...........---.-.-.. 8, 400 4 14 
Engineering and research analysis. (4, 800) (36) (43) 
Administrative (4, 900) 3 (28) (28) 
Stockroom and receiving 2, 700 2 2 
Files and records............... 1,600 3 3 
86, 900 178 205 


1 In addition, this space is also occupied by trainees attending courses. The 21 courses range up to 31 in 
attendance, with an average attendance of about 16. 7 commissioned officers and 5 civilian personnel 
organize, and conduct the specialized training courses in radiological health and advanced sanitation; 
technical aide supervises, maintains, and repairs the apparatus used in training work; 4 clerical personnel 
handle clerical work including correspondence relating to courses, texts, examinations, and training records. 

25 personnel comprise the top direction of the center and there are 5 secretarial and clerical personnel for 
1 finance, and 1 ing officer, the editor of Engineering Abstracts, an ical personnel. 

3 in the building; does not include unfinished 4th floor. 
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ADDITIONAL PERSONNEL TO BE MOVED TO NEW BUILDING 


Mr. Bussey. How many more people who are engaged in related 
activities do you contemplate moving into the building? 

Mr. Hottis. Presuming that we would have available the fourth 
floor, we were thinking of in the neighborhood of about 30 people. 

Mr. Bussey. I think I should read into the record at this point a 
letter which I received from Mrs. Hobby, Secretary of the Department 
of Health, Education, and Welfare, dated January 20, 1954: 


Dear Mr. Cuarrman: In the report of the House Appropriations Committee 
on the 1954 appropriation bill for this Department (Rept. 426, 83d Cong. (the 
following statement is made on page 11: 

“The committee feels strongly that both the Industrial Hygiene and Environ- 
mental Health Center activities in Cincinnati should be moved into the new 
building and that serious consideration should be given to consolidating of the 
two activities organizationally.” 

Based on careful studies of the operations at Cincinnati we believe that it 
would not be advisable to carry out these particular provisions of the committee’s 
recommendations at this time. The principal reasons for this conclusion are as 
follows: 

1, The authorization of June 30, 1948, for the building contemplated six floors 
designed for research in sanitary engineering problems of national concern, with 
particular emphasis on water supply and water-pollution abatement. By the 
time appropriations for construction were available, September 6, 1950, costs had 
risen to the point where it was necessary to delete two floors, omit interior con- 
struction of most of the fourth floor, eliminate air-conditioning machinery and 
delay adding the second elevator. Consequently, the space available in the 
structure is inadequate to house both the industrial hygiene activities and the 
expansion which soon must come in environmental research if we are to cope with 
the pressing problems in this field. 

2. Some of the technical services now located at headquarters and other field 
stations are more closely related to the work of the Environmental Health Center 
than the industrial hygiene laboratory and should have preference for such space 
as can be made available. Location of these services in the building would com- 
plete utilization of the structure, but this can be accomplished only when the 
fourth floor is finished. 

8. Relocation of the industrial hygiene laboratory would involve expenditures 
approximating $200,000 for moving, alterations, and equipment adjustments, 
for which no funds have been provided. 

4. Our industrial hygiene and Environmental Health Center operations involve 
two distinctly different specializations and orientations. One deals primarily 
with the medical aspects of industrial occupations; the other, with the engineer- 
ing aspects of community control of environmental problems. 

We are hopeful that our proposed utilization of the new building will receive 
the endorsement of your committee. If you desire additional information on 
this matter, I will be glad to have it supplied to you. 

Sincerely yours, 
Overa Cutp Hossy, Secretary. 

Mr. Bussey. From the committee report, the committee obviously 
thought you were not going far enough in what you had told the 
committee regarding personnel you were going to move to the new 
building. This Jetter, in effect, says if I interpret it rightly, that we 
are not oi ly not going to do what the committee suggested, but we 
are not even going as far as we indicated to you before you wrote 
your report, | 

What is vour reaction to that, Mr. Hollis? 

Mr. Houuis. Mr. Busbey, I think we are faced here with a problem 
that, in all sincerity, we would like to solve in the best possible way. 
We have here a new building which in our judgement is destined, with 
intelligent utilization, to develop into a national hub of technical 
operations. 
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Mr. Bussey. I am sure the committee did not have any other 
objective than making the best use of the building. 

r. Houuis. We feel that the two primary issues are: Upon com- 
pletion of the fourth floor we could move part of the industrial hygiene 
operation into it. Unfortunately, there is not enough space to absorb 
it all. It would require a split within that program staff, and would 
prohibit, we think the casey oye of consolidating other units of the 
sanitary engineering operation that would seem more logically to fit 
in with the center’s operation. 

We think we could get a much more effective operation and a better 
use by following that principle than we could by using a part of it for 
industrial hygiene. 

Another minor additional point—and it is minor because you can 
always adjust it—is that the industrial hygiene laboratory is part of 
the occupational health program of the Retvioe. and their responsi- 
bility in Washington is to a different division entirely from the 
responsibility of the engineering center. 

do not mean to overweight that factor, because you can always 
make administrative adjustments, but fundamentally the primary 
reason was a conscientious effort to work out what seemed to us to 
be the better or a more logical use of the structure. 

Mr. Bussey. What is the fourth-floor space being used for at the 
present time? 

Mr. Houuts. At the present time, just for storage, because it is not 
finished. There is no flooring down, and no partitions up, but we 
can and do use it for storage purposes. 

Mr. Bussey. I understood Mr. McKinzie to say that you did not 
have any unused space in the building. 

Mr. McKenzirz. Mr. Busbey, I meant to say no unused space that 
is finished in the building. There is a section of the fourth floor that 
is not finished, so that it can be occupied, and put to use, sir. 


NEED FOR ADDITIONAL ELEVATOR 


Mr. Bussey. In regard to the second elevator that you say should 
be installed if the fourth floor is completed, when the building was 
designed for 2 elevators, it contemplated these 2 elevators taking care 
of all 6 floors; is that right? 

Mr. Hous. That is right, sir. 

Mr. Bussey. So, this additional elevator would be taking care of 
only one-third of the capacity it was originally designed for, if it is 
put in to take care of the fourth floor. 

I think that would be rather costiy. 

Mr. Hous. Of course, the practical problem on elevators is to 

eed up and provide service, so as to prevent undue loss of time. 
We have found that with the floors we now have in use, that one 
elevator is inadequate. 

As you know, while the building has 4 floors, in addition to the 4 
floors above ground we have 2 basements, and we have a good bit of 
work going on there. 

For example, our training program is in the first basement, and then 
below that we have some of our heavier research work in progress. 
So, in actuality, the one elevator is serving six floors now, including 
the two basements. 
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Mr. Bussey. Well, I assume that you, know without my telling 
you, that the committee is rather touchy sometimes about its 
recommendations being totally disregarded. 

Mr. Houuts. Mr. Chairman, if I may say this, sir: 

We felt our explanation as offered in the letter would not preclude, 
if it was disagreed with, an alteration in policy, because actually 
nothing can be done until the fourth floor is finished. The moving of 
the industrial hygiene section could not have been effected, as I 
understand it, unless and until the committee authorized the expendi- 
ture of the money for them to be moved. 

So, we did not feel in suggesting this, sir, that we were violating or 
making any final decision betes the committee had a chance to con- 
sider the proposal. 

We were thinking of it more as an analysis, and based on our study 
of the situation since the building was finished. 

Mr, Larmon. Mr. Chairman, I hope that Mr. Hollis and Dr. Scheele 
can convince you that this is the best means of reaching the objective 
that the committee has in mind, and convince the committee of that. 

Mr. Bussey. Mr. Fogarty? 


COST TO COMPLETE BUILDING 


Mr. Fogarty. In regard to this new building, Mr. Hollis, is there 
anything needed now to put this fourth floor in complete operation? 
Mr. Hous. Yes, sir. 

Mr. Focarry. What is needed? 

Mr. Hou.is. We would have to have the authorization to complete 
the interior. As it stands now, it is just the concrete block walls and 


the ceiling of the fourth floor. 

Mr. Focarry. You do not need any additional authorization. 
What you need is some money; is that right? 

Mr. Hou.is. Some money; yes. 

Mr. Fogarty. How much money do you need to complete it? 
If you do not have that figure immediately available, you may place 
it in the record. 

(The matter referred to is as follows:) 


STaTEMENT ON Cost or StrucTuRAL COMPLETION OF THE FourTH FLOOR, AND 
AppITIONAL ELevaTor, Ropert A. Tarr Sanitary ENGINEERING CENTER, 
ENGINEERING, SANITATION, AND INDUSTRIAL HYGIENE APPROPRIATION 


Based on informal estimates developed in conjunction with the Public Buildings 
Service, ‘General Services Administration, $230,000 will be required for the 
structural completion of the fourth floor of the Robert A. Taft Sanitary Engineer- 
ing Center, Cincinnati, Ohio. This would include floors, walls, partitions, ceilings, 
electrical connections, extension of plumbing, heating, and other laboratory 
services. In addition $40,000 is required for the installation of an elevator in a 
shaft already provided for. 


TIME REQUIRED TO COMPLETE FOURTH FLOOR 


_ Mr. Fogarty. How long will it take to finish and equip that fourth 
floor, if you receive the money by July 1? 

Mr. Houuis.. We have not asked the public-building officials specifi- 
cally for information on that, but it would be my engineering judgment 
that it would require about 4 to 6 months. 

Mr. Fogarty. How would that affect your work, if you had that 
available within 6 months? 
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Mr. Houuis. We feel it would it us, subject to concurrence of 
the committee to move ahead with the final plan for space utilization. 
If this were agreed to, we would move into the building some of the 
related sanitary-engineering operations, some out of Washi n and 
some more from the field. e would proceed on that basis to get 
centered at Cincinnati in that building the hard core of our technical 
sanitary-engineering operations. 

Mr. Fogarty. Well, it is really needed, then, in your opinion, to 
complete your operations? 

Mr. Hous. Yes, sir. 


GRANTS TO STATES 


Mr. Focarty. We are no longer appropriating money for grants 
to States for water pollution control, are we? 

Mr. Hou.ts. No, sir. 

rye Fogarty. That went out last year, or the year before; is that 

ight? 
r. Hotus. That went out 2 years ago. 

Mr. Foaarry. I believe it was cut out by an amendment offered 
on the floor of the House. 

The Truman budget last year recommended $900,000, and the 
Eisenhower budget cut it out again; was that it? 

Mr. AckerMAN. The Truman budget was $3,985,000. 

Mr. Focarry. For grants to States? 

Mr. Ackerman. No; that is the total appropriation for engineering 
sanitation and industrial hygiene, sir. 

Mr. Focarry. How much of it was grants for water pollution 
control? 

Was there anything budgeted for that? 

Mr. Ho tuts. The Truman budget did not include that item under 
the appropriation ‘Engineering, sanitation, and industrial hygiene.”’ 

Mr. Foaartry. There was no budgeted item last year before us for 
grants to States? 

Mr. Houuis. Yes, sir; $900,000 in the appropriation “Grants for 
water-pollution control.” 

Mr. Focarry. Do you know whether or not the States have picked 
up the work that was done in the 2 or 3 years that these grants were 
being made to the States for water-pollution control? 

Mr. Ho tuts. In general, they have; and I say that, Mr. Fogarty, 
on the basis of the total appropriated moneys in the States for water- 

ollution control, which has held fairly constant over the last 4 years. 
That does not mean that each State has; but overall, the total has held 
constant. 

Mr. Focarrty. I believe Congressman Spence made a speech about 
this problem a couple of years ago. 

Mr. Houuis. He did make a speech on the floor of the House in 

ard to it; yes, sir. 

he instance I had in mind was his comment when the grants to 
States were knocked out on the floor of the House. He spoke favora- 
bly to their retention 2 years ago. He has made several comments 
on the floor since, and one had to do with the pollution problem on 
the Ohio River generally. 

Mr. Focarry. I see. That is all. 
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Mr. Bussey. Mr. Fernandez? 

Mr. Fernanvez. Doctor, where is the $230,000 included in the 
to complete the building? 

r. Hours. That is not in this appropriation, or in these estimates. 

Mr. Fernanpnez. Where is it? 

Mr. Ho.uts. There has been no request submitted for that item. 

Mr. Fernanpez. There has been no request submitted? 

Mr. Houuts. No, sir; no request has been submitted. 


SALARIES AND EXPENSES FOR RESEARCH CENTER AT CINCINNATI 


Mr. Fernanvez. In these estimates there is only one very large 
item reflected as an increase in the total appropriations, and that is 
in the amount of $147,800. Is that in connection with the center in 
Cincinnati? 

Mr. Hous. Yes, sir; that is for the Robert A. Taft Sanitary 
Engineering Center for Research. 

Mr. Fernanpez. The entire amount is for that? 

Mr. Houuts. All of it; yes, sir. That represents 20 positions. 

Mr. Fernanpez. That covers the 20 positions which is an increase 
of $97,692, less $18,092, for lapses, and then you have other increases 
that make up the total of $147,000? 

Mr. Hous. Yes, sir. 

Mr. Frernanvez. The first item is travel, in the amount of $7,200. 
Is that in connection with the center? 

Mr. Houuts. That is in connection with the center; yes, sir. That 
entire item is in connection with the center. 

Mr. Fernanpez. What does that travel consist of? What is it for? 

Mr. Ho us. It would involve the travel of the people there. 

Mr. AckeRMAN. It involves three items, essentially, Mr. Fer- 
nandez: It involves a small amount of money for bringing consultants 
to the center whose travel we would pay, particularly in connection 
with the expanded air-pollution control program. 

It involves individuals going out from the center—technical ex- 
perts—to consult with municipal and State authorities with regard 
to the air-pollution problem, and it includes a third item of travel of 
small field teams, usually consisting of about three people. 

This would be sufficient to maintain such teams in the field for 
about 100 days during the fiscal year. 

Mr. Fernanpez. Is this statement, showing the breakdown of the 
$147,000 requested as an increase, in the record, Mr. Chairman? 

r. Bussey. That is not in the record. 

Mr. FerNaAnpeEz. Do you not think, Mr. Chairman, that we should 
have that breakdown in the record? 

Mr. Bussey. Yes, I think you are right. We will put it in the 
record at this point. 

(The matter referred to is as follows:) 


45836—54—pt. 2——-32 
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Environmental research activities 


Estimate 1954 Estimate 1955 |Change (+) or (—) 


Amount 


Personal services 
ravel__ 

Transportation of thin 
Communication services 
Rents and utility services 
Printing and reproduction 
Other contractual services 
Supplies and materials 

xes and assessments 


GENERAL STATEMENT 


The new environmental health center at Cincinnati provides for the first time 
the facilities required to begin to close the wide gap between the problems being 
created by modern technology and the knowledge we must have to solve them. 
Obviously, the total amount of research required to meet this need goes far beyond 
the capacity of our Cincinnati laboratory. However, we feel confident that the 
leads developed at Cincinnati will do much to stimulate the latent research 

tential in these fields at engineering institutions throughout the country. 

nvestigations which will receive additional emphasis in 1955 are as follows: 

Air-pollution investigations.—Acute suffering from community air pollution, 
both in the United States and abroad, is becoming increasingly common. Evi- 
dence is accumulating that respiratory diseases are more prevalent and more severe 
where the atmosphere is yolluted. A year ago in London, during a period of 
smoky fog, the city suffered 8,000 deaths in excess of the normal. The rise in the 
death rate exceeded that of the terrible cholera epidemic of 1886. 

This year, in order to initiate much-needed research on the significance of the 
community air pollution problem and the best methods of attacking it, two small 
projects were started at the environmental health center. A device for the col- 
lection of organic particulate matter from the air was developed and, in coopera- 
tion with local health agencies, installed in 17 cities to obtain information as to 
the organic content of the air under various conditions of meteorology, topography, 
and industrial or residential activity. Within the last few weeks, we have raceived 
a number of urgent requests from industry for such data. A pilot study was 
undertaken to determine whether or not fluctuations in weekly mortality rates in 
a large industria! citv are related to air quality as affected by weather conditions. 

For 1955, it is proposed to: (1) further develop and evaluate air sampling and 
analytical methods under practical operating conditions, and provide laboratory 
analytical services to support field studies of community air pollution with respect 
to inorganic and organic particulates, gases, vapors, and allergenic or other 
materials of biological origin; (2) provide for studies, at a modest level, of the 
toxicity of pollutants found in the air; (3) extend the analysis of available mor- 
tality and morbidity data in relation to measured levels of air pollution in selected 
communities; and (4) insofar as possible, comply with requests for assistance on 
urgent problems of community air pollution control. 

tudies of virus transmission.—Important new epidemiological information has 
been obtained in recent years concerning the role of water in the transmission of 
virus diseases, such as infectious hepatitis, known to prevail widely in our popeler: 
tion. Similar questions are being investigated concerning certain fungus diseases. 
It is proposed to continue fundamental studies of the occurrence and persistence 
of viruses and fungi in water, to develop methods for their laboratory identification 
and enumeration, and to determine the effectiveness of chlorination and other 
processes in the destruction of viruses. 

Food sanitation—Two acute problems will be given special attention in 1955. 
The development of simple, rapid methods of determining whether or not food 

been contaminated by micro-organisms or by the poisons secreted by the 


common staphylococci will be pursued. Also, investigations will be conducted 
on the gulf coast to determine the extent to which shellfish absorb contamination, 


Fost: | amount | Pst | | Pos! | amount 
| $450,800} 109 | $530,500} +20 | +$79, 700 
14, 700 |..-..-..- 30, 200 |........| +15, 500 
649,700 |........| 697,600 |........| +147, 800 
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and their ability to cleanse themselves in unpolluted areas. This is a continuation 
under warm water conditions of the studies recently completed in colder waters 
at Woods Hole. 

Development and improvement of sanitation control techniques.—Improvements in 
tax-supperted public health services are being attained and money economies 
effected by applying new or improved tools and methods, such as the membrane 
filter procedures developed by the environmental! health center for the bacterial 
examination of drinking waters. Potential savings from this procedure are 
estimated in terms of millions of dollars annually as its application in public 
health laboratory practice is extended. Similar savings for government and 
industry may be realized if current studies of a new germicide for use in the milk 
and food industry come up to their promise. 

Other studies —Among other investigations to be pursued at the center are: (a) 
the development of analytical procedures for chemicals in the environment, (6) 
the development of rapid automatic instrumentation for analysis of chemical and 
microbiological pollutants, (c) the study of practical procedures in the use of 
selected germicides to insure proper selection and use in specific circumstances, 
(d) the continued development of the application of the membrane filter technique, 
especially for the identification and estimation of important intestinal pathogens, 
the salmonellas and shigellas, and for other field uses, and (¢) the abstraction of 
domestic and foreign technical literature related to the environmental! health 
field for the benefit of the center’s research staff and official health agencies by the 
publication and limited distribution of Public Health Engineering Abstracts. 

Maintenance of buildings and facilities—Costs of operating and maintaining 
the center at Cincinnati are estimated at the 1954 level: 24 positions and $107,400 
total cost. This represents a minimum level in relation to legal requirements, 
safety, security, cleanliness, and prevention of undue deterioration of facilities. 


PERSONAL SERVICES 


The additional professional and supporting personnel requested to carry out 
the expanded research program described above are as follows: 


1 Senior grade sanitary engineer 
1 GS-13 toxicologist 

1 GS-12 physicist 

1 GS-11 public health analyst 

1 GS-11 pharmacologist 

1 GS-9 plant physiclogist 

1 GS-9 spectroscopist 


1 GS-9 meteorologist 

1 GS-9 biostatistician 

1 GS-9 mechanical engineer 
1 GS-7 physicist 

1 GS-7 statistician 


Net permanent postions 
Pay in excess of 52-week base 


OTHER OBJECTS 


The estimate includes provision for a total increase of $68,100 for other objects 
required for the expanded research program. The air-pollution studies will re- 
quire temporary assignments of personnel to field locations in connection with the 
air sam; ling and morbidity analysis studies, and, consequently, an increase in 
travel requirements is necessary. The specialized equipment and supplies re- 

uired for these studies are not now available at the center, and will have to be 
denlened and built for each project. Detailed requirements are as follows: 


3 GS-3/4 clerical and laboratory aids__--_--.._.-----._-----.------ 9, 300 
Total (20) increase, permanent positions_____.__..___....-..-. 97, 692 


The increase includes 200 days of temporary duty travel at $22 
300 days of field travel for survey units at $9, and $100 for travel of 
special consultants. 

Transportation of things 

Provision is made for shipment of samples to Cincinnati for testing, 
and freicht charges for equipment. 

The increase includes $1,109 for local telephone service, $300 for toll 
calls, $209 for telegraphic service, $200 for nonpenalty mail postage, 
and $300 for penalty mai! costs. 

Rents and utility services 

The increase includes $1,600 for electricity to cover additional 
lighting and power requirements. 

Printing and reproduction 

The increase ineludes $1,000 for printing of technical reports on 
research studies, and $700 for duplicating and blueprinting. 

Other contractual services 

The increase includes $2,100 for processing of local morbidity data 
for air-pollution studies, $500 for repairs to laboratory equipment, 
and $500 for servicing field survey equipment. 
Supplies and materials 
Supplies required for development and evaluation of air sam- 
a and analytical methods, including precision glassware 
or extraction, distillation and fractionalization, membrane 
filters and filter media, organic solvents, photomicrography 
supplies, and other laboratory supplies 

Toxicological and pharmacological supplies, including media 
chemicals, stains, animal feed, and special pharmacological 
glassware 

Laboratory animals 

Operating supplies for field survey units and sampling equip- 

t 


Equipment 
3 mobile gas samplers at $2,500 each 
1 controlled aerosol chamber, with fog and smoke generators, 
for laboratory generation and analysis of air pollutants_-- 
1 special laboratory hood for handling toxic substances 
1 vacuum evaporator for particle size analysis 
1 transmissometer for gross air-pollution level determina- 


Field sampling equipment 

Pharmacological equipment, including basal metabolism 
and animal surgery equipment, and equipment for meas- 
urement of respiratory and other physiologic functions - -~ 

4 animal exposure chambers for prolonged, measured expo- 
sure of experimental animals 

Blowers and grinders for feeding pollutants into exposure 


Animals cages 
Plant physiological equipment 
Statistical equipment 
Automotive equipment for survey units 
Taxes and assessments 
Payments under the Federal Income Contributions Act, 


COMPARISON WITH LAST YEAR’S REQUEST 


Mr. Fernanpez. As I recall, last year, you were asking for 22 
additional employees in connection with the center. 

Are these in addition to those 22 of last year? 

Mr. Houus. No, sir. 

Mr. Fernanpez. Are they the same 20? 

Mr. Hotuts. They are the same 20 that were in the budget estimates 
before the committee last year, 
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Increase 
1, 000 
2, 100 
1, 600 
1, 700 
3, 100 
15, 500 
..-.--. 35, 100 
$5, 000 
5, 000 
3, 000 
2, 000 
2, 000 
5, 000 
6, 000 
2,000 
1,900 
.. 1,000 
600 
800 
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Mr. Fernanpez. And, they are in the budget again this year. 

Mr. Hous. Yes, sir. 

Mr. Fernanpez. And, I suppose they will be in the budget next 
year, if you do not get them this year? 


CARBON-14 


On page 5 of your statement, you say the development of thermo- 
nuclear devices creates a potential buildup of carbon-14, a radioactive 
element which would persist in the environment for thousands of years. 

What do you mean by a buildup of such thermonuclear devices by 
major powers? 

Mr. MacKenzie. Well, essentially the major powers we refer to, 
I think, are Russia and the United States, so far as thermonuclear 
devices are concerned. 

Mr. Fernannez. What is carbon-14? 

Mr. MacKenzie. It is a radioactive isotope with carbon, which has 
a slightly heavier weight than the more common types of carbon. 
It is radioactive, and has a very long half life, the half life amounting 
to about 5,000 years. 

Mr. Fernanpez. They have been exploding those bombs in New 
Mexico and in Nevada, and I am really interested in just what that 
carbon-14 is, since you say it would persist for thousands of years. 

Is it all around us there? 

Mr. MacKenzie. The carbon-14 that is referred to, sir, would not 
come from the ordinary atomic explosion. 

Mr. Fernanvez. | am glad to hear that. 

Mr. MacKenzis. We are talking about the so-called H-bomb 
explosions. The carbon-14 so generated could be liberated through 
the atmosphere, and what will become of it ultimately nobody can say 
with complete definiteness. It will be incorporated into the products 
of the earth, essentially, some of it in the sea and some of it in the 
vegetation, and some in rocks, and other deposits of the earth, and 
some will remain in the atmosphere, perhaps, as free carbon dioxide. 

Mr. FerNnanpez. Do you think you could give us an explanation 
for the record, in language we laymen could understand, just what 
this means and what the danger is? 

Mr. MacKenzir. The danger, I think, that is being referred to here, 
is the possibility of a building up of carbon—14 in human tissue, 
which essentially would come from materials now which human 
beings would ingest principally in their food. As you know, carbo- 
hydrates are found in all growing plants, and are incorporated in turn 
in animal tissue from the food that they consume. 

Mr. Fernanpez. How would it manifest itself? 

Mr. MacKenzie. Well, carbon—14 is a radioactive material, and 
its disintegration would have a harmful effect on human tissue, as 
any other radioactive material would have that is incorporated in 
the body structure. 

Mr. FERNANDEZ. What would be its effect on a human being? 

Mr. MacKenzie. It would destroy the cells essentially, where 
these disintegrations occur. 

For instance, in the treatment of cancer, and I am not a cancer 
expert, but this may be a lay explanation: radioactive materials are 
probably introduced into the body for the specific end result of de- 
stroying the cancerous tissue. 
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Similarly, if radioactive materials come into the body, they will 
destroy normal tissue as well. 

Dr. Scuereie. Mr. Fernandez, and Mr. Chairman, may I interpose 
a word at this point? 

Mr. Bussey. Surely. 

_ Dr. Scuerve. I think the record should be clear here that our 
interest in following the possible buildup of such an element coming 
from thermonuclear tests which might be carried on now or which 
may be carried on in the future, is not an indication that we believe, 
or that anyone believes, that any harm is being done on any levels 
that are dangerous as such tests now exist. 

Any given number of additional tests by anyone would necessarily 
build up the contact level, but it is a matter of research to be intelligent 
as to what evidently has happened, but I think the record should be 
abundantly clear that this is not implying that we think harm is being 
done. It would be unfortunate if that impression were to be gained 
from anything which has been said here this morning. 


PROBLEMS RELATED TO INDUSTRIAL USE OF FISSIONABLE MATERIALS 


Mr. Fernanpez. The same paragraph of your statement states: 


Proposals designed to encourage peacetime uses of atomic energy by private 
industry will accelerate the production of other fission products on a vast. scale 
in muitiple locations: 

What do you mean by that? 

Mr. Hou.ts. What is meant by that is that as we move into ex- 
panded peacetime uses of fissionable materials, as we develop power- 
plants, electric power through use of nuclear fuels, as that becomes 
posiens and as other industrial uses become practical, there likely will 

a rapid expansion in the use of these materials, and hence a 
greater need to keep our level of intelligence up with the develop- 
ment so that we know that the present extremely low levels do not 
reach a point of concern. 

Mr. Fernanpez. That again ties in with what Dr. Scheele s*id. 
It is a matter of foreseeing what might be needed in the future, perhaps 
the long-distance future. 

Mr. Tics. Yes. For example, in the petroleum industry we 


suffered considerable damage to land and to streams due to heav 
brine discharges as the industry developed before we got on to the jo 
of working out practical remedial measures so that industry could 
apply those to prevent these heavy salt ae to streams and land. 


hat same situation followed the paper and paper-pulp industry as 
it developed. It produced byproduct problems, and then we moved 
in and solved them. 

The difference between the normal industrial development and the 
atomic industrial development, as everyone recognizes now, is that 
we must keep protection abreast or ahead of the health problem so as 
not to develop health hazards in the environment. r, 

Mr. FerNANDEz. You have a requested increase of $147,000 for the 
— — we discussed, and the rest of your budget is a little less than 

Mr. Hous. Yes. 

Mr. Fernanpez. That is all I have. 
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ACTIVITIES AND PERSONNEL THAT SHOULD BE TRANSFERRED TO NEW 
BUILDING 


Mr. Bussey. Mr. Hollis, I wonder if you would file a statement for 
the record on what activities and personnel should be transferred to 
the new building in Cincinnati? 

Mr. Ho ututs. Yes, sir. 

(The information requested is as follows: ) 


ProposEp Moves To SANITARY ENGINEERING CENTER FROM OTHER PROGRAMS 
OF THE DivisiON OF SANITARY ENGINEERING SERVICES 
From Washington: 
Water supply and water pollution control program: 
Water and sewage census unit (4): 
2 technical personnel 
2 statistical personnel 
Technical services (3): 3 technical personnel 


Nore.— With regaed to the water and sewage census unit, the minimum space 
requirement would be approximately 2,000 square feet which includes appro- 
priate space accommodations to house heavy addressograph machines, equip- 
ment, and numerous files. 


From field: 
Boston: 3 technical personnel 
Little Rock: 2 technical personnel 


Nore.— Moves to be made upon completion of interagency survey work. 


From Washington: Milk, food, and general sanitation programs: 
2 technical personnel 


1 clerical personnel 
a ay Bussey. If there are no further questions, that will be all for 
ay. 


DISEASE AND SANITATION INVESTIGATIONS AND 
CONTROL, TERRITORY OF ALASKA 
WITNESSES 


DR. JACK C. HALDEMAN, ASSISTANT CHIEF, BUREAU OF STATE 
SERVICES 


DR. OTIS L. ANDERSON, CHIEF, BUREAU OF STATE SERVICES 
RUSSELL R. LARMON, ASSISTANT SECRETARY, DHEW 


SaLAries, Expenses, AND GRANTS 


Amounts available for obligation 


1953 actual 


Aporepriation or estimate $1, 107, 500 

Tran from “Promotion and further development of 
vocational education, Office of Education,” pursuant to 
Public Law 286 


Adjusted appropriation or estimate 
Unobligated balance, estimated savings 


| ME =| 1954 estimate | 1955 estimate 
Obligations incurred... .....-..--...---.---------------- 1, 089, 853 1, 082, 225 1, 062, 000 
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Obligations by activities 


Description 


1954 estimate 


1. Special grant to Alaska for general health purposes 
2. Direct operations: 

(a) Technical assistance to Alaska 

(6) Field and laboratory investigations 

(c) Administration 


Obligations incurred - 


$540, 000 
108, 000 
372, 000 

62, 225 


1, 082, 225 


Obligations by objects 


Object classification 


1953 actual 


Total number of permanent positions. 
Full-time equivalent of all other positions 
Average number of all employees 


Average salaries and grades: 
General schedule grades: 
Average salary 
Average grade 

Crafts, protective, and custodial grades: 
Average salary 
Average grade 

Ungraded positions: Average salary. 


Personal services: 
Permanent positions. 
Other positions 

in excess of 52-week base 

ve basic rates 


Total personal services 
Travel 
Transportation of things 
Communication services 
Rents and utility services 
Printing and reproduction 


pa 
Payment a 


af 
S£2 22 


|e 


Other contractual services 
Supplies and materials 
Equipment 

Grants, subsidies, and contributions. 
Taxes and assessments 


02 
03 
04 
05 
06 
07 
08 
09 
ll 
15 


8 | | 


1954 estimate 


estimate 


U uidated obligations, start of 
Obligations incurred during the year 


Adjustment in obligations of prior years 
Oblicuted balance carried to 
Unliquidated obligations, end 


1, 


$58, 113 
062, 000 


Expenditures are distributed as follows: 
Out of current authorizations 
Out of prior authorizations 


1, 138, 113 


1, 120, 113 


Mr. Bussey. The committee will come to order. 


The next appropriation request we have before the committee is the 
request of the Public Health Service for the Territory of Alaska, 
“Disease and sanitation investigations and control.” 


. 
1953 actual | | 1955 estimate 
Sapena 120, 488 102, 000 
aes 371, 066 365, 000 
ertthealians 61, 299 55, 000 
1, 089, 853 1, 062, 000 
1954 estimate | 1955 estimate 
ofl 1 1 1 
66 63 61 
$4, 477 $4, 290 
GS-6.3 GS-59 
ES $6, 450 $6, 301 
01 
6, 196 8, 000 
bikin dds 643 642 
59, 435 54, 400 
15, 256 14, 500 
2,610 2,000 
41, 284 41, 300 
509 500 
7, 715 7, 700 
6, 692 6, 200 
537, 000 540, 000 
1, 089, 853 1, 062, 000 
Analysis of Expenditures 
1953 actus] | 1955 
1, 164, 529 
55, 888 58, 113 60, 113 
ee 1, 105, 568 1, 080, 000 1, 060, 000 
wl O58 O00 O00 
57, 055 40, 000 40, 000 
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GENERAL STATEMENT 


At this point we will insert Dr. Haldeman’s prepared general state- 
ment regarding this portion of the budget. 
(The statement referred to follows:) 


Mr. Chairman and members of the committee, this appropriation provides 
funds to assist Alaska in the development and maintenance of its overall health 
progman. It also he ne funds for research fundamental to solving many of the 
public health problems peculiar to low temperature areas. 

The establishment of this special Alaska program was a result of the greatly 
increased awareness of the economic and military importance of Alaska and other 
low temperature areas, together with the growing realization that these areas now 
represent the principal remaining regions for future settlement by our rapidly 
expanding population. 

he strategic location of the low temperature areas of North America with 
reference to national security is due to the fact that the shortest air routes between 
the Eastern and Western Hemispheres lie across the Arctic. 

Alaska is undergoing not only the usual consequences of becoming a vast defense 
impact area but it is also entering a critical period of industrial development 
and expansion. This forced development of Alaska has been marked by an influx 
of military and civilian population which has accentuated the already acute health 
and sanitation problems of the area. The rapid upward trend in population con- 
tinues. It is estimated by the Bureau of the Census that during the peak employ- 
ment season of 1952 the population reached 182,000—an increase of 31.9 percent 
over the 1950 peak season. Thus Alaska continues to be confronted with aggrava- 
tion of its sanitation and housing problems—which I think are without parallel 
in any other defense boom area, even during World War II. 

Climate in itself is no barrier to settlement of low-temperature areas. Earlier 
civilizations developed first in subtropical areas and gradually moved northward. 
This northern migration has occurred as man, an essentially tropical animal, has 
learned to control his environment by providing suitable clothing, housing, and 
adequate environmental facilities. 

Observation of existing environmental conditions in Alaska leads to the inevita- 
ble conclusion that a greater part of the population is living under extremely 
insanitary conditions. Sporadic outbreaks of typhoid fever, and other gastro- 
pene lt ms (dysentery and so forth), provide evidence of the health hazards 
involved. 

Control of these environmental conditions is complicated in a greater part of 
the Territory by the prolonged periods of low temperature. The low temperatures 
seriously interfere with the construction and operation of practically every known 
sanitary facility, and influence nearly every generally accepted measure of disease 
control routinely applied in environmental sanitation. 

It is somewhat paradoxical that the low-temperature areas of the world, 
although they contain the fewest people per square mile, are plagued with those 
major health problems usually associated with overcrowded living conditions. 
Even in the spacious North it is not uncommon for an Eskimo family of 12 to be 
living in a one-room hut in order to conserve heat. The cost of housing is such 
that many white families are living under conditions equally as bad. The attack 
rate of those diseases spread directly from person to person is understandably 
high under such conditions. 

It is therefore not surprising to find that tuberculosis causes 20 percent of all 
deaths-in the Territory and that in the Territory’s one orthopedic hospital there 
are more cases of bone tuberculosis under one roof than in any other spot in the 
entire North American Continent Tuberculosis and accidental deaths rank first 
and second as causes of death as contrasted to heart disease and cancer in the 
continental United States Pneumonia is a much more frequent cause of death 
and death rates from communicable diseases such as whooping cough, diphtheria, 
and scarlet fever are approximately 10 times those seen here 

As might be expected, in view of the wealth of fauna in low tempreature areas, 
some animal borne diseases are much more prevalent than in temperate areas 
Outbreaks of gastroenteric disease are frequent in Alaska, particularly in the 
spring when melting ice and snow expose and redistribute the excreta which 
accumulates during the long winter months 

These problems were recognized by Congress in 1948 when the chairman of the 
House Appropriations Subcommittee called hearings to consider the problem. 
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As a result of the findings of these hearings, this special Alaska health appropria- 
tion was passed which provides for— 
1 Supplemental funds to augment those appropriated by the Territory for 
establishing necessary health services 
2 The loan of specialized personnel to the Alaska Department of Health 
to help administer these services; and 
3 The establishment of a program of research and investigation to stud 
eo quavising causes and differences involved in low temperature health 
problems. 

The first phase of this program, the provision of special grant funds, has enabled 
the health department to expand its program so as to render health services to 
many isolated areas to which such services had never before been available. 

During the same period the Territorial legislature has recognized the Territory’s 
own responsibility in the matter. Whereas only $556,000 was appropriated for 
health purposes for the biennium beginning in 1947, $1,108,000 was appropriated 
for the biennium beginning in 1953. This represents a per capita appropriation 
for general health purposes exceeded by only 1 of the 48 States. For tuberculosis 
hospitalization, the per capita appropriation of Alaska is higher than that of any 
State or of any other Territory. However, when the amount of money available 
for public health activities excluding hospitalization is considered, there has been 
an actual decrease of $324,165, or 24 percent in the last 4 years. This has resulted 
from a decrease in Federal grant-in-aid funds, and has foreed many contractions 
in program. 

t should be pointed out that Alaska’s taxing ability is limited, due to its small 
popuintios, and many of its public health problems have been federally created. 

he urgency and magnitude of public health problems in the Territory create 
an even greater than usual need for specialized professional personnel. The 
assignment of trained Public Health Service personnel to the Alaska Department 
of Health has been of particular importance, in view of the difficulty experienced 
by the Department in recruiting qualified personnel in sufficient numbers to fill 
key positions for carrying on essential public health services. This type of 
assistance is serving to stimulate the development of organized health programs 
in many problem areas. 

The Arctic Heelth Research Center in Anchorage is the outgrowth of the 
establishment of the third phase of the assistance to Alaska program-—that of 
research and investigation. 

The investigetive activities of the Arctic Health Research Center have been 
carried on by six branches covering the following fields and subjects: environ- 
mente] sanitation, entomology and insect control, epidemiology and biometry, 
animal borne diseases, physiology, and biochemistry and nutrition. 

Studies of environmental sanitation problems in Alaska are among the most 
fundamental of the center’s activities. Major emphasis in this field has been 
given to the development. of designs, instellation methods, and operetional 
procedures which will insure safe water distribution and sewage disposal in low 
temperetre areas. Studies are being conducted at all levels, from the problems 
of the individual homesteader to the largest community in the Territory. Since 
freezing of weter and sewer mains has been found to be the major source of 
trouble in maintaining community facilities, attention has been focused on the 
development of economical means of overcoming this hazard. One solution 
to the problem of freezing in water distribution systems is the single main re- 
circulating water distribution system developed over the past 3 years at the center. 
Scale models of the system have been successfully tested in the laboratory and 
the first full-scale installation is now being made in the Fairbanks area. As 
additional funds become available, the new system will be extended to other 
sections of the city possibly with modifications based on observations made 
during the coming winter’s operation, 

Other studies of single premise water supplies and sewage disposal are bein: 
conducted with particular attention to the problems created by the existence o 

rmafrost. An experimental well has been drilled through the permafrost and is 
being subjected to careful observation to determine meth of preventing 
reezing. 

Four experimental septic tanks were installed in the permafrost area at eng 
Alaska, in 1950-51 and have been subject to careful observation during t 
subsequent winter seasons. The successful operation of ‘these tanks has led to , 
the adoption of septic tanks as part of standard installation procedures recom- 
mended by the Alaska Department of Health. raoTddA ¢ i 

Observations on the Fairbanks sewer system were begun in 1949 and have 
been continued. Records of variations in ground and sewer temperatures have 
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been accumulated as a basis for design of a sewage disposal system adapted to 
the specific needs of the area. 

Studies of Alaskan insect pests have provided considerable data concerning the 
identity, distribution, and breeding habits of species found in Alaska. Threugh 
a series of areawide surveys, the biologies of the most important species are being 
established in the various sections of the Territory. Biological surveys have been 
conducted to date in southeastern Alaska, upper Cook Inlet, Copper River, 
Katmai, and Valdez areas. Since the importance of the different species varies 
from area to area, this information is essential for working out regional control 
programs for the entire Territory. 

In addition to the biological studies, the entomology branch is also carrying 
on important investigations with respect to the development of practical and 
economical methods of insect control applicable in Alaska. Since control meas- 
ures commonly accepted in the States, such as swamp drainage and spraying 
of breeding areas, are usually impractical in Alaska, modifications of standard 
practices and the development of new technicues have been necessary. Initial 
efforts in the insect-control program were directed toward the development of 
apparatus and methods for ideal control of adult mosquitoes which con: titute 
the most important pest group in Alaska. The problem was to develop a device 
which would deliver a very fine spray of insecticide in droplets small anough to 
remain airborne and still capable of killing flying insects im contact. Aerovol 
spray units were developed for use at three levels of operation: (1) single units 
for protection of individual homesteads and other small areas; (2) spray booms 
mounted on trucks for mobile protection of larger areas, such as small commu- 
nities; (3) spray booms to be installed in small planes for protection of more 
extensive areas and communities without roads. 

The single units and the truck-mounted booms were developed and have both 
been used effectively in the Territory. Efforts are now being devoted to further 
refinements of the spray nozzle and the apparatus designed fer use in small 
planes. Observations indicate that small plane spraying is probably the most 
practical and efficient method of control under Alaskan conditions. The main 
problems have been to develop a nozzle capable of producing an effective spray 
fine enough to conserve the insecticide, and to develop the entire apparatus so 
that it can be easily installed and used by bush pilots during their regular opera- 
tions in carrying cargo or pasrengers. 

In the process of testing droplet sizes and inrecticide formulations, certain 
microtools are being developed, including microshears and micromanipulator, 
which may find wide application in other fields of microdissection. 

Severel statistical studies have been completed or are neering completion in 
the Epidemiology and Biometrics Branch. he lack of relieble data concerning 
even the most basic vital phenomena, such as Alaskan population figures, mor- 
tality and morbidity rates, has meant that considereble ground work hes had 
to be done in compiling accurate data as a basis for future planning. Some of 
the studies carried on by this Branch are (1) compilation of basic deta concern- 
ing population distribution and characteristics; (2) a study of the canses of 
accidental and violent deaths in Alaska; (3) a study of tuberculin sensitivity 
based on data from the Alaskan BCG program, indicating marked racial and 
geographic variations in the numbers of tuberculin-sensitive individuals in differ- 
ent parts of the Territory; (4) a study of the causes for admission to Alaskan 
hospitals as one means of estimating the general health picture; (5) a sickness 
survey carried out in the Anchorage area—the first such survey to be under- 
taken in Alaska—to determine the types of disabling and nondisabling illness 
Beenie by a representative group of Anchorage residents over a year’s time. 

nvestigations in the field of animal-borne diseases have been directed at a 
detailed study of the diseases found in the Alaskan animal population which are 
of pole health or economic importance to man. 

mong the investigations of parasitic diseases of Alaskan animals the study 
of echinococcosis or hydatid disease has proved of special significance. Since the 
work on Echinococcus was begun at the center, several cases of human infection 
have been discovered. Data are being accumulated concerning the prevalence 
and. distribution of the organism and its hosts and the etiology of the infection. 
Within the past year it has been demonstrated that flies are a possible vector in 
transmission of this disease. Experimental infections carried out in the laboratory 
with the parasite have proved conclusively that two distinct species of Echinococ- 
cus exist in Alaska. e species found in animals on the mainland differs 
markedly from the species found on St. Lawrence Island both in host specificity 
and in the-ehavacter of the infection produced in the human host. In man the 
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mainland species produces a unilocular cyst, which is quite amenable to surgery. 
In contrast, the St. Lawrence species produces a multilocular eyst which invades 
the tissue in a process similar to a malignancy, producing a more serious condition 
which is considerably more difficult to remove surgically. 

Studies of trichinosis and diphyllobothriasis or fish-tapeworm infection carried 
on by this Branch for the past 3 years are now nearing completion. Discovery of 
trichinosis among certain marine mammals, particularly the white whale or beluga, 
has revealed another possible, although perhaps uniquely Arctic, source of human 
infection since these animals form an important part of the diet of the coastal 
Eskimos. Investigation of the fish tapeworm, Diphyllobothrium latum, has shown 
that human infections with this parasite are prevalent in areas where fresh-water 
fish constitute the major part of the native diet. Experimental infections con- 
ducted in connection with life-cycle studies of this parasite have been carried out 
in the laboratory, demonstrating that a wide variety of definitive animal hosts are 
involved in the spread of this infection. Knowledge of the life cycle of the parasite 
and of the potential hosts is essential to the development of a practical control 
program. ish-tapeworm larvae have recently been found in the Alaska red 
salmon. This is the first record of the occurrence of this parasite in salt-water fish 
in Alaska. Experimental infections are being made to determine whether these 
er belong to the same species of Diphyllobothrium which infects fresh-water 


In addition to studies of parasitic diseases, work is also being carried on con- 
cerning the problem of canine distemper among arctic sled dogs. Control of these 
costly outbreaks of distemper is essential to the Eskimos, since without this Arctic 
beast of burden they would frequently face starvation. Once it was determined 
that the disease found among Arctic dogs was identical with that found in the 
States, an experimental inoculation program was inaugurated in certain Arctic 
villages using standard distemper vaccines. The efficacy of last summer’s vac- 
cination program at Wainwright was put to a real test by a sudden outbreak of 
distémper in the village during the past winter. Only 1 of the vaccinated dogs 
became jill but recovered with treatment, while 46 dogs, absent from the village 
at the time of the immunization program, died of the disease. On the basis of 
this evidence it has been recommended that a Territorywide immunization pro- 
gram be instituted. 

Physiological investigations conducted by the center have been primarily con- 
cerned with study of phenomena associated with adaptatior of Arctic vertebrates 
and invertebrates to low temperature. Measurements of the body temperatures, 
metabolic rates and other observations have been made in a typical variety of 
Arctic mammals and birds as well as invertebrates, both in the wild state and in 
captivity. This information constitutes not only a major contribution to basic 
scientific knowledge of Arctie life, but will serve in providing background data 
relative to studies of human health in low-temperature environments. 

Prolonged studies are also being made of phenomena involved in hibernation, 
including investigation of seasonal changes in the physical properties of the blood 
of hibernating mammals, and experiments to determine the specific factors respon- 
sible for inducing and terminating hibernation. 

Several significant observations have been made during the center’s nutritional 
experiments. Among certain native groups in Alaska the diet consists almost 
entirely of fish. Experimental studies of the effects of these carbohydrate-free 
diets indicate an increased requirement for thiamine. Other nutritional investi- 
gations have revealed low inorganic iron in the blood sera of native ex- 
amined following repeated reports of anemia among the Eskimos. sults of 
these blood examinations considered in conjunction with their dietary habits has 
led to the conclusion that the available iron intake of these groups is only marginal, 
thus accounting for the widespread moderate #nemia. 

A special study of food consumption in the Anchorage area, completed in connec- 
tion with civil defense planning activities, has revealed several interesting devia- 
tions from the pattern of the national average. According to this study, meat 
consumption in Anchorage is 50 percent higher than the national average; con- 
sumption of fresh fruits and vegetables is 40 percent lower; and dairy products are 
substituted to a far greater extent for fresh milk in Alaska. 

An important feature of the center is the scientific reference library which has 
been built up during the past 5 years. As the Territory’s only reference library 
in the medical and biological sciences, the center’s collection now serves not only 
the immediate needs of the staff but is used by scientists and others working 
in all parts of the Territory. 
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Mr. Bussey. Dr. Haldeman, is there anything in addition to what 
you have in the statement which you would like to highlight? 

Dr. Hatpeman. No, Mr. Chairman. I think this statement covers 
the appropriation adequately. 


BUDGET REQUEST 


Mr. Bussey. Your request for fiscal year 1955 is for $1,062,000, a 
reduction of $20,000 from last year? 

Dr. Haupeman. That is correct, sir. 

Mr. Bussey. What did you ask the Bureau of the Budget for? 

Dr. HaLtpeMan. $1,061,750. 

Mr. Bussey. So this is $250 more than what you asked the Bureau 
of the Budget for? 

Dr. Hatpreman. That is right. 


STATISTICAL STUDIES 


Mr. Bussey. Doctor, on page 8 of your statement, you state— 


Several statistical studies have been completed, or are nearing completion, in 
the epidemiological and biometrics branch. 

What do those statistics consist of? 

Dr. Hatpgeman. One of the studies is related to the incidence of 
tuberculosis sensitivity among Alaskan groups, Mr. Chairman. 

Another study related to the incidence of illness in the Anchorage 
area in relation to the comparisons with similar types of studies in 
more temperate climates. 

Another study was a study of hospital admissions in Alaska, again 
aimed at obtaining a better basis for program planning. 

Mr. Bussey. Do you have a special unit working on these statistics? 

Dr. Hatpeman. At the present time we do not, sir. 

Mr. Bussey. How many people are used on the statistical work? 

Dr. Hatpeman. At the time those studies were in progress, Mr. 
Chairman, there was one statistician and a clerk. 

Mr. Bussey. Of course we appreciate a certain amount of statistics 
are invaluable, but we don’t like to see too much effort being put on 
statistics if it means neglecting the fundamental work. 


STUDIES OF DISTEMPER IN SLED DOGS 


I have been looking at this paragraph on page 10. 


In addition to studies of parasitic diseases, work is also being carried on con- 
cerning the problem of canine distemper among Arctic sled dogs. Control of 
these costly outbreaks of distemper is essential to the Eskimos, since without 
this Aretic beast of burden they would frequently face starvation. Once it was 
determined that the disease found among Arctic dogs was identical with that 
found in the States, an experimental inoculation program was inaugurated 
in certain Arctic villages using standard distemper vaccines. The efficacy of 
last summer’s vaccination program at Wainwright was put to a real test by a 
sudden outbreak of distemper in the village during the past winter. Only one of 
the vaccinated dogs became ill but recovered with treatment, while 46 dogs, 
absent from the village at the time of the immunization program, died of the 
disease. On the basis of this evidence it has been recommended that a territory- 
wide immunization program be instituted. 
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I have no quarrel with the program because if we can immunize 
these dogs, that is fine. But isn’t the Public Health Service getting 
nie the mae of economic need rather than the public health need o 

Dr. Haupeman. Mr. Chairman, dogs frequently are involved in 
diseases transmittible to humans. 

In Alaska we have an unusually high incidence of respiratory 
disease among both adults and children. 

When the outbreak occurred originally, of course we did not know 
what we were dealing with. 

Through laboratory work it was established that it was distemper. 

Incidentally, this condition in dogs is suspected as being a possible 
source of pneumonias, particularly in children. 

We participated in the initial immunization experiment, and once 
the efficacy was established we have turned over to other Territorial 
officials, the Department of Agriculture there, the operation of the 
immunization program. 

I might mention, however, that the Eskimo is quite dependent on 
the dog, not merely economically but actually for his life because of 
the necessity for transportation, the way they are dependent in secur- 
ing their food. 

e are not carrying out an immunization program out of funds 
from this appropriation. That has been taken over by the Depart- 
ment of Agriculture. 

Mr. Bussey. You answered my next question, which was going 
to be, why the Department of Agriculture wasn’t the proper one to be 
carrying on this work. 

Dr. Hatpeman. We have tried to be of assistance inasmuch as our 
center has the only veterinarians in the Territory. 


STUDIES OF ANIMAL ADAPTATION TO LOW TEMPERATURES 


Mr. Bussey. At the bottom of page 10 now, following on with the 
next paragraph: 

Physiological investigations conducted by the center have been primarily con- 
cerned with the study of phenomena associated with the adaptation of Arctic 
vertebrates and invertebrates to low temperature. Measurements of the body 
temperatures, metabolic rates, and other observations have been made in a typical 
variety of Arctic mammals and birds as well as invertebrates, both in the wild 
state and in captivity. This information constitutes not only a major contribu- 
tion to basic scientific knowledge of Arctic life, but will serve in providing back- 
ground data relative to studies of human health in low temperature environments, 

Have not the armed services been doing quite a bit of work along 
that line? 

Dr. Haupeman. Mr. Chairman, we have worked very closely with 
the Defense Establishment in planning our studies in relation to the 

We, by and large, have attacked problems in relation to their ap- 
plication to a civilian economy, whereas the military naturally con- 
centrates on conditions relating to military situations. 

These studies in no way conflict with studies being conducted by 
the Defense Establishment. 
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DEFENSE DEPARTMENT RESEARCH IN ARCTIC HEALTH 


Mr. Bussey. How much is the Defense Department spending on 
Arctic health research? 

Dr. Hatpeman. That would be a difficult thing to ascertain, Mr. 
Chairman. As far as operations in Alaska are concerned, they are 
largely in the form of field parties going to Alaska. The basic work 
in preparation for the Arctic work is done in the States. 

i would not wish to venture a guess as to the total amount of 

enditure in research relating to low-temperature environment. 
Mtr. Bussey. Are you familiar with the different types of projects 
they might be conducting in Alaska? 

Dr. Hatpeman. I wouldn’t be personally familiar with all of them. 
I am generally familiar with the areas in which they are working. 

Mr. Busspsy. What would be some of those areas? 

Dr. Hatpuman. In our environmental sanitation studies we have 
found quite useful work being conducted by the Army engineers in 
regard to the construction of runways and buildings on permanently 
frozen ground particularly. 

We are working in the area of the development of economical 
methods of water supply and waste disposal. But the data which 
they collect is useful, of course, to us. 

They are likewise developing better methods of clothing for use of 
military personnel. Many of their findings are directly applicable to 
civilian health. 

In the field of insect control they have devoted their attention to 
large plane spraying operations whereas we have been directing our 
attention to the development of measures more suitable to the home- 
steader, small village, and civilian economy. 

They are working in various phases of aviation medicine which is 
quite separate from our type of operation. 

Mr. Bussey. Is there a certain. amount of coordination between 
the Public Health Service and the military on these various projects? 

Dr. Hatpeman. Yes. There are a number of mechanisms in 
Alaska which perhaps are not common here. 

In the first place the number of scientists working in the area is 
smaller. We have the only research laboratory in the biological field 
in Alaska. It is utilized by the Defense Establishment scientists, 
enabling them to do research without coming to the States. 

We have local chapters of the American Society for the Advance- 
ment of Science. 

Once a year there is an Alaska Science Conference in which all of 
the workers in the scientific field in Alaska get together to discuss their 
mutual problems. That was established initially under leadership of 
the Arctic Health Research Center in order to get all the people 
together and to discuss their various programs. 

spite of much research which has been done in low temperature 
areas, not only by our people but by other nations interested in low 
temperature areas, most of it has been in the physical sciences. 
Actually so little has been done in the biological sciences that we feel, 
in a sense, the more people we can get interested the better off we are. 

One of the things the center has done has been to give support to 
universities because of our know-how in low temperature areas. | 
When we can interest a university in using its own funds, we will 
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assist in selecting a site, and in many ways which make the 
work of a group from the States easier in performing research in low 
temperature areas. 

STUDIES OF HIBERNATION 


Mr. Bussey. You refer to studies on hibernation of mammals 
at the top of page 11. Where does that fit into the Public Health 
Service’s problem of dealing with the health of the people? 

Dr. Hatpeman. The status of our knowledge regarding the effects 
of cold climate on the physiology of the human individual is very 
deficient. It is not a subject which has been studied to any extent 
from the standpoint of obtaining rather fundamental information. 

We realize, of course, that man has a limited adaptation in the sense 
of possibilities of altering his physiology to adapt to cold. There is 
a certain ability, however. 

In order to get at the fundamental changes in physiology, such as 
in circulation, salt exchange, water balance, your more profitable 
approach in solving that problem is to select animals for study which 
do exhibit an adaptation to cold. 

You will more readily observe those variations, such as variations 
in basic metabolic rate, in these animals. 

A bear is not a true hibernator such as a ground squirrel, who is able 
to go into cover and lower his body temperature down to a degree 
or two above freezing, and exist that way throughout the winter. 

However, a bear oes have capacity for lowering his temperature 
considerably, and it is through the study of mechanisms such as this, 
study of animals with this adaptability, that we obtain some of the 
answers regarding what fundamental physiological processes are 
involved in man’s adjustment to cold. 

Mr. Bussey. Mr. Fernandez? 


TUBERCULOSIS PROBLEM 


Mr. Fernanvez. I notice from the justifications that tuberculosis 
is probably the biggest problem that you have in Alaska. 


r. HatpeMAN. Tuberculosis certainly would rank right at the = 

Mr. Frernanpvez. According to the justification sheet on page 6, 
181.9 per thousand is the rate of death from tuberculosis aa 

Dr. Hatpeman. Yes. 

Mr. Fernanpez. That means the entire population of Alaska, 
including the natives and non-natives? 

Dr. Hatpeman. Yes. 

Mr. Fernanpez. Do you have any breakdown as between the 
natives and non-natives in Alaska? 

Dr. Hatpeman. Yes, sir. The death rate among the white p 1 
tion of Alaska in 1952 was 38 per 100,000, which compares to a death 
rate in the continental United States of 16 per 100,000 among the 
white population. 

I think that is a lower rate, however, than the true rate since the 
tendency on the part of Alaskans, who are a transient population, is 
to come back to their homes in the States when they develop tubdr- 
culosis. Therefore, this represents perhaps an — picture so 
far as the white population is concerned. 
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The Eskimo, Indian, and Aleut death rate is 600 per 100,000. In 
some communities it has run as high as 1,000 per 100,000, in other 
words, 1 death per 100 people per year. 

Mr. FerNanpDnz. Your statement indicates, then, that even among 
the white population the death rate from tuberculosis is much higher 
than in the United States? 

Dr. HatpeMaAN. On the average, yes. 

Mr. Fernanpez. As among the three classes of natives, Indian, 
Eskimo, and Aleit, is the incidence of the disease more pronounced 
in any one of them than in the others? 

Dr. Hauppman. Yes, sir. Rather than being a difference of 
whether they are one race or the other, it is more a factor of geog- 
raphy. The Kusko, Yukon, Delta region contains the highest 
amount of tuberculosis in relation to population. There are both 
Eskimos and Indians in this area. 

Mr. Fernanpez. Why is that? Is it a colder area? What is the 
reason for the higher incidence there? 

Dr. Hatpeman. I think it is perhaps associated rather largely 
with the fact that there is considerable tuberculosis, economic con- 
ditions are poor, and these are very marginal areas from the stand- 
point of diet and the like. 

Mr. FerNnanpez. What connection is there between the incidence 
of the disease and malnutrition? 

Dr. Hatpeman. I cannot speak as an expert in the field of tubercu- 
losis, Mr. Fernandez. However, I think that generally speaking you 
have a higher rate of tuberculosis, and an individual is more likely to 

et tuberculosis, if he is in a household where there are active cases if 
is general physical condition is poor. 

Mr. Fernanpez. How is it trarismitted? 

Dr. Hatpeman. Tuberculosis is transmitted from person to person 
directly through the sputum. 

Mr. FERNANDEZ. I can understand that with respect to lung 
disease. But I notice from your statement in the justifications that 
bone tuberculosis is quite prevalent in Alaska. 

Dr. Haupeman. Yes; that is quite an iateresting picture. It is 
quite different from what we see in the United States. As a matter 
of fact, we do not see much bone tuberculosis in the United States. 

What we do see is of a bovine type, transmitted from milk. 

The tuberculosis in Alaska is not that type. It is the same strain 
causing tuberculosis of the lung. 

There are other differences. It is very frequently associated with 
pulmonary tuberculosis as contrasted to the bovine type of tuber- 
culosis which sometimes has been felt to immunize a person from 
pulmonary tuberculosis. 

The only assumption can be that the rather massive infection which 
so many of these youngsters are subjected to results in this unusual 
incidence of bone tuberculosis. 

There would not seem to be evidence, although it has not been a 
subject which has been studied intensively, that there is a difference in 
racial pathology. 

From observations, we feel that the case of tuberculosis in an 
Eskimo will respond as well to treatment, and the prognosis is as 
good, as in a non-Eskimo. 
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Mr. Fernanpez, I don’t know as I follow you, that is, what point 
you are trying to make. 

Dr. Hatpeman. I was merely saying that we do not assume, at 
least there is no evidence, that there is an increased racial suscepti- 
bility on the part of an Eskimo. 


COMPARISON OF PREVIOUS YEARS APPROPRIATIONS 


Mr. Fernanpvez. This appropriation was considerably higher in 
1949 when it first started, was it not? 

Dr. Haupeman. The appropriation in 1949 was $1,115,000. 

It reached its peak in 1950 with appropriation of $1,317,000. 

There were some decreases in 1951 and in 1952. 

The 1953 and 1954 yal aaa and the 1955 request are es- 
—s at the same level. 

Mr. Frernanpez. What were the decreases in 1951 and 1952? Do 
you have them ee 

Dr. Hatpeman. Yes. A total of $1,317,000 was available in 1950. 

In 1951, the appropriation was $1,259,000. 

In 1952, the appropriation was $1,229,270. 

The 1953, appropriation was $1,100,000. 

In 1954, it was $1,082,000. 

Our present request is for $1,062,000. 

Mr Sohnnedadian It was testified last year by Dr. Albrecht that the 
appropriation from the 80th Congress was $700,000 for grants, that 
is in round numbers. Last year it was only $540,000. Phat applies 
to the Territory, I take it? 

Dr. Hatpeman. Yes. 

Mr. Frernanpez. Is that where the reductions have been made? 

Dr. Hatpeman. That is substantially correct, sir. 


MOBILE HEALTH UNITS 


Mr. Fernanpez. Involved in that testimony as I recall it were 
some units, medical units, boats, which went up and down the coast 
there giving clinical treatment and making clinical analyses for the 
native people, and which Dr. Albrecht testified would have to be 
discontinued, and, as a matter of fact, were discontinued at that time. 
What became of them? 

Dr. HatpeMAN. They are still being maintained, at least in dry- 
dock. They are not being operated. 

Mr. Fernanpez. They are still in drydock? 

Dr. Hatpeman. That is right. 

Mr. Fernanpez. No appropriation was made for that, either, 
either by the Territorial or the Federal Government, last year? 

Dr. Hatpeman. No, sir. I would like to add, however, that the 
reductions which Dr. Albrecht referred to relate, of course, to some re- 
ductions in our regular grants as well as these. Dr. Albrecht was 
faced with making certain reductions in his budget, and the decision 
of where to make the reductions was his. He was faced with a problem 
of where to cut and he had to establish a priority in accordance with 
that. 
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Mr. Fernanvez. Was the $540,000 for grants in this appropriation? 
Dr. HaLtpeMAN. That is correet, sir. 

Mr. Fernanpvez. And it is in this appropriation now? 

Dr. Hatpeman. Yes. 


OTHER PUBLIC HEALTH GRANTS TO ALASKA 


Mr. Fernanpez. In addition to that they received grants from the 

regular appropriations for tuberculosis control? 
r. HALDEMAN. Yes. 

Mr. Fernanpbez. Since that is being eliminated, almost eliminated 
right now, what will be the result of that in Alaska? 

Dr. Hatpeman. In fiscal year 1955 Alaska will receive a further 
reduction of only $22,200 by virtue of the reductions in grants other 
than this epeciik: Alaska grant. 

There will be a reduction in tuberculosis control. However, this 
is partially offset by an increase in the general helath grant which is 
contained in our 1955 budget request. 

Mr. Fernanpez. How does that compare with $106,000 which they 
received in 1950? 

Dr. Hatpeman. In which appropriation, Mr. Fernandez? 

Mr. Frernanpez. In the other appropriations, the regular appropria- 
tions for grants to the States and Territories. 

Dr. Hatpeman. According to my data here, in 1950, from other 
Public Health Service grant-in-aid appropriations, there was avail- 
able $233,451, and in the 1955 estimates there will be available 
$101,900, and a reduction of approximately $130,000. 

Mr. Fernanpvez. Dr. Albrecht last year said— 

The Federal tuberculosis control grant which we received, as any other State 
does, has consistently been going down since 1950. It has dropped from $106,000 
to $66,000, being $40,000 a year less than it was in 1950. 

That doesn’t seem to coincide with the statement you just made, 

Dr. Haupeman. I think J can clarify that, Mr. Fernandez. 

The statement I just made was the total grant, general health, 
tuberculosis, venereal disease, heart, and cancer. My totals were 
related to all of those grants. 

I do not have here the total amount of tuberculosis grants for each 
of these years, although I am confident that the figures which you 
give are correct. 

Mr. Bussey. Mr. Fernandez, I was wondering if it would not be 
helpful if we asked Dr. Haldeman to prepare a table showing the 
Public Health Service grant programs in detail and in total for the 
6 years, 1950 to 1955? 

Mr. Frernanvez. I think that will be very useful. 

Mr. Bussey. Could you supply that for the record, Doctor? 

Dr. Hatpeman. Very glad to. 

(The information requested is as follows:) 
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Public Health Service funds available to Alaska for fiscal years 1950-54 ' and estimated 
amounts for 1955 


1950 ap- | 1951 ap- | 1952 ap- | 1953 ap- | 1954 ap- 
propria- | propria- | propria- | propria- | propria- 
tion tion tion 


Control of venereal disease: 


$15, 100 
Special projects 
echnical assistance 0 10, 000 


26,071 32, 367 
76, 700 66, 600 
48, 400 

0 


Assistance to States, general: Grants-in-aid 5 49, 000 
Grants, water-pollution control. 7 7,800 


Disease and sanitation investigations and 
control, Territory of Alaska: 

Grants-in-aid 694,000 | 630,000 | * 537,000 

Technical assistance q 132, 557 | 120, 488 


762, 557 | 657, 488 

Hospital construction grants 200,000 | 200,000 | 200,000 
Operating expenses, National Cancer Insti- 
tute: Grants-in-aid 9, 900 10, 000 
19, 200 19, 200 


Mental health activities: Grants-in-aid 
Operating expenses, National Heart Insti- 


tute: Grants-in-aid 10, 500 10, 300 10, 400 
1, 218, 761 |1, 161, 528 11, 044, 455 | 982,747 952, 400 


! These amounts represent original allocations rather than amounts paid. 
2 These amounts represent final payments. 
3 Represents final payment rather than allotment, 


Mr. Fernanpez. Did you request an appropriation for the manning 
of those units which are in drydock? 

Dr. Hatpeman. No, sir; we did not. I might mention that the 
Governor of Alaska, Governor Heintzelman, has requested a survey 
of the total health program in Alaska, that of the Alaska Department 
of Health, with which we are cooperating, as well as that being 
carried on by the Bureau of Indian Affairs. 

This survey is being conducted by the University of Pittsburgh. 
It will have a number of very eminent persons on it, including ‘Dr 
Perkins, president of the National Tuberculosis Association, and we 
are looking forward to having this evaluation to assist us in arriving, 
1 think, at what an appropriate appropriation level should be. 

There has been some discussion of the possibility of additional 
hospital beds being made available through the utilization of some 
beds which are surplus to the State of Washington’s needs. 

If that should develop, that would perhaps alter the situation with 
regard to the type of case finding activities and follow up activities 
which are supported by this appropriation. 

However, that is still just in the discussion stage. 


MOBILITY OF POPULATION 


Mr. Frernanpez. In your justifications it is stated: 


During the peak employment season of 1952 population reached 182,000, an 
increase of 31.9 percent over the 1950 peak season. ; 

There is still a great deal of employment? 

Dr. Hatpeman. That is correct, sir. 

Mr. Frernanpez. People being employed and then coming back 
to the States and others taking their place. 

Dr. Hatpeman. That is correct, sir. 


| este. 

mated 

1955 

$15,000 0 0 

3,391 | $1,147 0 

13, 976 10,700 | $8, 500 

Total._......- 26,087 | 18,325 11,847 | 8,500 

of tuberculosis: Grants-in-aic 2 50,000 | 15,900 
37,600 | 49, 600 
0 0 | 

540,000 | 540,000 

108,000 | 102,000 

648,000 | 642,000 

200,000 | 200, 000 

7,300 | 8,100 

| 17,700 | 17,700 
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Mr. Fernanpez. And you state that among the whites the inci- 
dence of disease could be higher than you indicated awhile ago but 
for the fact that a good many of those who have contracted the 
disease of course go back home to the States. 

Dr. HALpEMAN. That is correct, sir. 

Mr. Fernanpez. And I suppose that in doing so they continue to 
bring the disease to the States. 

Dr. Hatpeman. That is correct, sir. 

Mr. Fernanpez. It seems to me that a good deal more should be 
done in Alaska, because of its peculiar problem and because of the 
fact so many other people from here go to that climate, and I think 
climate has a great deal to do with tuberculosis, and then return to the 
United States when they spread the disease. 

Is any effort being made among the employees to protect them 
from the disease and prevent them returning to the States with it? 

Dr. HatpeMaAN. Not other than in the course of the case-finding 
program, an attempt to discover and to isolate the infectious case in 

aska. 

Mr. Fernanpez. You told us awhile ago in what part of Alaska 
tuberculosis was most prevalent. Geographically where is it less 
prevalent? 

Dr. Hatpeman. Well the lowest prevalence, of course, is in its 
largest cities with the highest proportion of white population and where 
pe are more white people in relation to the Eskimos, Indians, and 

euts. 

Mr. Fernanpez. Eliminating the white population and speaking 
only generally of the rural population—we will say the native popula- 
tion—is it more prevalent farther north, or more prevalent farther 
south? 

Dr. Hatppman. It is more prevalent to the north and west and less 
prevalent in the panhandle area in the southeast, which is closer to 
the United States. 

Mr. FerNanpez. You have no difficulty with the native Indians 
and Aleuts in having them respond to offers of treatment? 

Dr. Hatpeman. No, they respond very well. As a matter of fact, 
I was discussing that very point with Dr. Blomquist, medical officer 
in charge of the Research Center, last week. He indicated that to 
all intents and purposes we do not have to worry about the Eskimo 
leaving the hospital against medical advice. Where you have a disease 
as prevalent as tuberculosis is among Eskimos you find a surprising 
amount of understanding of the disease. They know the disease 
better because they see it in their families and in their friends. 


MALNUTRITION AMONG THE NATIVES 


Mr. Fernanpez. Is there a great deal of malnutrition among the 
Indians and Aleuts? 

Dr. Hatpeman. Yes, sir; particularly in those areas where they 
are beginning to utilize more of the white man’s food. The problem 
there is the same as any other place in the world where there is a 
limited amount of money available. They tend, as they transfer 
into what you might call the white man’s economy, to spend their 
available money for starches, flour, and sugar, and that group nutri- 
tionwise is very much poorer than those who are on a complete 
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Eskimo diet. It is in that transition phase where they are changing 
their way of living where the poorest nutrition is ae 

Mr. Fernanpez. Where is malnutrition more pronounced, among 
the Indians on the mainland or the Aleuts in the islands? 

Dr. HaupemMan. I could not answer that. In my own experience, 
the greatest amount of malnutrition was seen again in the Yukon- 
Kuskokwim area where the people are living, you might say, on a very 
marginal existence with very little chance SY danaine’ money and where 
a lot of their original sources of food are gone. The caribou that used 
to be a major item of diet has all been killed off and they are subsisting 
largely on fish, and it is not a good country for that. 


METHODS USED TO COMBAT TUBERCULOSIS 


Mr. Fernanpez. Could you give us very briefly a little outline of 
how you go about providing treatment for that particular disease 
or any others in this work, Basie out the matter of statistics and 
research work of that nature? 

Dr. Hautpeman. In relation to tuberculosis? 

Mr. FerNANpeEz. Yes, or other medical work. I suppose it is all 
re and I do not imagine you have them separated as you go 

ong. 

Dr. Hatpeman. Tuberculosis has been singled out because of its 
importance for somewhat unusual treatment. One of the early activi- 
ties engaged in with moneys provided by this appropriation was the 
inauguration of a rather widespread B. C. G. vaccine program, which 


has been carried out in all of the high-incidence areas of the Territory. 
In conjunction with it was a more or less intensive casefinding program. 


Then there is a joint board which evaluates the cases in terms of 
need for hospitalization, taking into consideration the economic 
situation of the family, as well as the suitability of the patient for 
hospitalization. This is necessary because there are more patients 
needing hospitalization than there are beds. 

Mr. FerNnanpez. That is too general a statement. What I want 
is what you do; whether you have certain centers or whether you have 
medical officers moving about doing that. 

Dr. Hatpeman. Yes. Part of the casefinding was done by the 
mobile units which you referred to previously. 

Mr. FerNANpDeEz. But they are tied up, so you could not do it with 
the mobile units. 

Dr. Hatpeman. The mobile units, it is true, are tied up. 

Mr. Frernanpez. am speaking about the present. 

Dr. HatpemMan. At the present time, the casefinding activities are 
continuing on a rather restricted scale. 

Mr. FerNANDEZ. How? 

Dr. Hatpeman. They have a mobile X-ray unit that operates in 
the so-called railroad belt. They are doing routine aay at the 
Alaska native service hospitals that are operated on the Yukon by 
the Bureau of Indian Affairs. The Alaska Department of Health has 
been able to take a reasonable number of X-rays through mobile X-ray 
oumpenens which can be flown from place to place. 

The Alaska Department of Health has been giving a little higher 
priority in the last year or two to other aspects of the program than 
to the tuberculosis casefinding program. 
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REASONS FOR INACTIVITY OF MOBILE HEALTH UNITS 


Mr. Fernanpez. What has the Public Health Service done about 
resolving this matter of these units which are in drydock? The 
certainly ought not to be there; they either ought to be disposed of, 
or activated. What have you done about it? 

Dr. Hatpreman. The determination of the program emphasis to be 
placed on the operation of mobile units, as I indicate, is largely a 
program decision of the Alaska Department of Health. Within the 
available funds, it was necessary for them to make some decisions. 

Mr. Fernanvez. Well, they made the decision they did not have 
enough money to run them, and they came here last year to Congress 
and asked us for it. But I am asking what the Public Health Service 
of the Federal Government is doing. Are you satisfied with the money 
provided in this budget? 

Dr. Hatpeman. We are, as I indicated, currently studying the 
situation. We also, as I indicated, are very anxious to have the 
advice of the team from the University of Pittsburgh that will study 
the entire health problem. I might say our attitude toward the 
importance of this has been indicated by the fact that we have main- 
tained our special Alaska appropriation at essentially the same level. 

Mr. Fernanpez. They have been tied up since October of 1952, as 
I recall, and I remember a few days ago, with respect to a similar 
problem appearing before the committee, where again the answer 
was that the Public Health Service was studying the matter and now 
here you are studying this one. It won’t do any good unless you are 
as 4 going to do some work to lick the problem and not merely 
study it. 

Dr. Anderson. The responsibility of the Public Health Service in 
connection with the health program in Alaska is similar to that, of 
course, in any other State. And when you speak specifically of mobile 
units, whether they be trucks, buses, railroad cars, or ships as in this 
instance, that is the decision of the State or, in this case, the Territorial 
health authority. And within the available resources and funds, in 
this case a combination of Federal funds plus whatever Territorial 
funds can be put into it, the present program is all it can do within 
their entire program. And Dr. Albrecht and his staff have decided 
that within the funds made available from special Alaska grants, and 
the additional grants in this case from the tuberculosis funds they could 
only do what they finally decided to carry out. And then beyond the 
financial assistance from direct appropriations, we provide technical 
assistance in which we consult with them on their problems and assign 
the personnel as they request according to what we have available. 

So it is not for us, it is not our responsibility, to say that they should 
or should not bring the ships into active service, if they decide they 
should not do so. 

Mr. Fernanpez. Your answer is simply that nothing is being done. 
But I think all of you have a responsibility—the Public Health Service, 
the Alaska Public Health Service, and the Indian Bureau. It is utterly 
ridiculous to spend money for units like that and just tie them up. 
It is just not good business and it does not make good sense. 

Now, have you discussed the matter with the Bureau of Indian 
Affairs and their health setup? 

Dr. Hatpeman. Yes; we have worked very closely with the Bureau 
of Indian Affairs in relation to this particular problem and also have 
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participated actively, given active assistance, to a survey of the total 
problem which they are conducting with moneys made available by 
the Department of the Interior. 

Mr. Fernanpez. Have they made any effort or have you asked 
them to make any effort to utilize those mobile units that are tied up? 

Dr. Hatpeman. The Department of the Interior moneys have been 
justified and utilized largely for hospitalization; whereas the moneys 
made available under this appropriation and under the appropriation 
to the Alaska Department of Health have been utilized for case finding 
and followup activities. We at all times try to coordinate our pro- 
gram peer with the Department of the Interior. We have had 
several meetings with them within the last 2 weeks, as a matter of fact, 
on this very problem of tuberculosis in Alaska. 

Mr. Frernanpez. Have you discussed this particular matter of 
utilizing those mobile units? The reason I ask that is this: I was in 
Alaska with the Coast Guard and I happened to see some of that work, 
not in connection with the official duties of the committee up there but, 
because I was interested in Indians I took note of it; and I thought it 
was wonderful. After all, those mobile units are for the Indians and 
somebody ought to be using that equipment and continuing that work, 
or else they will do no good. 

Dr. Hatpemann. Again all I can answer is that within the appro- 
priation we make available the Alaska Department of Health has 
elected to spend it in certain other activities. 

Mr. Fernanpez. Well, I do not understand they have elected to 
spend it in other activities, but there are certain other activities they 
have to use that money for and what they have decided is that they 
have not money enough to carry on this work which was started, and 
as I understand, started with the cooperation, advice and help of the 
Federal Public Health Service. 

Mr. Larmon. Governor Heintzleman called on me day before 
— and went into the problem and Dr. Albrecht accompanied 

im and we told them we would be glad to reexamine the situation, 
having in mind this committee that has been appointed. That was 
simply day before yesterday. 

Mr. Fernanpez. Well it deserves more consideration. and maybe 
you will be prepared to make some recommendations later on. 

That is all, Mr. Chairman. 


DIETARY PROBLEMS 


Mr. Bussey. Doctor, I was interested in your statement in regard 
to the transition period of the Eskimo from his regular diet to the 
white man’s diet and the effect it had upon him. Is that more or 
less generally true where people, not only in Alaska, but in any other 
sections of the world, who are used to a certain diet for generations 
and generations and then, because of our going into the area for the 
first time for military purposes, or any other purpose, get accus- 
tomed to certain white man’s food and make some attempt to change 
over to it? 1 
Dr. Hatpeman, Historically I think it is inevitably part of the 
changing culture of a primitive people into a modern economy. 
The natural economy of the Eskimo is one of having very few families 
grouped together. When the white man came in with his churches 


519 


and stores, it tended to encourage the Eskimo to live in villages of 
even 50 or 100 people and they soon destroyed the economy of the 
area. Their natural way of living is to move from area to area, and 
their natural economy is a very good one and they have lived for 
many years, for centuries, on it. But when we change their economy, 
like bringing in the large installation at Point Barrow, and we employ 
them for awhile and then our employment drops, the people are faced 
with some very real problems. It is not just where we have gone in, 
however; it is also becoming more common in other areas. 

I have watched Alaska now over a period of some 17 years and I see 
= trends in many isolated places away from their natural way 
of life. 

Mr. Busssy. What are some of the ill effects that they get from 
this transition to starchy foods? 

Dr. Hatpeman. Well, it is a poorly balanced diet from the stand- 
point of their basic dietary requirements. 

Mr. Busspry. Is that change of diet likely to lead to other complica- 
tions? 

Dr. Hatpeman. That is true. I am not an expert in the field of 
nutrition; but, generally speaking, poor nutrition is a factor in many 
conditions. 

+f Bussey. If there are no further questions, thank you very 
much. 


Wepnespay, Aprit 28, 1954. 


FOREIGN QUARANTINE SERVICE 


WITNESSES 


DR. CALVIN B. SPENCER, CHIEF, DIVISION OF FOREIGN 
QUARANTINE 
SALARIES AND EXPENSES 


Amounts available for obligation 


1953 actual | 1954 estimate 


or estimate 

Transferred from ‘Promotion and further development of 
vocational education, Office of Education,’’ pursuant to 
Publi¢ Law 286 


Adjusted appropriation or estimate 
Unobligated balance, estimated savings. 


Obligations incurred 


Obligations by activities 


Description 1953 actual | 1954 estimate 


1. Medical examination of aliens and quarantine inspection of 

persons, vessels, and aircraft entering United States ports_| $2, 253, 194 $2, 432, 100 
2. Medical examinations of visa applicants in foreign countries- 333, 631 299, 000 
3. Administration 171, 642 171, 000 


3, 048, 467 2, 902, 100 


; 1955 estimate 
ee 8,048, 467 | 2, 902, 100 2, 900, 000 
$2, 430, 000 
171, 000 
Obligations incurred... 2, 900, 000 
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Obligations by objects 


Object classification 1953 actual | 1954 estimate | 1955 estimate 
Total number of permanent positions.....................-... 603 537 537 
Full-time equi t of all other positions... 27 25 25 
Average number of all employees. 562 530 | 530 
Average salaries and grades: 
General schedule grades: 
| CRATES $4, 514 $4, 623 $4, 623 
Ungmded t Average $2,725 $3, 497 $3, 497 
01 Personal services: 
Permanent positions._...................-..-.. ~dnsthe $2, 420, 836 $2, 349, 432 $2, 349, 432 
Other pesitions 141, 197 133, 200 133, 200 
Regular pa in excess of S2-week 9, 050 8, 868 8, 868 
Payment above basic rates_-_..............--..---.-- 136, 893 125, 900 125, 900 
Total personal 2, 707, 976 2; 617,400 2)61 
03 Transportation of 33, 953 28, 110 28, 110 
04 Communication services... 17, 966 20, 050 20, 050 
05 Rents and utility services___._. 36, 768 36, 700 36, 700 
06 Printing and reproduction __..........-.......-.-.--..--.. 7, 106 3, 100 3, 100 
07 Other contractual services.__....-....-.-.........---.---. 73, 039 56, 550 56, 550 
08 Supplies and materials___...............-...--.-~-.--.---- 115, 129 103, 900 103, 900 
13 Refunds, awards, and 
15 Taxes and 2, 383 1, 990 1,990 
uct for quarters and subsistence 37, 000 37, 37, 000 
Obligations tncurred...................---.------------- 3, 048, 467 2, 902, 100 2, 900, 000 
Analysis of expenditures 
1953 actual | 1954 estimate | 1955 estimate 
Unliquidated obligations, start of year_._..........-.-...-.-- $274, 126 $235, $225, 140 
Obligations incurred during the year._._..........--.........- 3, 048, 467 2, 902, 100 2, 900, 
3, 322, 593 3, 137, 140 3, 125, 140 
lance carried to certified claims account. _. | 
obligations, a 235, 040 225, 140 225, 140 
ee 3, 066, 380 2, 912, 000 2, 900, 000 
Expenditures are distributed as follows: 
Out of current authorizations... ............-.....-----.-- 2, 815, 464 2, 696, 960 2, 715, 000 
Out of prior authorizations... ._.___. 250, 916 215, 040 185, 000 


Mr. Bussey. The committee will come to order. 


The committee has for consideration first this morni 


— request for the Forei 
tates Public Health Service. 
to justify that appropriation request. 


GENERAL STATEMENT 


the 
Quarantine Service of the 
octor Spencer is before the committee 


Doctor, your statement will be put in at the beginning of your 
testimony. 


(The statement referred to is as follows:) 
Mr. Chairman and members of the committee, the appropriation estimate of 


$2,900,000 which is presented here is to provide for the TT of the Division 
of Foreign Quarantine for the fiscal year beginning July 1 


, 1954. This amount 


re 
$ 
q 
P 
b 
t 
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represents no increase over the current fiscal year and reflects a curtailment of 
$165,000 below the fiscal year which ended June 30, 1953. 

The appropriation is utilized for two main purposes: (1) The quarantine 
measures, intended to-+prevent the introduction. into the United States of the 
quarantinable diseases and other dangerous contagious diseases. The basic 
preventive measures involve inspections at ports of entry of persons, planes, 
vessels, and other ible vectors of disease, such as birds, animals, lather 
brushes, cultures, infected materials and dead bodies. (2) The medical examina- 
tion of aliens which is carried out at designated consulates in foreign countries 
and at ports and airports of entry. The purpose of this function is to prevent 
mentally or physically defective immigrants and alien visitors from entering the 
United States, which, if not excluded would add tremendously to our burden of 
disease control and institutional support. 

The Congress first recognized the need for Federal quarantine in 1878. Later, 
in 1893, our organic quarantine law was enacted, and this law is the basis of our 
present national quarantine system. Since that year, various statutes and 
amendments to the regulations have served to mold the maritime quarantine 
practice into its present efficiency. 

For many years in the early days of our country’s history the quarantine 
authority rested primarily in the hands of State and local governments. By the 
time of the Civil War, most of the important United States ports had some sort 
of quarantine. measures”in force. ‘hese suffered the serious defect of lack of 
uniformity, net only with respect to methods of enforeement™but in the deter- 
mination of which contagious diseases were to be controlled. 

The first Federal quarantine legislation concerned itself only with aid to the 
States in the enforcement of their own quarantine regulations. The Federal 
acts of 1878 and 1893 recognized maritime quarantine as a national rather than 
a State responsibility and authorized both the acquisition of local quarantine 
properties and the assumption of legal functions. 

It had become apparent to the Congress that no one State could adequately 
protect itself against diseases which might enter the country through ports in 
neighboring States; nor could a given State be required to set up machinery to 
protect all other States. In 1926, the Quarantine Act was extended to cover 
pea as well as ships. 

ur responsibility for medical examination of aliens dates back to 1891. 
Authority for this work is now contained in section 325 of the Public Health 
Service Act of July 1, 1944, 78th Congress. The Immigration and Nationality 
Act of 1952 provides for exclusion of aliens with serious mental disorders, tuber- 
culosis, or other dangerous contagious diseases, or physical defects that may 
affect the ability to earn a living. Such conditions must be excluded when 
certified by the medical officer to the consular or immigration officials. 

Assignments of medical officers of the Service are made to the United States 
consulates that process large numbers of applicants for immigration visas. At 
other consulates prospective immigrants are examined by local physicians who 
are guided in their interpretations by PHS regulations and instructions. All 
aliens arriving in the bore States—immigrants and visitors alike—are subject 
to medical inspection by quarantine officers, to assist in the determination of 
admissibility. Aliens with signs of serious illness are sent to a Public Health 
Service hospital for intensive examination. 

The gradual upward trend of the volume of work performed under this appro- 
priation, indicated for the fiscal years 1952 and 1953, is being borne out by an 
analysis of the estimated trend through the fiscal year 1954 based on an average 
increase for the preceding 4 years. 

The estimated workload figures for 1954 compared with the actual figures for 
1953, indicate a continuing and significant upward trend—as follows: 


Aircraft arrivals from 47,902 to 49,900. 

Persons inspected for quarantine, 39,835,127 to 42,275,700. 

Medical examination of aliens at ports of entry, 1,609,655 to 1,679,400. 
Medical examination of visa applicants abroad, 121,075 to 129,000. 
Vaccinations, 262,799 to 276,644. 

Vessel arrivals from 27,524 to 28,800. 


We desire to record grave doubts as to the possibility of effectively carrying out 
a protective quarantine program in the face of certain factors over which manage- 
ment skills can exercise no control. 


orde The Foreign Quarantine Service has used every approach to economy in 
er to meet the repetitive curtailment of available funds only to be met by an 
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impact of more planes, increased immigration, and accelerated international travel 
as reflected in more quarantine inspections and treatments, more vaccinations, 
and more examinations of aliens seeking visas to come to the United States, 
Every major factor with which quarantine is concerned has shown a gradual but 
persistent increase during the past decade while the personnel performing this 
work has undergone a marked reduction. The average employment for the 
years 1951, 1952, and 1953 was 619, 579, and 562; the estimated average employ- 
ment for 1954 and 1955 is 530. 

(2) Where study of port conditions revealed possible program revision, a shift 
was made to dockside boarding resulting in the release of launches and launch 
personnel, thus effecting a considerable saving to meet the reduction in appro- 

riation. This has resulted in greater travel by our inspection personnel. It 

as stressed the need for cars for land transportation and has added many man- 
hours of regular duty as well as overtime. During the fiscal years 1950-54, 22 
launches, which cost $394,544 to build, have been decommissioned. During the 
same period, the number of automobiles was increased from 83 to 89. The dis- 
continuation of water transportation exceeding a value of $394,000, must be com- 
pared with additional land transportation valued at $8,400. It will not be possible 
to hold a fixed automobile census if the policy of going to dockside boarding, 
where practicable, is to be used. 

(3) The expansion of international air traffic with its justifiable demand for 
24-hour coverage each day, has imposed a responsibility on this program of 
providing for increased inspectional personnel and overtime duty which cannot 
properly be discharged. 

While the United States has been practically free of the dreaded quarantinable 
diseases during the recent past, this fact should indicate the effectiveness of 

uarantine control measures employed rather than a need for their relaxation. 
t this point it would seem proper to discuss world prevalence of disease and the 
implied hazard to the United States by international traffic. 
little over half a century ago plague originating in China traveled from port 
to a through the entire world, leaving between 15 and 20 million deaths in its 
wake and causing untold economic losses. In the United States, San Francisco, 
Seattle, Los Angeles, and New Orleans became infected in turn. It took years 
of effort and millions of dollars to free these ports from plague, and a residue 
remains in the guise of plague infection among wild rodents in most of our West- 
ern States. By concerted efforts of the quarantine and port-health services of 
all civilized countries plague has at last been banned from the shipping lanes. 
The control, mainly effected through regular deratting of ships, has now been 
completely successful for 5 years, and it is essential that the United States should 
continue to do its share in rendering any transmission of plague by sea or by air 
permanently impossible. 

The. control of international transmission of smallpox is less advanced. An 
enormous reservoir of infection still exists in Asia, Africa, and parts of South 
America. In Asia alone thére has been some 200,000 to 300,000 smallpox cases 
annually outside of China in recent years, and 56 ports were smallpox infected 
during the first half of 1953. There were some 42,000 reported smallpox cases 
in Africa and some 8,000 in Latin America last year, representing only a fraction 
of the cases actually occurring. Both England and France were invaded by 
smallpox last year and there have been several other outbreaks in recent years in 
Europe due to imported infection. 

While a number of cases of suspected smallpox were reported by State health 
officers in the past fiscal year, none have been confirmed, and the United States 
is therefore now presumably free from smallpox. The state of vaccination of the 
general population is far from being adequate, however, and a calamity could 
ensue should the infection be imported. Each time smallpox has been imported 
it has cost several millions of dollars to wipe out. Daily reports are received by 
air from smallpox infected areas, and the utmost vigilance at entry points is 
obviously necessary. 

Yellow fever has in recent years pushed northward from its reservoir in equa- 
torial South America. It has now reached the border between Nicaragua and 
Honduras. There are also indications that the infection may exist among 
monkeys in the southern states of Mexico. The high incidence of the yellow 
fever mosquito, Aedes aegypti, in Southern and Gulf States even during the winter 
season renders that area receptive to new invasions of this dreaded disease. 
Vigilance at southern airports is indispensable for protection. 

Cholera is now in a highly epidemic state in southern India, and scheduled 
flights arrive currently from cholera infected Bombay. Typhus, although pres- 
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ently not in an epidemic state anywhere, still persists in many parts of Latin 
America, Africa, and Asia. 

Many other infectious diseases have been reduced in the United States through 
long and costly efforts. Among these, syphilis stands out boldly. As the 
incidence at home declines from year to year the contacts can more readily be 
traced, and it is noted that a growing part of the new infection is due to cases 
imported by seamen. This is a Public Health Service responsibility. Japanese 
B. encephalitis constitutes a menace to the islands in the Pacific as well as to the 
Pacific Coast States. Psittacine birds present another problem, and anthrax a 
very serious one. Last year, anthrax imported with bonemeal caused extensive 
damage to livestock as well as human cases in the Middle West. 

The time has not been reached when foreit:n quarantine can be dis ensed with. 
On the contrary, the increased speed of carriers brings dancerous diseases con- 
stantly closer to United States ports of entry. The Quarantine Division is better 
prepared to meet the menace than years aco. Better insecticides and vaccines 
are available and better information of the incidence of dangerous diseases abroad 
is provided throuch the e,-idemiolovical intellisence network of the World Health 
Organization. An adequate quarantine service must, ne ertheless, be ready to 
act upon this information and use the appropriate means of ;-rotection. Otherwise 
these im: rovements would be useless. The Division of Foreign Quarantine must 
collaborate effectively through the established channels with the foreicn health 
services engased in similar work in order to improve the protection ecainst 
disease afforded to United States citizens traveling at road, at the same time 
minimizing requirements which they may encounter at foreign frontiers. 

In summary it is stated that no increase in funds is requested for 1955 as com- 
ared with the current year, and, to repeat, the funds for the current year are 
165,000 below the preceding year. The workload items which recister the imr act 

of international travel and commerce are steadily and incessantly increasing. 
The average employment for 1955 is estimated at 530, while the average for the 
past 5 years has been 617. 

With the present trend of world prevalence of diseases, the improvement in 
epidemiolosical reporting, and the advantage of careful training and long ex- 
perience of the quarantine inspectional staff, it may be possible to maintain a 
minimal line of defense against the importation of quarantinable diseases for the 
ensuing period. 

Mr. Bussey. Is there anything you want to mention, that is not 
in your prepared statement, which has come up since the statement 
was prepared? 

Dr. Spencer. Mr. Chairman, the statement is quite explanatory 
I should say, very completely so. It highlights our particular problem 
of the moment which is continuing, that of increased transportation 
on a worldwide scale, with new services instituted by aircraft and 
shipping companies. 

t also states there that the epidemiological question is the same 
in that the epidemic diseases maintain approximately their same gen- 
eral prevalence areas and, smallpox being of its usual nature, seems 
to be able to break away and produce new outbreaks along the lines 
of commerce, with frequent dire effects. 

One that is not stated here, we might mention as an illustration, is 
that there was an outbreak in The Hague, which, instead of having 
its original focus in the Far East, came from South America by devia- 
tion. We would expect the European outbreaks to be of an origin in 
the Far East. This one came from South America. 

The march of yellow fever north continues into Central America, 
and that must be carefully watched as one of our problems. 

We have made quite some adjustments during the past year, 
changing over in some particular stations to dockside boarding, 
where it was indicated and where particular local conditions could 


permit such a thing. 
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That, I think, has been accomplished about as far as we can go 
considering all of the circumstances at the different ports. 

We have taken advantage of streamlining our personnel during 
this same adjustment, getting rid of expensive floating equipment 
and converting some classes of personnel into inspectional types 
which we really need in a great ref 

Other than that I do not think I could amplify this very much. 
These are just highlights of what is not there in etal. 

Mr. Bussey. The request that you are supporting is for $2,900,000, 
which is the same amount as last year? 

Dr. Spencer. That is correct, sir. 


WORKLOAD STATISTICS 


Mr. Bussey.’ Doctor, I wonder if you would supply for the record 
at this pot a table showing the 5-year workload of the Quarantine 
Service 

Dr. Spencer. We will be very happy to do so, sir. 

(The information requested is as follows :) 


Foreign Quarantine Service—5-year work trend of important factors 


1954 esti- | 1955 esti- 
1963 mate ! mate ! 


Quarantine inspections: 
Vessels 
Persons on vessels inspected 
Airplanes inspected 
Persoris on airplanes inspected 
Mexican border inspections 

mmigration m exam. 

Examination of aliens (United States 


3 


285 
ee 8 835 


8 
s& 


- 
- 


Visa applicant medical notifications 


‘ersonnel: 
Budgeted positions 
Average employment 579 


# Es 
22 $33 
Be 


! Estimated on the basis of the average increased workload for the preceding 4 years. 
2 Contain displaced persons arriving at United States ports and airports of entry. 


DOUBT AS TO ADEQUACY OF FACILITIES 


Mr. Bussey. At the bottom of page 3 of your statement you state: 


We desire to .record. grave. doubts as to the possibility of: effectively ing 
out a protective quarantine program in the face of certain factors over which 
management skills can exercise no control. 

What does that mean, Doctor? What did you have in mind there? 

Dr. Spencer. Well, there are certain factors epidemiologically 
which we must all recognize, over which with the type of personnel 
we are using, and even with the type of personnel we are using, who 
are experienced, well trained, it would mean that in certain periods of 
the incubation of the disease coming to our ports or airports of entry 
as it is likely to do in an unrecognized state, might get by us and 

roduce for the moment a focus of the infection for which we would 
Lew no absolute way of arresting it at the time it passed through 
these airports or ports. 


|| 
1951 
1, 509, 045 2, 228, 300 
43, 036 | 51, 600 
616, 515 921, 300 
29, 569, 836 41, 771, 200 
315, 912 465, 600 
s and airports 
wts and airport 
81, 206 141, 000 
23, 664 40, 600 
537 
530 
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For instance, the incubation period of yellow fever is 6 days. We 
have it in Central America, close by. e have a broad receptive 
area in the South, the Aedes egypti mosquito, which is not well con- 
trolled, and a large nonimmune population. 

Travel time by air from Central America up is less than 1 day. 
With an incubation period of 6 days a person could be infected in the 
jungles of Central America or some place where it is wip a or even 
in South America and be brought in still within that unrecognized 
period. 

Smallpox is the same thing. 

So with, let us say, the rather limited personnel which we have, a 
little over 500 today, while it is a hard core nucleus which could 
move rapidly into a situation if it develops, it would be utterly im- 
possible for us to stop these things at the time they come through if 
they are in the incubation period. 


ADEQUACY OF FACILITIES FOR PAST YEAR 


Mr. Bussey. Regarding these grave doubts as to the possibility of 
effectively carrying out a protective quarantine program, has any- 
thing unusually bad happened during the past year? 

Dr. Spencer. We had two separate reports of suspected smallpox 
in persons coming out of Mexico which fortunately developed not to 
ie _ smallpox but seemingly it was aggravated chickenpox in the 

ult. 

We have had no adverse-things happen, fortunately. 

This highlighted on the basis that we would hope our present 
personnel, hard-core nucleus of personnel to which I referred, would 
not be forced lower than its present level in order to maintain a 
minimum standard of the quarantine inspection at the present time. 

Mr. Bussey. I am still not quite clear as to these grave doubts you 
express in your statement. 

r. Spencer. I highlighted the reasons for this statement in the 
way of epidemiological factors, sir. 


SIZE OF STAFF 


Mr. Bussey. Do the grave doubts you express have to do with 
the present level of personnel? 

Dr. Spencer. Grave doubts would be something like this: The 
history of the Division over the pens several years has been a drop in 
persqanel, and this last year we have dropped from over 600 to down 
near 500. 

The traffic increasing as it is it would indicate that we need them 
to swing the classifications wherever we can, make adjustment in per- 
sonnel, and, if possible, pick up a little bit in order to make coverage 
in these points. 

Mr. Bussey. In that drop in personnel you speak of, there has not 
been any drop in commissioned officers who receive $10,000 a year or 
more, Is that right? 

Dr, + ingens o, sir. It has been in supplemental inspectional 

nnel. 

Mr. Bussry. I notice from the records there are 16 commissioned 
officers in the $10,000-per-year class. 
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Dr. Spencer. That is correct. 

Mr. Bussey. That compares with 15 in the year of 1951. 

Dr. Spencer. However, they were the ditectional personnel, Mr. 
Chairman, whereas we need workers to support those men, as you 


might expect. 
EXCHANGE OF LAND AT MARCUS HOOK 


Mr. Bussey. Tell us about the Marcus Hook station situation 
which we discussed last year. 

Dr. Spencer. I think | indicated at that time that we were nego- 
tiating with Sun Oil Co., and that it appeared there might be some 
authorization with Public Buildings Service which would provide a 
transfer if we reached agreement as to the exchange. 

However, it was determined that the authorization was not there 
and that a bill was introduced and passed through the Congress per- 
mitting this exchange on the basis that if the agreement was reached 
the exchange could ke made. 

I have an appointment this afternoon with Mr. Givens of the Sun 
Oil Co., to discuss that very problem. 

Mr. Bussey. Off the record. 

(Discussion held off the record.) 

Mr. Bussey. That is all, Dr. Spencer. 


Tuurspay, 29, 1954. 


RETIRED PAY OF COMMISSIONED OFFICERS 


WITNESS 
ROY L. HARLOW, CHIEF FINANCE OFFICER 
Amounts available for obligation 


1953 actual | 1954 estimate) 1955 estimate 


Appropriation or estimate . $1, 197, 000 $1, 141, 000 
Prior year balance available ; 94, 190 144, 000 


Total available for obligation , 1, 291, 190 
Balance available in subsequent year . —144, 000 


1, 147, 190 


Obligations by objects 


12 Pensions, annuities, and insurance claims: 


00 
1, 285, 000 
Obligations by activities 
Retired pay of commissioned officers and survivors’ benefits: 
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Analysis of expenditures 


1953 actual | 1954 estimate | 1955 estimate 


| 

Unliquidated obligations, start of year tne oa | $7, 06: $7, 000 

Obligations incurred during the year_.............-....-...-..| $1, 091, 810 | 1, 147, 190 | 1, 285, 000 
1,091,810 | 1, 154, 255 
7,065 7, 000 


Deduct unliquidated obligations, end of year_...-.....--_..- 
Total expenditures 1,084,745 | 1, 147, 255 1, 285, 000 
Expenditures are distributed as follows: tt 


| 
Out of current authorizations 1, 084, 745 1, 046, 000 1, 134, 000 
Gar en _ 101, 255 151, 000 


Mr. Bussey. The first item for consideration this morning is the 
budget request for retired pay of commissioned officers and I assume 
our good friend of many years standing, the Chief Finance Officer of 
the Public Health Service, Mr. Harlow, will justify that. 

Mr. Hartow. I have some remarks I can make about it, Mr. 
Chairman. It is a little difficult to justify because of the uncertainties 


involved. 
GENERAL STATEMENT 


Mr. Bussey. We will place your statement in the record and then 
will be glad to hear any remarks you may wish to make. 


Mr. Chairman and members of the committee, this is an estimate for retired 
pay of commissioned officers of the Public Health Service. The commissioned 
corps of the Public Health Service is a group similar to the commissioned corps 
of the Army and its members receive the same pay and allowances as officers in 
corresponding ranks in the Army, However, retired pay is governed by retirement 
provisions of the Publie Health Service Act. 

Officers go on the retired list. because of age, disability, or after specified periods 
of active service. In addition, Public Law 239, 83d Congress, provides for annui- 
ties to survivors if an officer elects to take reduced annuity. This is a new provi- 
sion and we do not know what the effect of it will be as officers now on the retired 
list have until November 1, 1954, to make an election. 

This is a difficult item to estimate. We must calculate on six factors—age, 
disability, optional retirement, reduced annuities, deaths, and survivors annuities. 
Age retirements can be determined definitely; the other five factors are indefinite. 
The total number of annuitants is so small that averages do not mean much. 

In arriving at this estimate we made our calculations on the following facts 
and suppositions: 


Additional retirements to June 30, 1954 
Retirements, fiscal year 1955: 

Disability 


The only factors we are sure of are the retired list on December 1, 1953, and the 
six who will reach compulsory retirement age, and there is always the possibility 
that some of the latter group may die be‘or> retirement. 

The appropriation language proposes to establish this as a fiscal year account. 
Heretofore it has been a no-year account and we could use any balance brought 
forward from a previous year. I understand the change has been proposed be- 
cause the Armed Forces anu Coast Guard retirement accounts are carried in fiscal 
year appropriations. Although I do not request that the appropriation be con- 
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tinued as a no-year account, I do want to point out that the other organizations 
referred to have much larger numbers to deal with and may, therefore, be able to 
use averages to better advantage. We have a much larger number of officers 
eligible for optional retirement than we have calculated in this estimate. If 
many of them exercise their options we will have a deficiency in this appropriation , 


NEW LEGISLATION 


Mr. Hartow. Mr. Chairman, the only new legislation which has 
affected this item since we last met is one which gives retired officers 
the privilege of making one or more elections to accept reduced retire- 
ment benefits in return for survivorship annuities to their dependents. 

The deductions from the retired pay of the officers are made on the 
basis of actuarial tables which provide for a different deduction under 
a different set of circumstances, depending upon the option that the 
officer elects. 

Officers now on the retired list have until November 1, 1954, to make 
the election. 

Mr. Bussey. How will that affect the estimates, Mr. Harlow? 

Mr. Harvow. It does not affect the estimates, because we did not 
make any calculations on the basis of this law in our estimates, be- 
cause we had no idea end did not want to guess what effect it might 
have. Since the deductions are made on an actuarial basis, one would 
assume the net effect, certainly over a period of years, on the appro- 

riation would be nil. I have this opinion, however, that the immed- 
iate effect of the law is that officers who have eligibility for retirement 
under the 30-year provision are more apt to elect to retire than they 
would have been previously, because a man has to be on the retired 
list before any of these benefits can accrue to his dependents, and an 


officer with 30 years’ service may think very seriously of that particu- 
lar situation. If he remains on the active list and takes a chance on 
dying before he retires, his dependents will get no-benefit from this 
particular law. 

Mr. Bussey. Your estimate, in the budget, is $1,141,000, which is 
$56,000 less than the 1954 appropriation. 

Mr. Hartow. Yes, sir. 


ADVANTAGES OF AN INDEFINITE APPROPRIATION 


Mr. Bussey. Is there any administrative control whatosever that 
you can exercise over these funds? 

Mr. Hartow. No, sir. 

Mr. Bussey. What would be the advantages or disadvantages in 
making this an open-end appropriation? 

Mr. Har.ow. e advantages, as I see them, would be to the 
extent that if we miscalculated and have a balance at the end of the 
year it is only necessary that we come to you in the succeeding year 
or a sufficient amount to make up the difference between our esti- 
mated expenditures for the whole year and the balance that remains 
from the preceding year. 

If there is a disadvantage, it lies in the fact that since we do have 
very little in the way of administrative control over the item, or 
none, conceivably under a set of circumstances such as I have just 
mentioned where more officers retire than we had calculated, we 
would be compelled to come in at some time near the close of the 
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fiscal year for a deficiency estimate. That makes more work for 
eat and accomplishes nothing. 
r. Bussey. That does not happen very often, though? 

Mr. Har.tow. It has not happened so far in this appropriation. 
As a matter of fact, we have always had more balance at the end of 
the year than we calculated in the beginning. ; 

I have no particular objection to either procedure. It is entirely 
a matter of budget policy, and the budget policy as reflected in our 
estimate here is to ask for an annual appropriation, because, for one 
reason, that is done in some of the other groups. 


ComMISSIONED OrFicerR GRADE STRUCTURE 


Mr. Bussey. Did you have a further statement you wanted to make 
in régard to the grade structure in the commissioned officer corps? 

Mr. Hartow. Yes, Mr. Chairman. I would like to present to the 
committee, to be included in the record if you see fit, a statement 
which gives some of the factors which have contributed to the gradual 
increase in the number of higher grade officers in the Public Health 
Service commissioned corps. You have mentioned that in connection 
with some of our appropriation items. 

Mr. Bussey. I might say I have mentioned that in connection 
with several appropriation items, not only the ones on which you have 
been before the committee. I was not referring particularly to any 
unit in the Public Health Service. I think a statement like the one 
you have prepared would be very helpful to the committee. 

Mr. Hartow. Thank vou very much. 

Mr. Bussey. It will be inserted in the record at this point. 

(The statement above referred to is as follows:) 


Facrggs Contrigutine Hicuer Grapes THE Pusiic Service 


Since 1952 a number of factors have worked to effect a steady upward trend 
toward higher grade levels in contrast to operating from a broad base composed 
of large numbers of junior-grade officers. 


A. EFFECT OF WAR YEARS 


In the years 1941 through 1945 the number of officers in the corps increased 
from 768 to 3,135. While many of these officers have left, a large proportion 
remain and they are now getting to the point where through normal promotion 
they are entering some of the more advanced grades. 


B. PROGRAM CHANGES 


Recent program cutbacks and reductions in the number of physicians and other 
rofessionally trained personnel have resulted in the elimination of younger and 
fons experienced officers for the most part. For example, where a hospital has 
been converted to an outpatient clinic, it has been necessary to use more experi- 
enced and therefore higher grade officers who can function with a minimum of 
supervision and render top-flight service. 


Cc, REDUCTION OF INTERNSHIPS AND RESIDENCIES 


The reduction in the intern and resident programs of the Public Health Service 
has also required an increase in the number of higher grade officers. The reduc- 
tion of such trainee officers in the lower grade is not accompanied by a parallel 
decrease in the overall medical workload. This has the effect of requiring the 
employment of a smaller number of fully trained physicians-who qualify for higher 
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For several years prior to 1952, medical students in their junior and senior years 
were selectively recruited for summer employment and were granted commissions 
as junior-grade sanitarians to work in the field of public health, and in research 
laboratories. 

Beginning in 1952, the number of opportunities for utilizing these voung men in 
summer employment began to decline and to expedite the machinery of the 
summer student program, the Service changed over to using the civil-service 
systém for employing summer students. Thus, the number of junior-grade 
appointments into the corps was proportionately reduced, 


D. REIMBURSABLE DETAILS 


Assignment of officers to other Government departments generally require 
trained and experienced officers in the higher grades to perform planning and 
administrative functions. Outstanding examples of these programs are the Fed- 
eral Civil Defense Administration, Foreign Operations Administration, Bureau of 
Indian Affairs, and Bureau of Prisons. At present 385 officers are assigned on 
reimbursable detail. In the main, these officers occupy higher grades. For ex- 
ample, of the 385 officers on reimbursable detail, 76 are in the director grade, 


CLINICAL CENTER 


The opening of the Clinical Center requires that positions be filled at levels 
commensurate with the responsibilities involved. 


F, DOCTOR-DENTIST DRAFT ACT 


Under the Doctor-Dentist Draft Act the Service is required to commission its 
draft-eligible candidates in the highest grade for which they qualify. Currently 
most of the very young men have fulfilled their obligation and are now being 
replaced by older men. Being older and more experienced, the group from which 
we are and will be recruiting are qualified for appointment in relatively higher 
ades. 

yor priority groups II and III were called up under the Selective Service System, 
men who entered the Service from those priority groups were generally older and 
had more experience and training than men in priority group I. As a result of 
having more training and experience, many men in priority groups II and III 
qualified for commissions in higher grades. In addition, a number of men in 
— group IV came into the Service in advance of any callup of priority 
group |V. These men qualified for senior assistant or full grade, and as required, 
were appointed at the grade for which they qualified. 


G. MORE HIGHLY QUALIFIED CANDIDATES 


A long-range trend over which the Service has no control is continuing to 
operate to bring into the Service physicians who qualify at higher grade levels 
= was formerly the case. Only a few years ago physicians were considered 
fully qualified within 5 or 6 years after high school. Now the majority of physi- 
cians entering the Service have a full 4 years premedical course and 4 years in 
medical school. In addition it is becoming more and more common for them to 
have had 5 or more years of postgraduate training including internships and 
residencies. During the last decade the roportion of physicians who go into 

cialties has increased greatly. The additional training possessed by candi- 

tes makes it necessary that they be commissioned at higher grades at time 
of entry into the Service and that highly qualified physicians be more rapidly 
promoted than was true in years past in order to compete with a tight ona 
market, 
H. GREATER GENERAL UTILIZATION OF MEDICAL SERVICES 


Widespread health education of the American people and an aging population 
have served to create greater demand for all types of medical services. This 
demand has heightened competition and has raised incomes outside Government 
employment to the point that competent personnel are unwilling to remain in the 
Service unless promotions occur more rapidly than was the case in years past. 
The signifiance of this situation was recognized by the authorization of temporary 

motions (with the combined strength of ar and Reserve Corps) under 

ublic Law 425 of the 80th Congress, approved February 28, 1948. 


531 
1. PENDING DEMANDS 


Particular attention is called to the fact that there is a need for 265 officers in 
addition to the 2,533 actually on duty, making a total of 2,798. Of these, 244 
are for additional positions on a reimbursable basis in other departments and 21 
are for the Clinical Center. 

There are already 385 officers on reimbursable deta‘] to other Government 
agencies. The 244 additional positions will be paid for by the Foreign Opera- 
tions Administration, the State Department (refugee relief), the Bureau of In- 
dian Affairs, and the Federal Civil Defense Administration. These reimbursable 
positions generally require officers of high grades. Of the additional positions, 
some will be filled by recruitment from the outside, generally in the Reserve Corps, 
and some will be filled by transfer of officers from regular Public Health Service 
programs. Replacement will have to be made for officers transferred from the 
regular programs. 

In the event that any of the programs which require officers on reimbursable 
detail are terminated, Reserve Corps officers would be separated and Regular 
Corps officers would displace Reserve Corps officers on regular Public Heaith 
Service programs. In some of the latter cases this would also result in a down- 
grading if the Regular Corps officer is holding a promotion in a graded position 
in the reimbursable detail. 


SALARIES AND EXPENSES, PUBLIC HEALTH SERVICE 


WITNESSES 


ROY L. HARLOW, CHIEF FINANCE OFFICER 

DR. LEONARD A. SCHEELE, SURGEON GENERAL 

DR. W. PALMER DEARING, DEPUTY SURGEON GENERAL 

JAMES F. KELLY, BUDGET OFFICER, DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


Amounts available for obligation 


1953 actual | 1954 estimate | 1955 estimate 


Appropriation or estimate $3, 170, 250 2, 900, 000 

Transferred from ‘‘Promotion and further development of 
vocational education, Office of Education,’’ pursuant to 
Public Law 286 

Transferred to ‘Assistance to States, general, Public Health 
Service,’’ pursuant to Public Law 410 


Adjusted appropriation or estimate __ 3, 170, 250 
Reimbursements from other accounts_--__ 467, 679 


Total available for obligation. 3, 637,929 
Unobligated balance, estimated savings —6, 366 


Obligations incurred 3, 631, 563 
Comparative transfer from— 
“Control of venereal diseases, Public Health Service’ 73, 251 
“Control of tuberculosis, Public Health Service’... ___- 17, 633 
“Control of communicable diseases, Public Health Service’’- 14, 604 
Comparative transfer to— 
“Hospitals and medical care, Public Health Service”. ___- —109, 747 
“Salaries and expenses, Office of the Secretary of Health, 
Education, and Welfare” —39, 902 


Total obligations 3, 587, 492 3, 037, 779 


2,815,000 | 2, 780, 000 
| 3, 037, 779 2, 992, 538 

2, 992, 538 
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Obligations by activities 


Deseription 


Direct Obligations 
1. Public-health methods and re. 
2. Management and central services 
3. International health activities 
Total direct obligations 
Obligations Payable Out of Reimbursements From Other Accounts 


1, Public-health methods and reports 
2. Management and central services 


3, 119, 813 


13, 162 
3, 623 


467, 679 
3, 587, 492 


Obligations by objects 


Object classification 


1953 actual 


1954 estimate 


Summary of Personal Services 


Total number of permanent 
Full-time equivalent of all ot 
Average number of all emplo 


Average salaries and grades: 
General schedule grades: 


Personal service obligations: 
Permanent positions 
Other positions 
Regular pay in excess of 52-week base. 
Payment above basic rates 


Total personal service obligations 
Direct Obligations 
Travel. 
Transportation of things 


Communication 
Rents and utility services 


Supplies and materials 
Equipment... 
Refunds, awards, and 
Taxes and assessmen’ 
Total direct obligations 
Obligations Payable Out of Reimbursements From Other Accounts 
01 Personal services... 
02 Travel 
03 Transportation of things 
payable out of reimbursements from 


212, 54K 


2, 992, 


1955 estimate 


1963,aetual Wibdestimate | 1485 estimate 
$524, 461 $480, 000 $465, 000 
2, 458, 971 2, 335, 000 2,315, 000 
Pe 2, 815, 000 2, 780, 000 
4. Reimbursable details of commissioned 450, 804 212, 538 “212, 
Total obligations payable out of reimbursements from | 
$4, 741 $4, 904 $4, 891 
ele 59, 173 13, 829 3, 588 
debe 12, 914 586 8, 
14, 602 5, 000 5, 000 
3, 124, 844 2, 546, 639 2, 506, 798 
| 2, 662, 426 2, 326, 500 2, 296, 900 
48, 776 48, 400 48, 400 
4, 192 3, 600 3, 600 
105, 192 138, 400 133, 000 
I i 34, 576 1 1880 131; 980 
*rinting.and repreduction.. 134, 576 

. 28, 852 25, 150 25, 150 
=08 19, 000 19, 000 
3,624;  3,000| 3,000 
) 3, 119, 813 2, 815, 000 2, 780, 000 
| 462, 418 139 209, 898 
1, 508 640 
| 3, 753 2, 000 2, 000 
467, 679 222,779 212, 538 

3, 587, 492 3, 087,779 2, 992, 538 
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Analysis of expenditures 


| 1952 actual 1954 estimate | 1955 estimate 


Unliquidated obligations, start of year... $383, 247 $81, 541 $66, S41 
Obligations incurred during the 3, 631, 563 | 3, 037, 779 2, 992, 538 


4,014,810 | 3, 119, 320 3, 059, 079 
Deduet: 
Adjustment in obligations of prior years... ......__. 
Reimbursements. i 
Obligated balance carried to certified claims account... __- 
Unliquidated obligations, end of year... 


Total expenditures... ; 2, 830, 000 


Expenditures are distributed as follows: | 
Out of current authorizations... 2, 750, 000 
Out of prior authorizations... 263, 80, 000 


Mr. Bussey. The next item for consideration is salaries and 
expenses, Public Health Service. We will insert Mr. Harlow’s pre- 
pared statement in the record at this point. 


GENERAL STATEMENT 


Mr. Chairman and members of the committee, a statement of comparable 
amounts for 1954 and 1955 under this appropriation title is as follows: 


Appropriation or estimate 
Plus transfer 


Comparable totals. 


The transfer out of $120,000 is the amount provided in 1954 for the Division of 
International Health activities which has been transferred to another appropria- 
tion. 

The transfer in of $35,000 is the cost in 1954 of penalty mail which was trans- 
ferred from another appropriation. 

The reduction of $35,000 in the estimate for 1955 amounts to a requirement that 
the entire cost of penalty mail be absorbed. This will be accomplished by drop- 
ping 5 positions to save $29,600 and reducing by $5,400 the total expenditures for 
communication: services. 

As now submitted this appropriation provides for two functions of the Publie 
Health Service, namely: 


1954 


Public health methods and aepente $480, 000 
Management and central services 2, 335, 000 


PUBLIC-HEALTH METHODS AND REPORTS 


The largest item of expense under this head is $148,925 for the cost of publishing 
Public Health Reports and Monographs. Public Health Reports, published 
since 1878 under authority of an act of Congress of April 29 of that year, is issued 
monthly by the Public Health Service pursuant to the following authority of law: 
United: States Code,. title 42, sections 241, 245, 247; title 44, section 220. This 

ublication has been approved by the Director of the Bureau of the Budget. 
t is published primarily for distribution, in accordance with the law, to directors 


| 
| 60, 000 
| 1954 1985 
$2, 900, 000 $2, 780, 000 
+35, 000 |......... 
2, 815, 000 2, 780, 000 
1955 
2, 315, 000 
2, 780, 000 
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and supervisors of public-health programs and to institutions training public 
health personnel. 

The monthly Public Health Reports is an amalgamation of the former weekly 
Public Health Reports with the monthly Tuberculosis Control Issue of Public 
Health Reports, the monthly Journal of Venereal Disease Information, and the 
monthly Communicable Disease Center Bulletin. 

Public Health Reports is listed in the Quarterly Cumulative Index Medicus 
(American Medical Association); in the Current List of Medical Literature 
(Armed Forces Medical Library), a monthly with semiannual cumulative indexes; 
and in the Industrial Arts Index. 4 

Monographs are edited and issued by Publie Health Reports under the general 
direction of the board of editors. The monographs present contributions to 
knowledge in the field of public health, particularly material that is extensive, 
detailed, or specialized. ll manuscripts considered for publication as mono- 
graphs receive the same technical and scientific review as papers submitted to 

ublic Health Reports. 

Public Health Monographs are listed in the table of contents of the issue of 
Public Health Reports with which they are concurrently published. They are 

also listed in its annual index, and in the Quarterly Cumulative Index Medicus, 
fo mmewoe by the American Medical Association, and the Current List of Medical 
uiterature (Armed Forces Medical Library). 

The monographs replace in whole or in part a number of publication series 
reviously issued by the Public Health Service, including public-health bulletins, 
yulletins of the National Institutes of Health, venereal-disease bulletins, and 
supplements to the Journal of Venereal Disease Information and to the former 
weekly, Public Health Reports. 

In addition to its responsibility for Public Health Reports, the Division of 
Publie Health Methods is a staff office which is concerned with public-health 

practice, economics, and health trends, and with their interrelationships. It 
analyzes and interprets data collected by the Public Health Service and by other 
Government and non-Government agencies so as to provide factual foundations 
for public-health programs and to identify and evaluate current and future health 
problems and needs. 

The staff of the Division is a very valuable and essential adjunct to the Service 
in that it provides a flexible and versatile source of diversified skills and experi- 
ence which can be directed to problems of immediate concern. This is very im- 
portant in dealing with health problems and with professional and voluntary 
groups that cut across organizational lines. It is also very important in the 
handling of many requests for material and data which come to the Service from 
high officials, commissions, and policymaking bodies, some of which deal with 
highly confidential problems. 


MANAGEMENT AND CENTRAL SERVICES 


Under this head are grouped the Surgeon General, his immediate assistants, 
and the supporting staff which is essential for him to direet and control the 
operations of the Service and to function as one of the staff officers of the depart- 
ment. 

Some of the staff officers also head up activities which perform ‘central’ 
services for the entire Service. The chief finance officer, in addition to his duties 
as the principal financial adviser to the Surgeon General, also acts as Chief of 
the Division of Finance which has a complement of 134 positions. This Division 
carries out the functions performed centrally in the fields of budget preparation 
and management, and in the fields of accounting and auditing. The chief per- 
sonnel officer is staff adviser to the Surgeon General on personnel matters; he 
also is Chief of the Division of Personnel which has a complement of 103 positions 
to carry out all phases of personnel work performed centrally. Similar state- 
ments apply to the chief information officer with a complement of 20 positions, 
the Chief of the Division of General Services with a complement of 98 positions, 
and other staff officers. 

A large item carried under this head is $310,800 for miscellaneous expenses 
common to all headquarters activities in the north and south HEW buildings. 
For example, telephone teletype, postage, and toll charges amount to $131,600 


Appropriation or estimate: 
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per year. Such charges recur year after year with such regularity that they are 
fixed charges for all practical purposes. 

Over a 4-year period beginning with 1952 there has been a drastic reduction in 
personnel and money for this activity: 


Total 


Positions obligations 


sas | $2, 639, 000 


Reduction 33 | 324, 000 


The reduction in personal services has been partially offset by pay increases 
required by law and increased cost of supplies, equipment, materials, and ether 
expense items. Although the appropriations to the Public Health Service have 
been reduced, the complexities of its operations have increased, due in part to 
the expansions in medical research. 

The services provided under this head have been reduced to a point below that 
needed to insure efficient administration. The result of further reductions would 
be a decline to performance by rote, contrasted with effective operation resulting 
from the application of improved methods which can only be accomplished if 
people have time to devote to improving performance. 


BUDGET REQUEST 


Mr. Bussey. Your request this year is for $2,780,000, which is 
$120,000 less than the appropriation for 1954. But after we take 
into consideration the comparative transfers, the actual decrease 
amounts, as I figure it, to around $35,000. Is that right? 

Mr. Hartow. Yes, sir. 


INFORMATION ACTIVITIES 


Mr. Bussey. Referring to page 4 of your statement, why is it 
necessary to have a chief information officer and a complement of 20? 

Mr. Hartow. As stated in our justification, this office has the 
responsibility for the information program of the Service. 

Mr. Bussey. What do you mean by information program? 

Mr. Hartow. Well, the coordination of the activities of the Service 
which come up through our various activities and result in publica- 
tions or articles or information which go to the newspapers, periodicals, 
and the public; but actually there are only six people who are engaged 
in what is commonly referred to or thought of as informational 
activities; that is, if we can translate that term to mean in general 
terms, publicity. 

Mr. Bussey. Does that come under the heading sometimes referred 
to as ‘Public Relations”? 

Mr. Hartow. Yes, sir. We have an enormous amount of inquiries 
mostly from the general public, from all sorts of organizations, from 
Congress, from practically every class or group of citizens or organiza- 
tions in the country with respect to health matters. It has made it 
necessary for us to set up a staff to handle those inquiries and we have 
14 coals out of this 20 who are engaged in those activities. For 


example, the workload of this group runs in the neighborhood of 50,000 
inquiries handled every year. We try to do that as economically as 
we can. We have small leaflets published on various health sub- 
jects 
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Mr. Bussey. That is handled by another division, though, is it 
not—the compiling and writing and distributing of those leaflets and 
booklets? Is not that done by the Publications Division? 

Mr. Hartow. Not this particular thing, Mr. Chairman. These are 
small leaflets which go out in response to individual inquiries. We do 
have a distributing point for some literature, but this is a correspond- 
ence proposition almost completely. 

Dr. Scneeve. If I may explain this a little further: In order to 
conserve time and yet give adequate answers to people who write in 
and say, ‘““‘What can you tell me to do for the common cold” or ‘““My 
wife has asthma; what do you know about asthma, or what should I 
do about asthma” or “Could you explain to me about asthma”’, or a 
student writes in about a problem, we have to write answers. 

Mr. Bussey. It sounds like some of the inquiries that Members 
of Congress get, too. 

Dr. Deartna. Some of those come from Members of Congress. 

Dr. Scurete. So we keep a current, up-to-date series of little 
leaflets about so big [indicating], of about four pages each, saying the 
minimum thing, telling them to go to a doctor, and giving a brief 
description of the disease, and along with the publication we send a 
very brief letter saying “We received you postal card, or letter of 
inquiry, and are sending you a leaflet describing the problem about 
which you inquire.” 

In other instances where a student writes in and wants to do a 
thesis in high school or college, if we have publications of the various 
other units of the Public Health Service which are applicable and 
available for distribution, we put together a little pack of them and 
send them to the Congressman or send them to the inquirer if the 
inquiry has been directed to us. 

So the leaflets Mr. Harlow is referring to are special little leaflets 
(we will be very happy to send the committee a set of them) which 
describe in very rough terms on cheap paper some of those things to 
help us avoid having to write long letters. 


DIVISION OF GENERAL SERVICES 


Mr. Bussey. Would you tell us about the complement of 98 posi- 
tions in the Division of General Services? What is the activity 
assigned to those 98 positions? 

Mr. Hartow. Those 98 positions, Mr. Chairman, are a variety of 
activities which are grouped together because they are in the nature 
of staff and central services which do not come under the various 
categories of our other divisions specifically. They deal with pro- 
curement, property management, distribution services, forms and 
records, administrative issuances, and office services. By the way, 
this budget will only support an average employment of 92. 


PROCUREMENT 


Mr. Bussey. How many are employed in procurement? 

Mr. Hartow. In the Supply Branch, we have a total of 24 positions 
which, in addition to handling our end of the procurement in the 
Washington office, deals with the supply — aca of the Public 
Health Rieviow; you might say, sarinewlas: hat is, it has to do with 
the servicewide policies for the management of supply activities. 
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For example, it issues circulars with respect to the supply policies 
and procurement policies; it gets from all of our activities copies of 
purchase orders on which you might say it makes a post audit and 
analysis; it handles all of the supply contracts which are executed 
prior to their submission to the General Accounting Office; it is the 
group which is responsible for our medical supply catalog, which is a 
document in the neighborhood of 85 or 90 pages; it collaborates with 
the Department and with the General Services Administration in the 
prenane of Federal specifications which are issued by the General 

rvices Administration for governmentwide procurement, and work 
of that type. 


MORBIDITY SURVEY METHODS AND ANALYSIS 


Mr. Bussey. Referring to page 6 of the justifications, you speak of 
“morbidity survey methods and analysis’; why should not this work 
come under the Office of Vital Statistics? 

Mr. Hartow. As indicated, this is a function which is being carried 
out by the Division of Public Health Methods and your inquiry, as I 
get it, is whether or not this is not a proper function of the Division 
of Vital Statistics? 

Mr. Bussey. That is right. 

Mr. Hartow. One has to be practical in these matters, Mr. 
Chairman. The Division of Public Health Methods 

Mr. Bussey. I am sure the committee would consider that proper, 
because we always try to be practical. 

Mr. Har.tow. The Division of Public Health methods has a long 
history. You are familiar with the Hagerstown project which has 
been carried on for many, many years and which has produced invalu- 
able information with respect to health matters and particularly in 
public health practices. In doing work of that type they have acquired 
skills along the same lines that you would expect to find in people who 
were doing work related entirely to the vital statistical side. And 
when you have this business of going out and obtaining information 
with respect to and working up methods, the job falls, regardless of 
organizational lines, where you have the competencies. That is the 
practical side of it. 

I think that is about all I can say with respect to it. And that is 
true not only with respect to this matter, but with respect to some 
other matters which occasionally come along where we might have 
involved work which one would assume would belong in one of our 
organizations but does not go there for the moment because we have 
these skills somewhere else. 

Mr. Bussey. Is there any reason why those skills could not be 
transferred to the Bureau of Vital statistics? 

Mr. Hartow. Yes. Again it is a practical matter, Mr. Chairman. 

Mr. Bussey. You are still trying to be practical, now? 

Mr. Hartow. Yes, sir. I do not like to say this, but I guess I had 
better do so. There is the question of the amount of money that is 
available to the particular organization that is involved, also the fact 
that those people not only have these skills, but they do have com- 
petencies in other lines, and frequently we call upon them for other 
work than this particular thing on which they are budgeted. 
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I am not saying, for example, Mr. Chairman, that that could not 
be done even if they were in vital statistics, but it is like so many of 
these consolidations that I have witnessed:in my 37 years of Govern- 
ment career. They look mighty good on paper sometimes, but when 
you try them out you wind up by pushing more money in them to 
make them work. 

Mr. Bussey. You are so right in that statement. I agree with 
you completely. I happen to be one of those who sat on the sub- 
committee that handled the bill for unification of our Armed Services 
and it would be very interesting to go back and read the hearings and 
some questions I asked about where the economy and the efficiency 
would be. Not one of them could come up with an answer. Of 
course history has proven I was right in my contention, because there 
is no unification; there is no economy. 

I get the impression that you would like to leave this right at 
Hagerstown and under this appropriation, at least for the time being. 

Mr. Hartow. Yes, sir. 


STUDY OF BILATERAL HEALTH PROGRAMS, INSTITUTE OF INTER- 
AMERICAN AFFAIRS 


Mr. Bussey. Perhaps Dr. Scheele should be the one to comment 
on the Survey of 10 Years of Operation of the Bilateral Health 
Programs of the Institute of Inter-American Affairs, which was 
recently reported in Public Health Reports. Do you want to take 
that one, Dr. Scheele? 

Dr. I can try. 

Mr. Bussey. I was wondering why this survey was not made by 


the World Health Organization. 

Dr. Scnerve. Mr. Chairman, the history of this particular report 
is tied to the history of some of our United States international 
activities beginning at the onset or just prior to the onset of World 
War II, when it appeared to be in the best interests of our country to 
concern itself in problems of health in the Latin American countries, 
as a precursor of the Institute of Inter-American Affairs which was 
created by Congress, and that organization has worked steadily in the 
field of aiding Latin American countries in health, education, and 
several other categorical programs. 

Following the end of World War II, that work continued and added 
to it later was similar technical assistance to other underdeveloped 
countries in other parts of the world. Recently in the reorganization 
of the various so-called bilateral activities of our country, military aid, 
economic aid and so-called technical assistance were combined from 
the then existing Mutual Security Administration and the point 4 
technical assistance program of the State Department into the cur- 
rently existing Foreign Operations Administration headed by Gov. 
Harold Stassen. 

Mr. Bussey. From where do the funds come to carry on this 
activity? 

Dr. Scueete. The funds come from a direct appropriation at the 
present time to the Foreign Operations Administration and the part 
that the Public Health Service plays in their overall program is one 
of being the technical agency in the health field that guides their 
health program and the assignment of personnel for which they 
reimburse us, 
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Coming back to this report, the reason | was developing this back- 
ground is this: The Latin American program has existed for approxi- 
mately 10 years and I believe at the time this was prepared the Inter- 
American Affairs program was still in the State Department and the 
health officials in the program and the man in total charge over the 
health activities felt they should make an evaluation of the program 
over the past 10 years to see what they could develop, how good it 
was, what the defects were; what should be continued; what should 
be dropped; what should the program do, and they asked the Public 
Health Service to undertake a study of the program, which we did, 
using some of our own staff, and employing some consultants. This 
was done under contract with the State Department at that time 
and this represents a briefing of the larger report, because it was felt 
it would be of some value to people interested in the international 
health work to see the general nature of the report in our journal. 

Mr. Bussey. When was this evaluation survey started? 

Dr. Scuee.e. It was probably done in 1952. 

Mr. Bussey. I noticed the date of the report is 1953. 

Dr. Scueete. We do not indicate here, but we can supply to the 
committee the exact time when that was done. 

(The survey was begun on August 15, 1951.) 

Mr. Bussey. What did they do in making this survey? 

Dr. Scureetr. A survey team which is listed on page 831 of Pubhe 
Health Reports consisting of the State Director of Health of the State of 
California and under the leadership of the health officer of California, 
actually visited some of these programs in action and then developed 
in various quarters the background information necessary to evaluate 
what had been done. 

It does indicate in the article that we began the study in 1952. 
That probably means fiscal 1952, which would mean actually calendar 
1951. 

Mr. Bussey. | still go back to my original question. I really 
cannot understand why this was not done by the World Health 
Organization. What do we have the World Health Organization for 
if it is not for surveys and studies of this kind? 

Dr. Scuerete. | have not answered that question, I am afraid, 
Mr. Chairman. 1 will try to do that now. 

The bilateral programs conducted by the Institute of Inter-American 
Affairs were United States programs and in this instance the United 
States was evaluating its own work. The programs evaluated here 
were not programs of the multilateral health operation. This repre- 
sented an effort on the part of the Institute of Inter-American Affairs 
in the State Department to look at its own work, to try to get an 
objective survey of 10 years of its own work, to see where that work 
should head in the future. 

COST OF SURVEY 


Mr. Bussey. Do you have any idea what the total overall cost of 
this work amounted to? 

Dr. Deartnea. As I recall the figure of the contract it was somewhere 
around $80,000 that they contracted with the Public Health Service to 
do this study for. 

Mr. Bupeée. Doctor, is not this the program that sent sanitary 
engineers to South America—Brazil and other nations? 
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Dr. ScHEE.eE. Yes, sir, it is. 

Mr. BupaGe. How did you do that for $80,000? 

Dr. Scuee.e. This was not substantially a program in the health 
field, but rather an evaluation of the end results of those programs. In 
other words, this did not get into details of saying whether they were 
putting in enough DDT to kill mosquitoes but more or less a deter- 
mination of the value of working with the servicios system, working 
together with those governments in setting up programs and those 
countries to carry on that health work. 

Mr. Bupee. Were you reimbursed by the State Department for 
this expense? 

Dr. Scuee.x. Yes; this was a study of the inter-American programs 
under Mr. Rowe, then the head of that Institute, and I believe they 
were operating in the State Department at that time. And this was 
done at their request coming to us as a technical agency. They did 
not have a health staff to do this sort of thing and ey came to us as 
the technical agency and we in turn asked the director of health of 
the State of California to head the survey team which then undertook 
the studies. 

On this page is a list of the people who were in charge of the study. 

Then our report was a report made to the Institute of Inter- 
American Affairs. 


INFORMATION ACTIVITIES OF DepaRTMENT 


Mr. Bupae. Mr. Chairman, one thing I would appreciate havin 
the Department furnish us would be a tabulation of the positions an 


the salaries of all people in the Department engaged in information 
iis 


activities. I have no particular quarrel in this regard with the 
Department of Health, Education, and Welfare, but I know infor- 
mation programs generally have been to a large extent abused. As 
an example, I have 55 newspapers in my congressional district, most 
of which are weeklies. Some 18 months ago, in traveling around my 
district, I asked the different editors what percentage of their mail 
came from the United States Government. Their estimates ranged 
all the way from 30 up to 75 percent and almost invariably they 
told me they made no use of the material; that they simply fled it 
in “the round file.”’ 

I think the chairman has a very hot subject with which to deal 
when he gets into these information activities and I would appreciate 
if that statement could be furnished for the record for the entire 
Department—not just the Public Health Service. 

Mr. Bussey. Can you provide that? 

Dr. Yes. 

(The requested information follows:) 


PosiT1Ions AND Funps INVOLVED IN PREPARATION OR DISSEMINATION OF INFoR- 
MATION TO PuBLIC AS DEFINED IN BuREAU OF THE BupGet BULLETIN No. 
52-12, Fesruary 1, 1952 


The following tabulation, which relates to certain positions and funds involved 
in the Department’s preparation or dissemination of information to the public, 
has been compiled at the subcommittee’s request. 

In making the tabulation, a definition was used which had previously been ap- 
plied several times in furnishing the Bureau of the Budget similar information for 
the House Committee on Appropriations. The definition is set ‘forth most re- 
a in Bureau of the Budget Bulletin No, 52-12, dated February 1, 1952, and 
is as follows: 
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“B. Definition of public relations and publicity aetivities.—Aoctivities considered 
as public relations and publicity for purposes of this report include: Preparation 
of material for newspapers, periodicals, and other non-Federal publications: dis- 
tributing press releases and interviewing representatives of the press; Preparation 
of material for broadcasting purposes and contacts with broadcasting representa- 
tives; preparation of advertisements (whether paid or free) except advertising 
relating to the acquisition or disposal of Government property; preparation, in- 
stallation, and circulation of exhibits; production of motion pictures and film 
strips except those for internal use in the Government; and preparation of publi- 
cations neither required by law nor issued primarily for internal use in the Gov- 
ernment. 

“Excluded from consideration should be the time of employees whose work is 
devoted to publications required by law (e. g., annual reports, farmers’ bulletins, 
internal-revenue decisions, and other publications of that type) or those primarily 
for use within the Government; the answering of correspondence from the public; 
and the issuance of interpretations on regulations, orders issued under the Ad- 
ministrative Procedure Act, etc.” 

This definition was applied to the departmental service and to two field installa- 
tions, the National Institutes of Health, Bethesda, Md., and the Communicable 
Disease Center, Atlanta, Ga. Other field installations were not included because 
of the necessity of submitting the report promptly and also because of the limited 
extent to which they probably would be involved under the definition. 

It will be noted that the summary, which is by major units of the Department, 
is in terms of man-years involved in the performance of the duties set forth in the 
definition. The funds, likewise, are the amount involved in the performance of 
these duties. The detailed tabulation shows the individual positions and the 
extent, by man-vears and funds, of their duties within the terms of the definition. 
Any position in which less than 0.05 man-year is devoted to activities covered by 
the definition was not included because such amounts, both in time and money, 
would be negligible in the final results. 

The compilation by man-years is necessary because the Department’s public 
reporting and operating functions are highly integrated. The staff responsible 
for public reporting is assigned to particular programs—food and drug regulation, 
child health, ete. The same person ordinarily may prepare material in his 
subject-matter field for the annual report, other Department publications required 
or authorized by law, and for non-Government publications, newspapers, radio, etc. 
Conversel’, no one in the Department is assigned exclusively to press work or 
radio production or any similar media specialty. 

In admini:tering nationwide programs which in one way or another directly 
affect the health, education, or security of individuals and families, the Depart- 
ment’s obligations for public information are a statutory and integral part of its 
responsibility and an essential of effective and economical operation. This 
function entails the presentation of legal, scientific, and technical material in an 
accurate, understandable form that is accessible to all the people who need and 
want it. 

The nature and content of the Department’s public information materials is 
determined by the statutory purposes of its operating programs. Congress has 
specifically directed by legislation: 

(1) That the Public Health Service disseminate medical, technical, and scientific 
information necessary to the progress of research; 

(2) That the Office of Education collect statistics and facts showing the condi- 
tion and progress of education, and diffuse such information; 

(3) That the Social Security Administration studv and recommend the best 
methods of providing economic security tnrough social insurance; 

(4) That the Children’s Bureau investigate and report upon all matters per- 
taining to the welfare of children and child life among all classes of our people; 

(5) That the Food and Drug Administration publish reports of all judgments 
decrees, and court orders under the Federal Food, Drug, and Cosmetic Act, and 
disseminate information regarding food, drugs, devices, or cosmetics in situations 
involving imminent danger to health or gross deception of the consumer; and 

(6) That the Office of Vocational Rehabilitation make studies, investigations, 
and reports with respect to abilities, aptitudes, and capacities of handicapped 
individuals, development of their potentialities; and their utilization in gainful 
and suitable employment. 

The positions reported in the tabulation have duties primarily designed to 
meet these statutory responsibilities. These positions are utilized extensively 
in the preparation and dissemination of: 
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(1) Medical, technical, and scientific information in such periodicals as Public 
Health Reports and Journal of the National Cancer Institute, in monographs 
dealing with water pollution, malaria, typhus, plague, tuberculosis; 

(2) Over 300 technical items annually for use in schools and colleges and 2 
technical education periodicals, School Life and Higher Education; 

(3) Instructional material for employees covered by social security and tech- 
nical material in the periodical Social Security Bulletin; 

(4) Technical bulletins for parents, including the well-known document, 
Infant Care; 
fi (5) About 1,700 food and drug ‘Notices of Judgment” annually and general 
and special regulations, including ‘Definitions and Standards for Food’’; and 

(6) Technical, medical, and psychological information designed to facilitate 
the rehabilitation of disabled persons, such as the publications entitled “Psychia- 
trie Information for Rehabilitation Workers,” “Psychological Aspects of Physical 
Disability,” ‘Instructional Guide for Use in Vocational Schools Providing Training 
for Blind Persons,” and ‘Physical Rehabilitation of the Amputee.”’ 


Summary of positions and funds 


ype salaries ype salaries 
years | involved involved 


OFFICE OF THE SECRETARY FOOD AND DRUG 
ADMINISTRATION —continued 
Professional positions 
Clerical positions Clerical positions... .......... 


PUBLIC HEALTH SERVICE OFFICE OF VOCATIONAL 


REHABILITATION 
Professional positions... 
Clerical positions 3, Professional 
- ~ || Clerical positions 


OFFICE OF EDUCATION 
SOCIAL SECURITY ADMINIS- 


Professional positions 
Clerical positions 


FOOD AND DRUG 
ADMINISTRATION 


Department total....... 
Professional positions 


$666 
44 | 24177 | 5, 942 
6, 720 
.6 2, 125 
ota 2. 85 18, 653 
Total. 1.4 8, 845 
Clerical positions. ..........- 422 

| 
15.0 92, 691 
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Tabulation of positions chargeable to duties covered by definition 


Annual | Man- 


> 
Position title | Grade | salary | year Salary 
OFFICE OF THE SECRETARY | | 
Special assistant to Secretary A eee | 10, 800 0.15 6 
Office of Publications and Reports: | $ . $1, 620 
Press officer | GS-13..... | 8, 760 | 2 190 
Clearance and editorial officer. GS-12... 8, 040 
Information clerk - GS8-7.. | 4, 330 1 | 433 
Committee on Aging and Geriatrics: | 
Chairman, Committee on Aging and Geriatrics GS-14... — 10, 000 «lA. | 1, 000 ’ 
Assistant to Chairman, Committee on Aging | GS-12.____ : 8, 040 .25 2’ 010 
and Geriatrics. 
Secretary 3, 410 1 341 
Division of General Services: | 
Addressing machine 2, 750 05 137 
0. 2, 750 05 137 
Do 2, 750 05 | 137 
Foreman, bindery unit nondacemena 5. 095 05 255 
Assistant foreman, bindery unit. 4, 988 O5 249 
Power collator operator... 4,700 | 235 
Do 4, 700 05 | 235 
Bindery worker 3,349 05 | 167 
Do. 3, 349 05 | 167 
Do- 3, 349 05 167 
Do. 349 05 167 
Do 3, 349 05 167 
Do. 3, 349 05 167 
Do. 3,349 | 167 
--- 3,349} 167 
Varitypist superv risor 4. 545 “05 297 
Editorial clerk. 4, 035 202 
do 3, 785 05 189 
Varitypist___. 3, 430 05 171 
Do. 3, 510 05 175 
3, 030 05 151 
De 2, 950 146 
Tabul: ating equipment itor 3.150 “05 157 
Chauffeur_. 3,112 | 31) 
Illustrator (general) - : 4, 445 "95 Liu 
3, 535 .25 884 
Clerk-typist..._. 3,415 25 854 
Illustrator (general) . 8, 760 2.190 
Do.......-. 6, 540 3, 270 
PUBLIC HEALTH SERVICE 
Office of the Surgeon General: 
Information --.-| GS-14... 9, 600 15 1, 440 
Do aE GS-11 6, 940 05 447 
Secretary 3, 660 05 183 
0 GS-5 4, 035 05 202 
Bureau of State Services: 
GS-13... 9, 360 05 468 
Visual presentation information specialist _- GS-12__. 7, 500 05 375 
Information specialist. GS-12____. 7, 300 05 365 
Publication writer ‘ 6, 600 15 990 
Editorial clerk-typist____- Gs-—4. 3, 655 05 183 
Information specialist... 5, 885 05 
Do... . ---=----| GS-12... 7, 400 15 1,110 
Information specialist... .....-| GS-12... 7, 840 784 
do oss 8, 040 | | 1, 608 
Stenographer.............. 3, 500 | 
Bureau of Medical Services: | 
Chief of Information 8, 360 836 
GS-5... 3, 535 05 | 177 
National Institutes of Health: 
GS-14_. 9, 600 | | 1. 440 
Information specialist. GS-12__ 8,040 | 904 
Secretary - 3, 535 | 530 
Do -- 3, 415 342 
Information officer... 8, 040 | 402 
Clerk-stenographer_- 3, 655 05 183 
Information officer 8. 040 “05 | 402 
Secretary 3, 495 05 175 
Information officer (general). 8,040} | 804 
Secretary... -- 3415 | 342 


45836—54—pt. 235 
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Tabulation of positions chargeable to duties covered by definition—Continued 


Annual Man- 
Position title Grade salary year Salary 
PUBLIC HEALTH SERVICE—continued 
National Institutes of Health—Continued 
OFFICE OF EDUCATION 
Chief, Reports and Technical Services 9, 600 an 960 
Chief, Reports Section... 9, 360 936 
Secretary to Chief, Reports and Technical Services...| GS-4 4, 545 05 227 
Secretary to Chief, Reports Section... 3,910 05 195. 
FOOD AND DRUG ADMINISTRATION 
Information and editorial 4, 830 -10 483 
OFFICE OF VOCATIONAL REHABILITATION 
Chief, Information Service 9, 360 4 3, 744 
Information specialist . ...._. 7,440 4 2, 976 
Stenographer.......... 3, 655 .3 1,096 
Clerk-typist 3, 430 3 1,029 
SOCIAL SECURITY ADMINISTRATION 
Office of Commissioner: 
9, 360 3 2, 808 
Gs 3, 655 366. 
8, 760 a2 876 
7, 240 . 05 362 
7, 240 . 20 1, 448 
6, 740 - 50 3, 370° 
5, 685 . 55 3, 127 
4, 955 248 
4, 205 05 210 
3, 535 an 354 
3, 415 612 
3, 030 . 05 152 
Information specialist... 7, 640 1, 528 
Children’s Bureau: 
Director, Division of Reports 9, 160 5 4, 580 
Information specialist... 7,240 1.0 7, 240 
Visual information specialist 6, 740 “ae 1, 348 
4, 830 725 
Secretary 3, 660 1, 830 
Clerk-typist__ 3, 415 4 1, 366 


FINANCING OF SURVEY 


Mr. Bussey. Now, how many people working on this evaluation 
survey were paid out of Public Health Service funds? 

Mr. Hartow. None. That was completely reimbursable. 

Dr. Scuere.e. I think this additional comment should be made. 
I am sure there were a few Public Health Service people so far as 
dealing with the broad aspects of the survey were concerned—for 
example, certain work goes on in the negotiations leading to the 
survey and in the actual end formation of the survey, that were not 
compensated for. For instance, a number of hours of my time were 
devoted to it which were not reimbursed. 

I did not want Mr. Harlow’s comment to imply there was absolutely 
no time spent for which the Public Health Service was not reimbursed ; 
but there was no time more than just a short amount of time that 
our administrative people would have to do. 
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Mr. Bussey. Does anyone know if this job was accomplished for 
the $80,000 provided under the contract, or were additional funds 
required, or were there funds left over? 

Mr. Hartow. Of course Dr. Dearing’s statement of the $80,000 
was based on recollection. I would like permission to supply you 
with the exact total expenditures for that survey. 

Mr. Bussey. Very well. 

(The information referred to follows:) 

The total expense of the Public Health Service was $60,469 which was reim- 
bursed by the Institute of Inter-American Affairs. 

Mr. Bussey. Now, Dr. Scheele, what other studies have been 
made or are being contemplated in the international field in this or 
any other part of the world? 

r. Scuee.e. None to my knowledge, Mr. Chairman. I do not 
believe the Foreign Operations Administration has asked us to do 
any studies, and I know of no others. We are not doing any inde- 
pendently in the Public Health Service; but we do accumulate intelli- 
gence. e have monthly reports from the teams of health people 
who are in those various countries, Indochina and the rest, and we put 
those together in a very small report so that we can see what is going 
on; what problems they are working on at a given time. But those 
are not evaluations in this way; they are just part of our routine 
intelligence. 


PROCEDURE FOR PAYING EXPENSES OF PHS PERSONNEL ASSIGNED TO 
FOREIGN OPERATIONS ADMINISTRATION 


Mr. Bussey. When one of your commissioned officers who happens 
to be on the staff of a State health department is sent to some foreign 
country is he paid out of FOA funds, or out of what funds? 

Dr. Scuegnie. You are referring to the situation in which a person 
in the State health department has an Inactive Reserve commission 
in the Public Health Service? 

Mr. Bussey. Yes. 

Dr. Scunete. When he would be called to duty in the Public 
Health Service for assignment to the Foreign Operations Adminis- 
tration mission in a foreign country? 

Mr. Bussey. I have a specific case in mind and I do not know 
whether the assignment was to FOA, or not; but in this particular 
case I know he was assigned to Ethiopia. 

Dr. Scurete. That would be the Foreign Operations Adminis- 
tration, because all of the programs have been merged under the 
single agency of the Foreign Operations Administration. We would 
assign him to them and he would work in Ethiopia under the mission 
chief of the total program of the Foreign Operations Administration 
in that country. We, however, would pay him, reimbursed by the 
Foreign Operations Administration. We would pay his salary and 
be reimbursed for his salary and expenses by the Foreign Operations 
Administration. 

Mr. Bussey. I am trying to follow Mr. Harlow’s example of being 
practical. Why would it not be better just to let the FOA pay him 
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directly, instead of your paying him and then having to ask for re- 
imbursement from FOA? It seems to me we could eliminate one step 
and make it a more practical operation. 

Dr. Scneete. FOA operating directly would probably need some 
experienced men, as certain Government agencies have had to assist 
the Veterans’ Administration and the Army Air Force and they would 
have difficulty in the recruiting of health personnel for these countries. 
The prestige of the Public Health Service, the total breadth of our 
program, the satisfaction that comes to someone being associated with 
our program and our technical guidance is sufficient to give us enough 
drawing power to supply, at least partially, those programs abroad. 
Therefore, in practice the custom of the Public Health Service assign- 
ing personnel appears to be the best one. , 

I might say, too, that many of these assignments are hardship 
assignments and by the use of our commission system, with the 
concept of rotation, and the individual being available for service at 
any time the exigencies demand it, at any place, we are able to develop 
a rotational system so that after 2 years these men who have been off 
on hardship assignments come back and, because of the range of other 
programs we have, we are able to give them good assignments as their 
next assignment on their return. And if FOA were to operate 
independently, I doubt very much whether they would be able to 
fulfill their obligations in the health field. 

Mr. Bupar. Mr. Chairman, before we leave this foreign operation, 
cannot we find out how many people there are in the category you 
have just been discussing outside of the United States? 

Mr. Hartow. We can supply that. It is possible it was supplied 
at the time we were reporting on the international activities. 

Mr. Ketuiy. We did furnish for the record a tabulation of our Public 
Health Service personnel who are outside of the confines of the United 
States. If that is not complete with respect to the FOA personnel, 
we will supply that. 

(The information referred to follows:) 


Public Health Service—Personnel budgeted for 1954 for FOA assignments outside the 
United States 


ACCOUNT FROM WHICH PAID, AND ASSIGNMENT 
Number of 
positions 
Reimbursements to ‘Assistance to States, general, Public Health Serv- 
ice’’—personnel assigned to Institute of Inter-American Affairs 
“Corporate funds, the Institute of Inter-American Affairs, FOA (allocated 
working fund to Health, Education, and Welfare)’’—personnel detailed 
to Central and South American countries under the point 4 program. ___ 
“Eeonomic and technical assistance, defense support, Asia and Pacific 
other than Formosa and the Associated States of Cambodia, Laos, and 
Viet-Nam, Executive (transfers to Health, Education, and Welfare)’’— 
rsonnel detailed to Asia and Pacific area under the point 4 program. _ 
“Economie and technical assistance, Near East and Africa, Executive 
(transfer to Health, Education, and Welfare)’’—personnel detailed to 
Near East and Africa under the point 4 program 
“Mutual defense financing defense support, economic and _ technical 
assistance, Formosa and the Associated States of Cambodia, Laos, 
and Viet-Nam, Executive (transfers to Health, Education, and Wel- 
fare)’’—personnel detailed to Formosa, etc., under point 4 program. ___ 
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PUBLIC HEALTH REPORTS 


Mr. Focarry. Is this monthly publication, Public Health Reports, 
something new? 

Dr. Scurvy. No, sir. This publication has been in existence for 

many decades. We did change the format and improved the publica- 
tion a few years ago. 

Mr. Focarry. | thought it was an amalgamation of the former 
Public Health Service reports with tuberculosis control, and so forth. 

Dr. ScHEELE. Yes, sir. 

Mr. Focarry. You are not issuing separate monthly reports on 
tuberculosis or venereal disease, or other specific diseases, any more? 

Dr. Scorer. No, sir; we are not. 

Mr. Focarry. That has been done recently? 

Dr. ScHBELE. 1952. 

Mr. Focarry. I think it would be a good thing if the members of 
the committee could receive these reports. That could be done 
without much trouble? 

Dr. ScHEELE. Yes, sir. 

Mr. Fogarty. I have no further questions. 


OPERATIONS UNDER THE SERVICE AND SUPPLY FUND 


Mr. Bussey. During last year’s hearings we had considerable dis- 
cussion of the laboratory you had just started at the supply depot at 
Perry Point. As I recall, it was financed out of the service and supply 
fund. Has that laboratory at Perry Point that we discussed last year 
been discontinued? 

Mr. Hartow. No, sir; the laboratory has not been discontinued. 

Mr. Bussey. Then will you tell us about its operations for the 
last year, please? 

Mr. Hartow. Yes, sir. I think with respect to the details of just 
exactly the volume of work handled, the articles, and so forth, I 
would have to ask permission to supply that. There is one thing we 
have not yet mentioned in connection with the laboratory, however, 
that I would like to bring to your attention, and that is the fact that 
about 30 percent of the medical supplies which are used in the clinical- 
center operation at Bethesda for the treatment and handling of patients 
is procured through the Perry Point Depot. I was talking fairly 
recently to people at the NIH about that situation and they said they 
had looked into the testing operations at Perry Point with a view to 
determining whether they were satisfactory to meet their requirements 
which, as might be expected in some instances, would be more exactin 
than you would find in an ordinary hospital operation. And they had 
decided, as a result of the testing operation at Perry Point, it would 
not be necessary for them to do any testing on medical supplies pro- 
cured from that source, except in some rare cases where very precise 
measurements were necessary. 

The operation itself is a simple one. One pharmacist is assigned to 
it. The equipment, of which we furnished you a list last year, did 
not cost so much. 

Mr. Bussey. How much did it cost? 

Mr. Hartow. The figure I recall, Mr. Chairman, is about $5,800. 
I could be off a thousand dollars or two on that. 

(The information requested is as follows:) 
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OPERATIONS OF THE TESTING LABORATORY 


Approximately 1,190 inspections were made on various dental supplies and 
equipment, hospital supplies and equipment, drugs, chemicals and miscellaneous 
pharmaceutical supplies. 

From the inspections, it was determined that 375 items needed further examina- 
tion and necessary tests were performed. Items tested included cloth, hospital 
garments, hypodermic needles and syringes, clinical and rectal thermometers, 
drugs, chemicals, and pharmaceutical supplies. 

Testing operations resulted in the rejection of 25 separate items including 
ajama coats, formaldehyde solution, operating turbins, unbleached muslin, 
ypodermic syringes, silver nitrate crystals, and other similar items. In one 
instance, it was discovered that the item received was dihydrostreptomycin 
rather than the item ordered, streptomycin. 

After rejections, claims were made against the vendors and proper adjustments 
and/or replacements were made. 


PURCHASES OF EQUIPMENT COMPARED TO BUDGET ESTIMATES 


Mr. Bussey. In the committee print at page 169 under “Supply 
depot activities” it shows acquisition of equipment in 1953 as $17,031, 
but last year’s budget showed that in 1953 you were going to use 
$3,345. "There is a difference of over $13,600. What is the explana- 
tion of that? 

Mr. Hartow. I would be glad to furnish you with a complete list 
of that equipment, Mr. Chairman. 

Mr. Bussey. I think it would be a good idea to furnish a complete 
list of the equipment that made up the estimate of $3,345, and also a 
complete list of the equipment that makes up the $17,031. 

Mr. Hartow. Yes, sir. 

(The requested information follows:) 


Estimated equipment, fiscal year 1953, for fiscal year 1954 budget 


Infusion pump 
Water still 

Truck, fork-lift 
Furnace, incubator 
Tank, mixing 
Pump, water 


|| 
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Equipment purchased, fiscal year 1953 


Heater, electric, glass-col 

Stone top, Alberene 

Covers, slip 

Z-sterilamps and fixture 

Truek, Dodge 

Apparatus, tablet disintegration 
achine, autoclave 

Siphon, safety 

Pump, centrifugal, s. s. with adapters 

Sterilizer 

Machine, filamatic-infusion pump 

Balance 


Fittings for water still 
Truck, fork-lift 
Apparatus, stirring 
Furnace, incubator, rheostat 
Sink 
Tank, vertical mixing 
Flexafrome, desiccator 
Machine, printing, additional parts 
Machine, printing 
Spectrophotometer 

ater bath 
Pump, quarter stroke 
Table, stainless-steel 
Pump 


3. 00 
. 30 
. 00 
. 97 
. 00 
. 74 


17, 031. 15 


Mr. Bussey. The actual purchases were more than five times the 
estimate presented to this committee. I just do not see what is the 
use of presenting figures to the committee if they are going to be that 
far off. There is no value to them. Do you think so? 

Mr. Hartow. Well, they have the value of giving you our best 
judgment on what the thing will amount to. 

r. Bussey. Whose best judgment was off 500 percent? 

Mr. Hartow. The judgment of the people who handle this fund, 
of course. 

Mr. Bussey. I do not think there is much reliability to be put 
on their judgment myself, if they are going to be 500 percent off. 
You would have to admit it is quite a difference, is it not? 

Mr. Hartow. It is a big difference percentagewise, Mr. Chairman; 
but let me also make this observation, if I may, that when you get 
into percentages they may mean much or little in terms of actual 
money. For instance, if T had a dollar in my pocket, and my assets 
were increased 100 percent, I would still only have $2. 

Dr. Scueexe. I think we might be able to give a better answer to 
that question when we see the breakdown of the lower sum which we 
were estimating some months before the operation of the fiscal year 
began, and the actual amount as shown here. 

r. Bussey. From where did these extra funds come that they 
used in buying this equipment? 


|| 
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EXPLANATION OF FISCAL OPERATION OF FUND 


Mr. Hartow. That was a part of the capital of the operation. 
This fund was established in 1945 (incidentally, it was initiated by 
Mr. Thomas who sat on the committee at that time) in the amount 
of $250,000. And in the 1954 appropriation act you authorized an 
additional $200,000 of capital by transfer from the NIH appropria- 
tions to take care of their supply operation out there. Then at the 
time the fund was established there was on hand an inventory which 
was — about $345,000 which was also capitalized as donated 
capital. 

The fund has operated with that capital since its establishment. 
It has over the years shown a small profit and those profits are also 
now in the fund. And it was out of the capital of the fund that these 
expenditures were made. 

I might say that using a business-type accounting, particularly in 
that operation, we have every year set up a reserve for depreciation 
of equipment, so that the expenditures for equipment are, over the 
course of an average of about 10 years, brought back into the fund 
from the surcharges which are put upon the issues. 


INCREASE IN VALUE OF EQUIPMENT IN 1954 


Mr. Bussey. I notice on page 171 of the committee print, in the 
“Statement of Financial Condition’’, that the value of equipment is 
increasing from $67,991 in 1953, actual, to an estimated $150,910 in 
1954. 1 wonder if you would give the committee an explanation for 
that increase. 

Mr. Hartow. May I get your permission to correct this? 

Mr. Bussey. Surely. 

Mr. Hartow. My impression right now is that results from the 
bringing into the picture of the NIH operation. I could be wrong 
about that. 

Mr. Bussey. And if there is any further explanation, feel free to 
include it in your revision. 

Mr. Hartow. Yes, sir. 


PROCUREMENT OPERATIONS 


Mr. Bussey. Now you have procurement people in each of the 
divisions of the Public Health Service, do you not? 

Mr. Hartow. No, sir. 

Mr. Bussey. In what divisions do you have pen people? 

Mr. Hartow. We only have those in the Division of General 
Services in the Office of the Surgeon General. Now I must exclude 
from my answer the large field operations, such as the National In- 
stitutes of Health, the Sanitary Engineering Center, and the Com- 
municable Disease Center, but here in Washington we only have 
procurement people in the Division of General Services. 

Mr. Bussey. at about procurement for the Marine hospitals? 

Mr. Hartow. The Marine hospitals do their own procurement 

uite generally. For example, they requisition supplies from the 

erry Point Supply Depot. They make local purchases, particularly 
of subsistence items; they order from the nearest General Service 
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Administration warehouse and quite generally I might say they do 
their own procurement, 

Mr. Bussey. Would you agree it would be a correct statement to 
say that we have various divisions of the Public Health Service 
procuring from General Services, from Perry Point, and also directly? 

Mr. Hartow. Yes, sir. 

Mr. Bussey. What has been done to explore the possibilities of 
coordinating that, so that some of it might be eliminated? Has that 
been considered? 

Mr. Hartow. One of the operations that I mentioned in connection 
with our supply group here in Washington was the analysis and 
examination of purchase orders which are issued in all of our activities. 
One of the purposes of that is to find out where a large number of small 
purchases if put together would be a fairly sizable amount. That has a 
value in enabling us to determine, for example, whether it is desirable 
to stock certain items at Perry Point; that has a value in determining 
whether or not to make recommendations through the Department to 
the General Services Administration that a GSA contract be nego- 
tiated for these types of articles. 

It is difficult for me to conceive of a situation where the actual 
ordering for the requirements of a particular station could be done 
with any advantage to the program anywhere else but at the station. 

Mr. Bussey. It appears to me that the Public Health Service has 
two layers of procurement personnel and records; one at Perry Point 
and one in the Division. 

Mr. Hartow. No actual procurement is done at Perry Point. 
The procurement procedures for Perry Point are conducted by the 
Division here in Washington. They are a warehousing and supply 
operation completely. 

Mr. Bussey. Now is there a third layer in the Surgeon General’s 
Office? 

Mr. Hartow. It is in the Surgeon General’s Office where we have 
this group. 

Mr. Bussey. So that it does not add a third division? 

Mr. Hartow. No, sir. 


INCREASE IN PERSONNEL UNDER SERVICE AND SUPPLY FUND 


Mr. Bussey. Now the budget for the fiscal year 1948 shows in the 
actual 1946 column almost exactly the same value of purchases and 
sales as were made under the service and supply fund last year. In 
1946 we all know that prices were lower, so the total volume of goods 
handled must have been greater in 1946 than last year; yet in 1946 
you only needed 15 people to run the operation and last year it took 20. 

wonder if you would enlighten the committee a little on that. 

Mr. Hartow. I will have to plead ignorance on that situation, Mr. 
Chairman, and ask your permission to look into it. 

Mr. Bussey. Will you supply an explanation for the record? 

Mr. Hartow. Yes, sir. 

(The information requested is as follows:) 
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Increase in staff at Medical Supply Depot from 1946 to 1953 


ty Justification 


1 | An additional [ote = was needed in order to efficiently operate the 
tion and testing 

2 | The movement of forms and envelopes into the Medical Supply Doge. as 
poe = the increase in the various medical items required the additional 
storekeepers. 

1 | The increase in office work due to the movement of forms and envelopes into 
the Medical Supply Depot required the addition to the office staff. 

1 | The acquisition of a truck for the making of rapid deliveries to nearby 
stations required a qualified truckdriver. 


PRINTING AND REPRODUCTION 


Mr. Bussey. What does the item of $375,000 for printing in 1954 
represent? 

r. Hartow. In what fund is that? Is that in the supply fund? 

Mr. Bussey. Yes; it is shown at page 171 of the committee print 
under “Accrued expenditures by objects.” It says, “Printing and 
reproduction, $375,000.” 

r. Harrow. Those are forms that we stock at Perry Point for 
the most part. 

Mr. Bussey. $375,000 worth of forms? 

Mr. Hartow. Yes, sir. 

Mr. Bussey. That ought to stock a lot of forms. 

Mr. Hartow. It does. There is almost one-half of one warehouse 
cove ete or more accurately about a quarter of it, that has forms 
stocked. 

(The following was subsequently submitted:) 

It is estimated that $175,000 will be advanced to the Department’s Division 
of General Services, on a reimbursable basis, for miscellaneous types of printing 
such as the printing of budget estimates and reports of activities in the ational 
Institutes of Health and other PHS activities. 

An estimated $200,000 will be used in the storage and issue of PHS and depart- 
mental forms at the Medical Supply Depot. 

Mr. Bussey. Now referring over to page 213 of the committee 
print, we have another item of “Printing and reproduction” of 
$45,000 under the Secretary’s working fund. Is this the same sort of 
thing as for other divisions of the Department? 

Mr. Hartow. I am not familiar with that operation, Mr. Chair- 
man, but I think 

Mr. Bussey. Perhaps Mr. Kelly would want to reply to that. 

Mr. Ketty. I would like to look into that if I may, Mr. Chair- 
man; but I believe that does not include forms, but rather includes 
the cost of reproduction which is then charged back to the constitu- 
ent which is procuring the reproduction. 

Mr. Bussey. Will you check that and furnish the explanation for 
the record, please? 

Mr. Ke ty. Yes, sir. 

Mr. Bussey. And you might also explain why it is better to do it 
one way in Public Health and another way in the rest of the Depart- 
ment. 

Mr. Ke ty. Yes, sir. 


|| 

Storekeeper....-. 
Truckdriver.___- 
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(The information requested is as follows:) 


The $45,000 for ‘Printing and reproduction” in the Secretary’s working capital 
fund is for the procurement of (1) reproduction work from the Government 
Printing Office, field plant, which cannot be reproduced by the Department 
because of the restrictions of the Joint Committee on Printing on the equipment 
we may have and the quantity we may produce, $32,000; and (2) overprinted 
snap-out forms used departmentwide, $13,000. All of the funds advanced to 
the Secretary’s working capital fund, including the $45,000 for printing and 
reproduction are justified in the budget estimates of the constituent organiza- 
tions of the Department. 

A portion of these amounts represent funds reimbursed or advanced for pay- 
ment of printing and binding procured for Public Health Service. The handling 
of Public Health printing ond binding is incorporated in this system and therefore 
does not vary. 


Mr. Bussey. If there are no further questions, thank you, 
gentlemen. 


Monpay, May 10, 1954. 


HOSPITALS AND MEDICAL CARE 


WITNESSES 


DR. G. HALSEY HUNT, ASSOCIATE CHIEF, BUREAU OF MEDICAL 
SERVICES 

DR. W. PALMER DEARING, DEPUTY SURGEON GENERAL 

ROY L. HARLOW, CHIEF FINANCE OFFICER 


SALARIES AND EXPENSES 


Amounts available for obligation 


1953 actual | 1954 estimate | 1955 estimate 


Appropriation or estimate $33, 100, 000 
Transferred from ‘“‘Promotion and further development of vo- 
cational education, Office of Education,’’ pursuant to Pub- 
lic Law 286 17, 500 


Adjusted appropriation or estimate 3 33, 117, 500 
Reimbursements from non-Federal sources 625, 857 653 
Reimbursements from other accounts 4, 666, 052 


Total available for obligation 38, 979, 909 
Unobligated balance, estimated savings. —21, 132 


Obligations incurred 38, 958, 777 
Comparative transfer from— 
“Salaries, expenses, and grants, National Cancer Institute, 
Public Health Service”’ 174, 960 
“Salaries and expenses, Public Health Service” 109, 747 


Total obligations. 39, 243, 484 


Note.—Reimbursements from non-Federal sources above are for medical services provided to foreign 
seamen, voluntary addicts, and for dependent care and outpatient visits (42 U. 8. C. 221). 


712, 300 
3, 110, 700 
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Obligations by activities 


Description 


1953 actual 


estimate 


1955 estimate 


Direct obligations 
funds: 

. Operation of hospitals__ 
. Operation of outpat ient clinics and offices._____ 

3. Operation of health units 
. Coast Guard medical services 

5. Development and coordination of nursing resources. __ 
. Payments to Hawaii 
. Administration 


Reimbursements from non-Federal sources: 


Total direct obligations 


Obligations Payable Out of Reimbursements From Other 
Accounts 
1. Operation of hospi als_..........__- 
Operation of health units... 
. Personnel detailed to other agencies 
Total obligations payable out of reimbursements from 


Total obligations... 


685, 607 | 


33, 951, 575 
625, 857 


1, 00, 000 | 
633, 000 


33, 117, 500 | 


34, 577, 432 


3, 244, 533 
06, 


1, 124, 935 


| 
| 


1, 742, 200 


312, 300 | 
1, 255, 000 | 


4, 666, 052 


3, 309, | 500 


1, 255, 000 


3, 110, 700 


39, 243, 484, 


Obligations by 


Object classification 


Summary of Personal Services 


Total number of permanent positions 
Full-time equivalent of all other positions. 
Average num ber of all employees 


Average salaries and grades: 
General schedule grades: 
Average salary 
Average grade 
Crafts, protective, and custodial nina 
Average Salary .......... 
Average grade __ 


Personal service obligations: 
Permanent positions. 
Other positions 
Regular pay in excess of 52-week base. 
Payment above basic rates 


Total personal service obligations... 


Direct Obligations 

funds: 

Personal services... 

Travel.___. 

Communication services_- 

Rents and utility services 

Printirg and reproduction 

One con tractus a] serv ices 


Grants, subsid ies, and contributions 
Refunds, awards, and indemnities 


Total obligations payable out of appropriated funds_.-_- 


| 


GS+4.3 
$3, 027 | 


37, 080, 500 


GS-4.3 | 


$3, 076 
Cc 3. 


863, 000 


1953 actual | 1954 estimate 1955 estimate 


GS-4.3 


$3, 076 
CPC-3.7 


| 
| 
$28, 554, 207 | 
1,006, 170 | 
76, 454 | 
868, 


208 | 


$26, 68, 700 | 
600 | 


000 
736, 700 


30, 505, 134 


$26, 553, 050 
96 


33, 707, 300 
5S 


33, 117, 500 


33, 951, 575 | 


| 

— $25, 924, 4( $26, 001, 730 

4, 193, 329 4, 506, 8 4, 438, 770 

9, 580 | 9, 6 9, 600 

| 1,017,079 | 953, 701 906, 150 
| 91,917 | 90. 000 

500, 000 | 1,09, 000 

33,040, 000 

| 653, 500 | 712, 300 

— 

| 33,771,000 | 33,752, 300 

| 

J 7, 809 7, 052 | 7,039 

115 | 95 95 

7,025 6, 465 6, 449 

736, 700 

28,425,000 | 28, 321, 350 

26,036,205 | 24,976,800 24, 971, 650 

305, 582 245, 700 222, 200 

thle TET 340, 315 | 272, 200 240, 100 

122, 553 | 141, 900 | 121, 600 

476, 765 505, 500 | 497, 000 

64, 045 53, 200 | 53, 400 

ESN ae 965, 404 1, 092, 200 960, 470 

517, 577 506, 100 583, 300 

08 4, 625, 400 4, 594, 140 

09 583, 613 220, 900 315, 840 

11 516, 518 1,017, 300 1,016, 000 

41,172 50, 100 | 57, 100 

Deduct charges for quarters and subsistence... _.._._.._______- 713, 600 592, 800 

— 33, 040, 000 
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Obligations by 


Object classification 


Direct Obligations—Continued 


Reimbursements from non-Federal sources: 
01 Personal services... 
Travel x 
Transports ation of things 
Communication services 
Rents and utility services____ 


j 
| 1953 actual 


$199, 242 


4, 767 
5, 774 
2, 229 
10, 409 | 


1954 estimate 


$522, 700 
4, 


1955 estimate 


$574, 100 
3, 900 

5, 100 

2, 500 
12, 700 


Printing and reproduction _. 
Other contractual services 
Supplies and materials_- 
Equipment 
Taxes and assessments. 


1, 100 
8, 200 
113, 020 
6, 480 
1, 500 


106, 600 
4,600 | 
1,000 | 


Subtotal. 


668, 300 | 
Deduct charges for quarters ‘and subsistence 


14, 800 


641, 669 | 
15, 812 


728, 600 
16, 300 


Total obligations payable out of reimbursements from | 


non-Federal sources 625, 857 653, 500 | 


| 712, 300 
Total direct .| 34,577,482 | 33, 771, 000 | 752, 300 


| 
| 
| 


Obligations payable out of reimbursements from other accounts | 
3, 969, 597 | 2, 925, 500 | 
Travel : | 15, 600 
Transportation of things 19, 000 | 14, 700 
Communication services 7, 400 | 6. 300 
Rents and utility services 32, 100 | 27. 500 
Printing and reproduction _ 3, 100 800 
Other contractual services 22, 200 19, 600 
Supplies and materials____ 304, 700 265, 600 
Equipment 16, 300 | 18, 100 
Refunds, awards, and indemnities 
4, 100 


, 775, 600 
11, 900 


Taxes and assessments _- 3, 600 
Subtotal 


: 3, 349, 500 | 
Deduct charges for quarters ‘and subsistence _ __- 


3, 146, 200 
000 35, 500 


Total obligations payable out of reimbursements from , 


other accounts 4, 666, 052 3, 309, , 500 3, 110, 700 


37, 080, 500 500 | 365, 868, 090 


Analysis of expenditures 


1953 actual | 1954 estimate | 1955 estimate 


$2, 457, 500 
36, 863, 000 


$3, 068, 000 
38, 958, 777 


42, 026, 77 


Unliquidated obligations, start of year 
Obligations incurred during the year- 


$2, 599, 270 

37, 080, 500 
39, 679, 770 ‘ 
Deduct: 39, 500 

Adjustment in obligations of prior years 

Reimbursements 

Obligated balance carried to certified claims account. 

Unliquidated obligations, end of year 


154, 484 | 
5, 291, 909 | 

19, 192 | 
599, 270, 


3, 963, 000 


2,457, 500 


Bipeniitene are distributed as follows: 
ut of current authorizations 
Out of prior authorizations 


31, 408, 504 x 


30, 910, 000 
2, 553, 418 | 


2, 349, 270 


29, 690, 000 
2, 150, 000 


Mr. Bussey. The appropriation request before the committee at 
the present time is for hospitals and medical care, Public Health Service, 
We will insert your prepared statement in the record at this point, 


Dr. Hunt. 


| 
| 
| 
5, 700 | 
2, 500 | 
noe | 12, 000 
06 1, 000 | 
07 7, 365 7, 700 | 
08 97, 690 | 
15 853 | 
ol 
0: 
Ok 
04 
04 
07 
Os 
Of 
1: 
Rn | 33,961,922 33, 259, 270 31, 840, 000 
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GENERAL STATEMENT 


Mr. Chairman and members of the committee, the appropriation “hospitals 
and medical care, Public Health Service,’ is primarily concerned with direct 
patient care for various groups of people to whom the Congress has from time to 
time extended eligibility for medical care by the Federal Government. The 
Marine Hospital Service, forerunner of the Public Health Service was estab- 
lished under President John Adams in 1798 to provide medical care for American 
seamen. This function has continued without interruption and American seamen 
are still our largest single beneficiary group. <A recent study indicates that over 
80 percent of the seamen treated in our hospitals are employed on oceangoin 
vessels. This transport of goods and people is an activity vital to the economic 
well-being of our Nation. Other major groups for whom we provide medical 
care are officers and men of the United States Coast Guard, Coast and Geodetic 
Survey, Public Health Service, and for Federal employees injured in line of duty. 
In addition, the Public Health Service takes care of patients with leprosy and 
persons who are addicted to narcotic drugs. Reimbursements to the Territory 
of Hawaii for the care of leprosy patients in the islands are also made from this 
appropriation. 

The ‘Hospitals and medical care’? appropriation provides for resource and 
utilization studies in the critically short field of nursing. Reimbursable details 
of Public Health Service officers and the conduct of Federal employee health 
programs on a reimbursable basis are also represented in this program. 

Medical care to our eligible patients is provided in 16 hospitals, 25 outpatient 
clinics, and in the private offices of about 100 physicians with whom we have 
contracts. 

Our activities in the treatment of leprosy and drug addiction are worthy of 
particular mention. 

Funds from this appropriation provide for the operation of our hospital at 
Carville, La., the only Government hospital in the United States were a man, 
woman, or child who has contracted leprosy may be assured of admission and proper 
treatment. At Carville we have not only a medical problem but a social one 
because of the stigma still attached to leprosy by many people. We have devel- 
oped at Carville the best treatment of leprosy known in all of history, the sulfone 
drugs. These are not a cure, but do arrest the progress of the disease in many 
cases. Special problems are attached to the operation of this hospital. Our 
patients at Carville develop diabetes, heart disease, kidney ailments, mental and 
nervous disorders just as other ple do in the general population. We must, 
therefore, provide the specialized skills and facilities not only to treat the disease 
itself but at the same time furnish the manifold services of a general hospital. 

We also operate the only Government hospitals that are staffed or equipped to 
treat addiction to narcotic drugs. These hospitals are at Lexington, Ky., and 
Fort Worth, Tex. Here again, we have a long and specialized course of treatment. 
We must first remove the individual’s physical dependence on drugs, and then 
strive to liberate him from the psychological need which is a much tougher propo- 
sition. Here too, we must supply the specialized treatment to remove the physio- 
logical need and then to give the right psychological treatment in the form of work 
therapy or vocational training or active psychiatric treatment or a combination 
of these techniques to armor him against the pressures which are likely to cause 
readdiction. In these hospitals, too, we must provide general medical and surgi- 
eal services since the patients cannot be referred elsewhere for the treatment of 
illnesses which occur while they are being treated for drug addiction. 

In summary, the budget before you proposes the continuation of our present 
facilities with a decrease in total obligations of $217,500 and of $77,500 in appro- 
priated funds. In arriving at this estimate, full effect has been given to the 
savings resulting from the projected decline in patient load. This estimate also 
reflects the absorption of an increase in expense of $77,200 which will be required 
because we must pay more for hospitalization of our patients in other Federal 
facilities. Other economies reflected in the submission are reduction from the 
base-year costs of travel, transportation of things, and full absorption of the 
effects of a continuing upward trend in average salaries. In short, this is a 
minimum statement of the amount necessary to continue the present installations 
and the present level of medical care and has been prepared in the light of the 
current need for reduction of Federal expenditures. 
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BUDGET REQUEST 


Mr. Bussey. Dr. Hunt, your request this year is for $33,040,000, 
which is a reduction of $60,000 from the appropriation for 1954. 

Dr. Hunt. That is correct, sir. 

Mr. Bussey. For how much did you ask the Bureau of the Budget? 

Dr. Hunt. $33,920,000. 

Mr. Bussey. For what would the additional money have been 
used, if the full request to the Bureau of the Budget had been allowed? 

Dr. Hunt. Primarily the reduction represents a difference of 
staffing level. Under the additional amount requested of the Bureau 
of the Budget, we would have been able to staff more adequately all 
of our hospitals and clinics. We would also have been able to take 
a larger bite out of our deficiency in equipment. I think those are 
the principal areas in which we have had to contract. 


STUDIES IN FIELD OF NURSING 


Mr. Bussey. I notice starting at the bottom of page 1 of your 
statement you indicate you are conducting studies in the field of 
nursing. Do those studies involve statistical analyses of the nursing 
situation? 

Dr. Hunt. They involve various aspects of the whole question of 
joreomgen 9 There are several specific projects for the coming fiscal 
year which are planned. There will be a number of State surveys of 
nursing needs and resources which are conducted at the request of 
the States to assist them in appraising their own needs in the field. 
These studies will have a certain amount of statistical component. 

Second, the Division will study the utilization of nurses assigned 
to outpatient departments, to find out whether some of their duties 
might be performed equally well and more economically with other 
personnel. With nurses in such short supply, it is increasingly im- 
portant to make sure that professional nurses are used, as nearly as 
possible, for professional duties only. 

This type of study will assist in evaluating the degree to which 
other types of less highly trained persons should be used in outpatient 
departments. 

A somewhat similar study will be an evaluation of practical nurses 
as against nursing aides. Practical nurses, in modern terminology, 
are nurses who have had at least a year of specific training. Nurses’ 
aides have less training and the question there, too, is to what degree 
you can get along with the less highly trained people. 


OTHER STUDIES 


Mr. Bussey. This is a subject I went into rather thoroughly last 
summer when I visited many hospitals throughout the country, 
because the shortage of nurses gives me a great deal of concern. I found 
a great many of the States had made very comprehensive surveys on 
this subject and the one that stands out more vividly in my mind 
than any other is the State of Indiana. They have done a masterful 
job as a State organization in their public health department. 

Dr. Hunt. That is right. 
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Mr. Bussey. Isn’t the Division of Public Health Methods in the 
Surgeon General’s Office doing some statistical studies of the nursing 
situation? 

Dr. Hunt. As far as I know, they depend entirely upon the Divi- 
sion of Nursing Resources for advice, counsel, and assistance in any 
nursing studies that they undertake. In other words, they do not 
have any staff for this purpose. 

Mr. Busspry. What about the Division of Hospital Facilities? 
One of the things I expect to go into, when we have the Division of 
Hospital Facilities before the committee tomorrow, is just what they 
have done to take into consideration the nursing problem and the 
staffing problem of hospitals, because it goes hand in hand, in my 
opinion, with construction. 

Dr. Hunr. Yes, sir. Here, again, the Division of Nursing Re- 
sources has worked very close’y with the D.vision of Hospital Pacili- 
ties. Their activities are complementary rather than overlapping. 

Mr. Buspny. A few weeks ago we were told that the Bureau of 
Labor Statistics in the Department of Labor had requested the 
Bureau of the Budget for funds to make a study in connection with 
the nurse shortage. It bothers us to see so many different people 
and agencies of Government working in these various fields. 

Dr. Hunr. It is a very large field, and a very large problem. 
Our feeling, | think, has foes that if anything, additional attention 
is necessary because there are still many unsolved problems in the 
field of nursing. 

Mr. Bussey. It scems like everybody is paying attention to it and 
nothing concrete is being done about it. We are faced with statistics 
and data with regard to the nursing shortage but no one seems to have 
any of the answers, including the nurses’ association and the hospital 
association, 

Dr. Hunt. No one has any final answers yet. 

Mr. Bussey. I do not see how they are going to get any final 
answers if everybody is going to go off on a tangent working in their 
own field. It 's really alarming to me. 


CONSOLIDATION OF ACTIVITIES 


Dr. Hunvr. It is exactly for that reason that we feel the Division of 
Nursing Resources of the Public Health Service is an excellent focal 
point. It does work very closely with the American Hospital Associa- 
tion and with the two nursing organizations to make sure, as far as 
one can make sure, that needed explorations are undertaken, but that 
overlapping explorations are not undertaken. 

Mr. Bussey. All right. Along that line, tell the committee, if you 
will, please, specifically what you have done to consolidate all of these 
into this one division, so that we can appropriate money for these 
very important studies and know that other agencies of Government 
aren’t going to be spending more money for the same sort of thing. 

Dr. Hunt. We can answer, as far as the Public Health Service is 
concerned, Mr. Chairman. We are not able to tell fhe Department 
of Labor what it should or should not have. 

Mr. Bussey. We have a little to say about that, as far as recom- 
mending funds is concerned. 


Dr. Hunvr. Yes, indeed. 


Within the Public Health Service we can assure you that all nursing 
studies are concentrated in the Division of Nursing Resources. 

The other divisions, such as the Hospital Facilities Division, and 
the Division of Public Health Methods, which do studies impinging 
on nursing, utilize the Division of Nursing Resources as their con- 
sultant, and if staff is necessary they use the staff of that Division 
to do the work. 

Mr. Bussey. Do you feel that, in your Division, you are competent 
to do all of the necessary work that is required to be done in order to 
bring all of the information together to give the Public Health Service 
and the public at large all of the information that is necessary to get 
the true picture of what the situation is and what is necessary to 
overcome the problem? 

Dr. Hunt. The present staff of the Division, Mr. Chairman, is 
very small. To do everything that your question implies would 
almost certainly involve an increase in the size of that staff. 

The type of competence which we have is, I think, adequate to do the 
job you ask about. 


COST OF STUDIES ON NURSING SHORTAGES 


Mr. Bussey. What has been the cost by fiscal year for the past 
10 years of all studies on nursing shortages made by the Public 
Health Service? 

Dr. Hunt. We do not have that immediately available, Mr. 
Chairman. May we supply it for the record? 

Mr. Bussey. If you will, please. 

(The matter referred to is as follows:) 


Cost by year for past 10 years for all Public Health Service studies in nursing shortage 


Funds er- 
Year pended ! 


1944, 1945, 1946, 1947, = 0 
27, 000 

20, 000 

17, 000 

11, 000 

14, 500 

1 During 1944 and 1945, the Public Health Service was operating the wartime emergency Cadet Nurse 

Cc rogram and assigning public health nurses to critical areas. In 1946, 1947 and 1948 this program was 

ually brought to a close. A continued shortage of nurses after the war had not been anticipated, but 
By 1949 it became apparent there were not enough nurses for the necessary needs, and that the problem of 
adequate nursing resources could not be solved by private and professional organizations without assistance 
from the Public Health Service. A small division was created to deal directly with this problem. The 
amounts shown for fiscal years 1949-54 iy Meg a portion of the total cost of the operations of the Division 
of Nursing Resources. No other Public Health Service funds have been expended in studies of the nursing 
shortage area. 

The Division of Nursing Resources is the only Division of the Public Health 
Service making studies designed to relieve the nursing shortage. The Division 
concentrates on finding ways to solve these problems. Through the State nursing 
surveys specific problems of nurse shortage have been uncovered State by State 
and are now being attacked by nursing and allied health professions and repre- 
sentative citizen committees in State and local communities. 

The Division has collected data and analyzed it to show relationships of nurses 
in various fields of activities to the populations they service in various geographical 
locations. These data gathered from many sources have been published in 
collaboration with the Division of Public Health Methods as the Health Man- 
power Source Book: Section 2, Nursing Personnel. This is one of a series of man- 
power source books being published by the Division of Public Health Methods: 
(In this case as in all others when the Division of Public Health Methods is called 
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upon to supply information on nursing they ask the Division of Nursing Resources 
for the data.) 


RESULTS OF STUDIES 


Mr. Bussey. What has resulted, in the way of a reduction of the 
nursing shortage, from the expenditures for this purpose in the past 
10 years? 

Dr. Hunr. There are, I should say, two principal areas in which 
benefits have accrued to the public. 

First, there is the matter of better training of the professional 
nurses and their subordinates and assistants to do a competent job 
with the patients. 

Mr. Bussey. Now, let us not be so general. Let us be more spe- 
cific. Just what has been done in that f eld? 

Dr. Hunt. There has been a considerable increase of emphasis on 
the training and utilization of head nurses. 

The American Hospital Association and the Public Health Service 
have published manuals which permit hospitals themselves to train 
their head nurses so as better to utilize the skills not only of that 
group, but of the staff nurses and of the assistant practical nurses 
and nurses’ aides. 

The second area in which there has been a great advance in the last 
10 years has been a greater utilization of the suberdinate types of 
personnel who can be provided with less training and less expensive 
training than is required for professional nurses. 

The status of the practical nurse 10 years ago was very indefinite, 
and by and large they were looked down upon as people who had no 

place in a hospital setting. Nowadays, due to various studies, studies 
fn which the Public Health Service has participated to a large extent, 
the position of the practical nurse is well established and hospitals 
can take on a certain number of people with less training than the 
professional nurses possess and do a good job taking care of patients. 


RESULT OF GRADUATE NURSES GOING INTO INDUSTRY 


Mr. Bussey. What has been the result of more graduate nurses 
going into industry in the last few years, compared to the number 
who went into industry, say, 10 years ago, or 15 years ago? 

Dr. Hunt. Well, industry has become extremely health conscious, 
and it is now almost routine for any good sized lant to have a health 
unit. In many cases that is staffed entirely by nurses. In a few 
cases they have a doctor full time, but in most cases they probably 
have a doctor on call, but with the day-by-day work done by nurses. 

That has taken a certain number of nurses into the industrial field. 

Mr. Bussey. Do you have a table showing the number of nurses 
whom, industry has taken year by year during the past 10 calendar 

ears? 
. Dr. Hunt. I think we can supply that, Mr. Chairman. 

Mr. Bussey. I think it would be a very interesting study, because 
from my conversations on the subject I have gained. the impression 
that industry is taking an important percentage of nurses compared 
to the percentage it took some years ago. 

(The matter above referred to is as follows:) 
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Number of industrial nurses in the United States, 1941-52 


Number of in- Number of in- 
dustrial nurses dustrial nurses 


1 This represents 1.9 percent of the total number of active nurses (284,159). (Figures were not available 
for computation of percentages for other years.) 
2 No survey made in these years. 
3 This represents 2.9 percent of the total number of active professional nurses (375,000). 
: U. 8. Department of Health, Education and Welfare, Public Health Service, Division of Occupa- 
tional He Health. Number of Professional Registered Nurses aneeres Full Time in United States Industries 
by State and Territory; Report for Jan. 1, 1952. Washington, D. C., Public Health Service, 1952 


STUDIES MADE BY OTHER ORGANIZATIONS 


Mr. Bussey. What studies have been made by other organizations, 
either Government or private, that you know of? 

Dr. Hunr. Studies of one sort or another are going on almost 
constantly, Mr. Chairman. We would have to do a special compila- 
tion to give you the exact titles of them. 

Mr. Bussey. Are you familiar with the names of the organizations 
that have made them? 

Dr. Hunt. The American Hospital Association has just done the 
study on nurses’ aides that I mentioned a moment ago. 

The nursing organizations have done a variety of studies. I do not 
at the moment happen to think of another one specifically. We can 
supply them for the record, if you wish, Mr. Chairman. 

Mr. Bussey. If you will, please. 

Dr. Hunt. Yes, sir. 

(The matter referred to is as follows:) 


The following organizations have done the studies listed: 
. American Nurses Association: 
1. Inventory of Professional Registered Nurses,! 1949. 
2. Inventory of Professional Registered Nurses, 1951. 
3. Spot Check of Current Hospital Nursing, 1951. 
Studies supported by the American Nurses Association: 
Nursing Practice in California Hospitals, volume I, California State 
Nurses Association. 
. A Study of Nursing Functions in 12 Hospitals in the State of New 
York, New York State Nurses Association. 
. Nursing Activity Study, Charles T. Miller Hospital, St. Paul, Minnesota 
State Nurses Association. 
. A Study of Nursing Functions, Washington State Nurses Association. 
The Functions of the General ‘Duty Nurse in the General Hospital, a 
preliminary report. Arkansas State Nurses Association. 
Activities of Registered Nurses in Small Kansas Hospitals. Kansas 
State Nurses Association. 
. Role Relationships Among Nurses and Between Nurses and Nonnursing 
Personnel in Rosuitaie Alabama State Nurses Association. 
. Nursing Functions Study, Ohio State Nurses Association. 
. Studies conducted at the Boston Psy chopathic Hospital, mimeographed 
reports and reprints, Massachusetts State Nurses Association. 
B. American Medical Association: 
1. Hospital Service in the United States, an annual tabulation of hospital 
data including nurse supply. 


! The division of nursing resources gave consultation on the preparation of the questionnaire and analysis 
of responses. 
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C. Health Resources Advisory Committee made an estimate of supply and need 
of all health personnel including nurses.” 

D. President’s Commission on Health of the Nation. 

1. Building America’s Health, volume 3, a statistical ‘appendix contains 
data on nurse supply.? 

FE. Congresswoman Bolton: 

1. Survey of Health Care Situation in America, a report to Congress based 
on almost 4,000 replies to a questionnaire on nurse shortage, February 
24, 1954. Published subsequently in Hospitals, volume 28, April 
1954, page 83. 

F. United States Department of Labor, Bureau of Labor Statistics: 

The Economic Status of Registered Professional Nurses, 1946-47,3 
Bureau Bulletin No. 931, also House Document No. 480, 80th Cong- 
ress, 24 session, Government Printing Office, 1948. 

G. Universities and advanced students in them have done a few local studies 
on various aspects of nurse supply: 

1. University of Pittsburgh, volumes I-IV. Nursing Service Study, 
1953. 

2. University of California School of Nursing. A Functional Analysis of 
Nursing Service, 1951 

H. — Hospital Association: 
Closed Bed Survey, Hospitals, August 1950. 

2: Job Vacancies in ‘Hospitals, Hospitals, volume 26, June 1952, table F, 
page 25. 

I. Private institutions: 

1. Marion Wright, “The Improvement of Patient Care.” 1954 Harper 
Hospital St udy. 
J. Modern Hospital (magazine) : 
1. Nursing survey of 99 hospitals, September 1951. 

The division of nursing resources is informed of the major studies being con- 
ducted in the nursing field. It has helped to get many of them started and sees 
this as one way to expand the usefulness of its small staff. A problem as complex 
as the present problem of nursing service shortage must be attacked by many 
persons from many points of view. 


PATIENT LOAD OF MARINE HOSPITALS AND REIMBURSEMENTS 


Mr. Bussey. I think at this point we will put into the record the 
tables on pages 4 and 5 of the justifications which show a breakdown 
of the patient load at your hospitals and an analysis of reimburse- 
ments. 

(The matter referred to is as follows: ) 


2 The division of nursing resources ag most of jd data for these estimates. 


3 The American Nurses Association has asked the Bureau of Labor Statistics to repeat this study as 
conditions have changed drastically in the past 5 years, and the Bureau of Labor Statistics is in the best 
position to make this particular type of study. 
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Average daily patient load by beneficiary group 
as Estimate, | Estimate, 
| Actual, 1053 1954 1955 


All beneficiaries 


Nonreimbursable 


Seamen (American and Government) 
Narcotic addicts 
Patients with leprosy 
Coast Guard 

Bureau of Employees’ Compensation 
Other 


Reimbursable 


Veterans 
Immigrants 
Armed Forces 
Foreign seamen 
Dependents. « 
Other 


A comparative statement of reimbursements for 1953, 1954, and 1955 is shown 
below: 


Estimate, Estimate, 
Actual, 1953 1954 1955 


Veterans . = $2, 842, 230 $1, 334, 581 $1, 141, 750 
Foreign seamen ’ 536, 755 559, 910 620, 500 
Armed Forces 505 160, 950 
Immigration ), 436 23, 826 124, 100 
Dependents 760 | 108 | 63, 280 
Other : OH, O89 2, 208 | 108, 375 
Outpatient visits , 590 1,472 | 36, 745 

Total, operation of hospitals ‘ 3, 870, 390 2, 395, 700 | 5, 700 


on 
Total, operation of health units 206, 584 312, 300 | 312, 300 


Total, personnel detailed to other agencies , 124, 935 255, 000 | 1 


Total reimbursements... 5, 201, 900 | 3, 963, 000 | 3, 823, 000 


255, 000 


PATIENT LOAD BY YEARS AND INDIVIDUAL HOSPITALS 


Mr. Bussey. Now, I have a table you prepared for the committee 
showing the patient load, and the outpatient visits for each of the 
Marine hospitals for the fiscal years 1949 through 1953. I wonder if 
you could bring that up to date with the 1954 estimate, and put that 
in the record at this point? You can readily supply estimates for 
the fiscal vear 1954? 

Dr. Hunr. Yes, sir. Do you want to have it hospital by hospital? 

Mr. Bussey. Yes; the same as it is in this table. 

Dr. Hunr. Do you want me to read it or supply it for the record? 

Mr. Bussey. Just supply it for the record, please. 

Dr. Hunv. Yes, sir. 

(The matter referred to is as follows:) 


| 
6,316 5,044 5, S85 
PC a 5, 346 | 5, 262 5, 275 
2, 507 2, 555 | 2, 550 
1. 508 1,440 | 1, 470 
387 293 | 393 
399 290 
308 320 315 
157 164 162 
a 662 375 | 318 
. 22 | 23 | 20 
60 52 
| 108 104 100 
100 102 | 99 
23 | 24 21 
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DECREASE IN OCCUPANCY OF GENERAL HOSPITALS 


Mr. Bussey. Now, I notice that there has been a continuing drop 
in the occupancy of the general hospitals, from about 90 percent in 
1946 to 80 percent in 1953, and that Savannah was operating at less 
than 70 percent of capacity in 1953. 

How low do operations need to go before you consider closing a 
hospital? 

Dr. Hunt. There is no set percentage, Mr. Chairman. 

We would, I think, turn it around and say we would continue the 
operation as long as there was sufficient patient load to justify the 
economical operation of the hospital. 

Now, that could conceivably be a relatively low percentage, as far 
as the hospital as a whole is concerned. 

If we could economically close off parts of the hospital and simply 
maintain them in standby condition, it might be perfectly economical 
to continue operating with a relatively small percentage of the poten- 
tial total. It would depend on each hospital individually. 


NEW AMBULANCES 


Mr. Bussey. I notice that you are asking for authority to buy two 
new ambulances. What happened to the ambulances in the hospitals 
that have been closed? 

Dr. Hunt. In each case but one we have established an outpatient 
clinic in the same city where we closed a hospital. As far as I know, 
the ambulances have either been kept for the use of the clinic, trans- 
ferred to one of the other hospitals, or declared unserviceable. I do 
not have the exact figures. If you would like to have those we can 
get them for you. 

Mr. Bussey. Then you have given full consideration to any possi- 
bility of transferring 2 of these ambulances to where you need the 
2 new ambulances? 

Dr. Hunt. We have utilized all of the equipment of the closed 
hospitals to the greatest possible extent, and, while I do not recall 
specifically what has been done with the ambulances, I know that all 
of the property has been very carefully looked at. 

(The following was subsequently furnished :) 

Six hospitals were closed during fiscal year 1953, at Portland, Maine; Cleveland, 
Ohio; Kirkwood, Mo.; Mobile, Ala.; Fort Stanton, N. Mex.; and San Juan, P. R. 
The hospitals at Cleveland and Kirkwood had 1 ambulance each; the other 
4 hospitals had no ambulances. The ambulance at Cleveland was a 1940 
model which was declared unserviceable and sold for scrap on October 21, 1953. 
The ambulance at Kirkwood was a 1941 model which was transferred to the 


Department of Justice for use at the Medical Center for Federal Prisoners, 
Springfield, Mo., on June 25, 1953. 


Mr. Bussey. Where are these two ambulances proposed to be used? 

Dr. Hunt. One at Carville, La., at the National Leprosarium, and 
the other at the New York Outpatient Clinic, at 67 Hudson Street. 

In both cases we have a rather special problem in transporting 
patients. 

Mr. Bussey. What has happened to all of the ambulances that 
were in the hospitals that were closed by the Army in the last year? 

Dr. Hunt. I do not know, sir. 
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Mr. Bussey. There must have been dozens of good ambulances at 
hospitals closed by the Services, and it does seem to me that before 
you put in a request for two new ambulances you certainly ought to 
explore the possibilities of getting ambulances from such a source. 
I think there has been too much buying of new equipment in all of 
the departments in recent years, 

(The following statement was subsequently submitted by PHS:) 

In the absence of authority in the appropriation language for fiscal vear 1954 
for the Division of Hospitals to replace passenger vehicles, we have not been able 
to obtain by transfer any ambulance from other Federal agencies. This probibi- 
tion is extended to transfers from other agencies by the following language of 
Public Law 600, 79th Congress, chapter 774, 2d session, section 16 (A): 

“Section 5 of the act of July 16, 1914 (5 U. 8. C. 78), is amended to read as 
follows: ‘Sec. 5. (a) Unless specifically authorized by the appropriation con- 
cerned or other law, no appropriation shall be expended to purchase or hire pas- 
senger motor vehicles for any branch of the Government other than those for 
the use of the President of the United States, the secretaries to the President, or 
the heads of the executive departments enumerated in title 5, United States Code, 
section 1 * * *, 

““(e) The acquisition of aircraft or passenger motor vehicle by an ageney by 
transfer from another department of the Government shall be considered as a 
purchase within the meaning hereof.’ ”’ 

If the Congress approves the purchase of two ambulances in fiscal year 1955 
we shall explore the possibility of securing them by transfer before considering 
purchase on the open market. 


LEPROSY PROGRAM IN HAWAII 


Mr. Bussey. Are there any changes with regard to the leprosy 
program in Hawaii? 

Dr. Hunr. No, sir; that is remaining at $1 million. 

Mr. Bussey. Would you submit for the record the amount of 
Territorial funds made available for this activity for each of the last 
10 vears, including 1955, if their legislature has acted on the budget 
for that year? 

Dr. Hunt. Yes, sir. 

(The matter referred to is as follows:) 


Financial requirements for care in the Territory of Hawaii of persons afflicted with 
leprosy, fiscal years 1944 through 1955 ' 


Total Supplied Supplied by Supplied 
by the 


hospitals and by other 


Fiseal year require- 
Territory | medical care Federal 2 


107, 714 
132, 916 


1 Figures furnished by Territory of Hawaii. 
2 ——- and medical-care records indicate that these are probably reimbursements for care of veteran 


1, 109, 742 576, 491 $500, 000 33, 251 
1, 132, 916 1, G88, 000 | 
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FUNDS ALLOCATED TO BUREAU OF MEDICAL SERVICES 


Mr. Bussey. I have been examining a table which was furnished 
to the committee’s task force, which shows the salaries budgeted, the 
gross positions, and annual salaries by organizational locations, and 
source of funds, for the Bureau of Medical Service for the fiscal year 
1955. Would you please furnish a copy of this table for the record at 
this point? 

Dr. Hunt. Yes, sir. 

(The matter referred to is as follows:) 
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Mr. Bussey. Now, this table shows that the hospital and medical 
care appropriation is paying for 6 out of 15 positions in the Office of 
the Bureau Chief, for 61 out of 83 positions in the Division of Admin- 
istrative Management, for all 45 positions in the Division of Hospitals, 
and for all the 19 positions in the Division of Nursing Resources. 

How was the determination made that this appropriation should 
pay for all of these positions? 

r. Hunt. The Division of Hospitals, and the Division of Nursing 
Resources are supported entirely from this appropriation, and the 
headquarters staff of those two divisions is, therefore, entirely charged 
to this appropriation. 

In the case of the Office of the Bureau Chief and the Division of 
Administrative Management, an effort has been made to allocate the 
costs of those activities among the various appropriations of the Bureau 
in an equitable fashion, taking into account the amount of work done 
for the various appropriations. 

That can be done with some accuracy in the case of the Division of 
Administrative Management, since their activities have to do rather 
specifically with certain aspects of the hospital and medical-care 
program, the hospital facilities program, the foreign-quarantine pro- 
gram, and so forth. 

In the case of the Office of the Bureau Chief the division is based 
upon the estimate of the relative need by each appropriation for the 
attention given to it by that Office. 

Mr. Bussey. Who makes that determination? 

Dr. Hunt. Essentially the Chief of the Bureau in conjunction with 
the Division of Finance of the Service. I suppose you might say 
that the Surgeon General indirectly participates. It is an agreement 
of all of the interested groups. 


FREE MEDICAL CARE FOR MERCHANT SEAMEN 


Mr. Bussey. In previous testimony before this committee, we were 
advised that a study was being made of the question of whether the 
Federal Government should be financing free medical care for mer- 
chant seamen, but that the study had not been completed. Have 
there been any further developments with regard to this study? 

Dr. Hunr. It is still under consideration. 

The Secretary has a committee with Dr. Keefer, her special assistant 
for medical affairs, as chairman, and with representatives on it of the 
Department of Commerce and the Department of Labor. 

o the best of my knowledge the committee has not yet reached 
any decision, and as far as we know the position of the executive 
branch, therefore, remains as the Secretary expressed it last September. 
As long as the law is on the books we will continue to follow it out. 


REIMBURSEMENTS 


Mr. Bussey. I have been advised that you estimate the average 
daily reimbursable patient load would total 610 patients. 
our justifications on 9—-1—A show that the anticipated reimburse- 
ments for the operation of hospitals is épaniocimately $2,255,700 for 
the fiscal year 1955. 
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It seems that if we calculated the anticipated reimbursements at 
the rate of $17 per day for an average daily load of 610 reimbursable 
patients, the annual reimbursement should be approximatel 
$3,785,050, or about $1,500,000 more than you show in your justi- 
fications. 

Will you please tell the committee how you calculated your reim- 
bursement figures? 

Dr. Hunr. Yes, sir. 

We have an anticipated total average daily patient load of 290 in 
the hospitals other than the neuropsychiatric hospitals. That will 
include 50 veterans, 10 from the Armed Forces, 20 immigration 
patients, 100 foreign seamen, and 15 others. Those 195 patients 
are patients for whom we are reimbursed at the rate of $17 a day. 
There are 95 dependents at $1.75 a day. 

There are also expected to be in those general hospitals outpatients 
visits for which we will be reimbursed in the amount of $36,745. 

This gives us, for this group of hospitals, a total of $1,307,400. 

In addition to that we have in the neuropsychiatric hospitals and 
anticipated average daily patient load of 320. 

There will be an average daily patient load of 268 veterans at Fort 
Worth for whom we are reimbursed at the rate of $8.50 a day. There 
will be an average of 15 Army patients at Fort Worth, for whom we 
are reimbursed at $6.45 a day, and an average of 1 voluntary addict, 
full-pay patient, at Fort Worth at $7 a day, and an average of 4 
dependents at $1.75 a day. 

In Lexington, we anticipate 27 members of the Armed Forces on 
the average at a rate of $6.45 a day, 5 voluntary pay patients at a 
rate of $7 a day. This makes a total of $871,900 at Fort Worth, and 
$76,400 at Lexington, and a total for the 2 neuropsychiatric hospitals 
of $948,300, which, added to our general hospital total of $1,307,400, 
gives us the total estimate of $2,255,700. The principal point is, of 
course, that half of our patients—— 

Mr. Bussey. Are not on the $17 a day rate? 

Dr. Hunr. Yes; they are at a rate much below the $17 rate. 


SERVICES FOR COAST GUARD 


Mr. Bussey. Have you ever considered requesting legislation re- 
quiring the Coast Guard to reimburse you for services performed for 
them, as is now required of the Veterans’ Administration and the 
Armed Forces, for example? 

Dr. Hunr. That was considered some 3 or 4 years ago. It was 
decided at that time that nothing would be gained and that confusion 
would be added by requiring the Coast Guard to go in for an appro- 
priation and then reimburse us. That, of course, is a policy matter 
that could be reevaluated at any time. It has been considered and 
decided against. 


POSSIBLE DUPLICATION OF ACTIVITIES WITHIN PHS 


Mr. Bussey. In the Washington office is there not considerable 
duplication of functions between the Bureau of Medical Services and 
the Office of the Surgeon General? For instance, you have a Construc- 
tion and Maintenance Branch and a Financial Management Branch 
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while the Office of the Surgeon General has a Division of General 
Services and a Division of Finance to cover these areas. What is the 
situation with regard to that? 

Dr. Hunr. The divisions in the Office of the Surgeon General are 
primarily staff or advisory divisions. They have a certain amount, 
of course, to do with operations, particularly in the field of budget and 
finance, but even in that field they are not staffed to get into the 
details of operations. 

Our Construction and Maintenance Branch in the Bureau of 
Medical Services is in close contact with all the hospitals, the out- 
patient clinics, and the quarantine stations, and is doing the day-by- 
day work of keeping up these stations so that they will not deteriorate. 
I am sure that function could be carried out at another level but [ am 
also sure additional people would have to be put on, because here, 
again, the Construction and Maintenance Branch does not duplicate 
what is done in the Office of the Surgeon General. They work 
together but I do not think they could be consolidated with an 
appreciable saving of personnel. 

Mtr. Bussey. To your knowledge, has any study been made in an 
effort to consolidate these functions? 

Dr. Hunr. We are in a sense studying all the time, Mr. Chairman. 

Mr. Bussey. | mean specifically on this one problem. 

Dr. Hunr. I do not know that there has been any specific study of 
this problem. 

Mr. Bussey. Dr. Dearing, do you know of any thought that has 
been given to this question specifically? 

Dr. Dearina. Five years ago, approximately, we established a 
Committee on Organization in the Surgeon General’s Office, of which 
Dr. Scheele appointed me Chairman, and we had top-level people 
from each of the bureaus and we spent over a year in reviewing the 
organizational structure of the Public Health Service in relation to 
operations, and we did go into this type of problem as well as many 
others, and we studied and undertook, in the first place, to make some 
better definition of the responsibilities and to assure ourselves that the 
functions were properly divided and understood and were not dupli- 
cated, 

It was our conclusion that the staff work of these divisions of the 
Surgeon General’s Office was necessary and was not duplicated in the 
Bureau; and we established at that point a principle which has been 
guiding us ever since, and that is that the service functions of mainte- 
nance and the fiscal operations and such like should be carried on as 
close to the program’s operation as possible rather than to have them 
centralized in the Surgeon General’s Office. 

The things that are done operationalwise in our own office are those 
which by that criterion still seem to be done better centrally than by 
the Program Divisions. We do audits, for example, from Mr. 
Harlow’s office, and there are certain of the fiscal operations, ledger 
accounts, I believe, which are done centrally. On the other hand, in 
the Division of Hospitals, some of the hospitals are doing accounting 
for the entire Service. It is not something that just grew up; it is 
something that has been rather carefully worked out and planned and 
put into operation. 

Mr. Bussey. I am sure you gentlemen who are in charge of those 
operations are in a better position to make these determinations than 
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any chairman of this committee would be, but I like to explore these 
possibilities so that they might at least be given thought from year 
to year. 

r. Dearina. We consider and accept it as your job to do so, and 
we try to do the same. It helps to keep reminding ourselves of this 
kind of problem because things do grow up if they are not watched. 


PHARMACEUTICAL BRANCH 


Mr. Bussey. I notice in your Pharmaceutical Branch you have 
only two positions. What is done in this Branch that cannot be done 
in the Division of General Services in the Surgeon General’s Office? 

Dr. Hunt. This Branch has been developing a professional phar- 
macy program for and in our hospitals. The field of drug therapy 
is extremely complex and getting more so every year. If we are going 
to have an efficient, economical operation, we must have trained 
pharmacists in the pharmacies of our various hospitals and coordina- 
tion among the hospitals. 

One of the activities of this branch has been the development of 
pharmacy committees in each of our hospitals, made up of the prin- 
cipal chiefs of services, the doctors, plus the pharmacists, to pass 
upon any pharmaceutical activities of the hospital. They determine, 
for example, what drugs should be stocked in the hospital pharmacy. 
Obviously if we are going to have an economical operation we must 
have a certain amount of control. As an example of what I mean, you 
read 2 years ago the publicity which attended the discovery of the 
use of nicotinic acid derivatives now known as isoniazid. There are 
10 drugs which have been marketed, all of them isoniazid chemically 
but with different brand names. It is obvious if we permit ‘one 
physician to come along and have the ean, stock one brand and 
another physician another brand, and so on, we are unnecessarily 
stocking that drug. We do not feel we can dictate from here what 
drugs the hospital should stock. We do feel that a pharmacy com- 
mittee of this sort is a proper mechanism by which each hospital 
determines what shall go in its pharmacy. 

I can well remember in one of our hospitals several years ago 
going down to the cellar stockroom and seeing hundreds of dollars’ 
mee, of drugs that were just in storage because the current staff 
at that hospital did not use those particular drugs. The previous 
staff had used them. The new staff came along and put them in the 
basement. This is the sort of thing we are trying to avoid. I think 
it is not stretching it to say that the cost of this branch has probably 
been almost, if not completely, paid for in dollar savings on drug 
supplies, but the important thing is that it has developed a first-rate 
pharmacy program in our hospitals. 

Mr. Bussry. In your Division of Hospitals a number of the 
branches have only 1 or 2 employees. It seems to me it would be 
rather difficult to justify this organizational setup, particularly when 
similar personnel are in the ce of the Surgeon General. Would 
you comment on that situation, Doctor? 

Dr. Hunt. I am trying to think where we have a duplication in the 
Office of the Surgeon General. Do you mean in nursing? 

Mr. Bussey. Our task force that we had studying these operations, 
said in their report to the committee: 
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In the Division of Hospitals, a number of branches have only 1 or 2 employees, 
with the largest being the Office of the Assistant Chief, with 8 employees. It 
seems difficult to justify a branch designation for only a chief and a clerical assist- 
ant, particularly when it a that the function is another layer of responsibility 
between the Office of the Surgeon General and the field installations. ¥ 


Dr. Hunt. Possibly, Mr. Chairman, I can clarify that by describ- 

ing what our branches are supposed to do in the headquarters office. 

(r. Bussey. I might say the next paragraph of the report goes 
into it a little further by stating: 

As stated in the 1954 task force report, there appears to be a duplication of 
function between the Division of Nursing Resources, Division of Dental Re- 
sources, and the Division of Public Health Methods, Office of the Surgeon Gen- 
eral. It is the opinion of this task foree that consideration should be given to 
transferring the Division of Nursing Resources and the Division of Dental Re- 
sources to the Division of Public Health Methods in order to assure economical 
operations and prevent duplication of analyses and investigative studies. 

Dr. Hunt. On that score I think Dr. Dearing would be more 
qualified than I to comment. 

Mr. Bussey. Dr. Dearing. 

Dr. Deartna. Well, as I believe Dr. Scheele said in his testimony 
before the committee when he opened these hearings, these three 
units which you mentioned are, to be sure, working in the same types 
of problems, but I can assure you, even as with the management 
services which we were discussing a moment ago, they do work 
together and collaborate and do not duplicate each other. Both the 
Division of Nursing Resources and the Division of Dental Resources 
use the Surgeon General’s Division of Public Health Methods. By 
the same token, the Division of Public Health Methods is available 
and needed for the Surgeon General directly to advise him on other 
things than these matters of the overall statistical investigations of 
the Public Health Service, as an example. These two Divisions in the 
Bureau of Medical Services are working on nursing and dental prob- 
lems in the part of the Service where the operations of nursing services 
and dental care go on, and we feel that it works better this way than 
it would be to pull them into the Office of the Surgeon General, build 
up our overhead, give us more of a job of direct supervision of these 
activities, and still have them to go over and to work but not be a 
part of the organizational structure of the Bureau where the large part 
of the work is done. 

Mr. Hartow. Might I add to Dr. Dearing’s remarks that we had 
the Division of Nursing Resources in the Surgeon General’s Office, and 
the Senate committee, in reporting on the 1953 bill, made this state- 
ment in respect to it: 

The next activity, ““Development and coordination of nursing resources,’ 
although very small and believed by the committee to be of major importance 
because of the current shortage of nurse power, might well be undertaken in the 
Hospital Division in coordination with the assistance-to-States program. The 
problem is investigated, too, in connection with the hospital construction program. 

It was after that comment by the Senate committee that the situa- 
tion was looked into again and this transfer of function made together 
with transfer of money in the 1954 budget which was presented to this 
committee. So your task force is recommending something, ap- 
parently, that is directly contrary 

Mr. Rosier: The task force is not recommending it. The task 


force does not recommend anything. They bring things to the atten- 
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tion of the committee. It is the committee which does the rec- 
ommending. 
Mr. Hartow. I beg your pardon for the inept remark that I made. 


EFFECT OF BUREAU OF THE BUDGET ACTION 


Mr. Fogarty. Did I understand you to say the Bureau of the 
Budget cut you over $800,000. 

Dr. Hunv. In direct appropriation, yes. 

Mr. Fogarty. How did that affect your program? 

Dr. Hunt. There is a net, difference of $646,000 between what we 
submitted to the Bureau of the Budget and what is presented to you 
today because they did increase our reimbursements by $234,000. 

A cut of over $600,000 in our program for the next fiscal year will 
involve additional economies beyond what we have already had to 
make. We hope we will not have to take such drastic action as to 
close additional hospitels but we will have no cushion. 

Mr. Fogarty. If you get any further cuts does that mean addi- 
tional hospitals will have to be closed? 

Dr. Hunt. If we have a further cut we will have to reduce services 
in some way Other than cutting our existing hospital staffs. We have 
cut our existing hospital staffs just as far as we feel it is safe to do 
and any additional cut would mean either closing additional hospitals 
or reducing services given to seamen outside of our own facilities or 
in outside contract hospitals. 


PROGRAM CHARGE RE WORK FOR COAST GUARD 


Mr. Fogarty. On page 8 of the justifications you say a decrease in 
requirements of 6 positions would result from the removal of Coast 
Guard vessels from the North Atlantic Weather Patrol. I was of the 
opinion that some of that service had been restored. 

Dr. Hunr. Yes, sir. After this budget was prepared the deter- 
mination was made that the Coast Guard would continue to staff 
4% weather stations in the North Atlantic and those ships will require 
doctors. 

Mr. Focartry. How much will that increase your budget? 

Dr. Hunr. We estimate it will require four physicians at a cost 
of $29,000. 

Mr. Focarry. So because of a change through no fault of yours, 
but some change dictated by a higher echelon in the Government, 
it means you will man those 4% weather stations at a cost of $29,000? 

Dr. Hunr. That is correct. 

ens Fogarty. Do you have to supply anything else in addition to 
that? 

Dr. Hunt. Not for that function, no sir. 


CALCULATION OF REIMBURSEMENTS 


Mr. Fogarry. In this task force report, on page 1, there is what 
seems to me a pretty serious charge against you people when they say: 


There is an inconsistency between the average daily patient load of 610 extended 
at the reimbursement rate of $17 per day which totals $3,785,050 and the amount 
of reimbursements, $2,255,700, which the Service expects to receive according to 
budget justifications. This difference is approximately $1,500,000. 
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What do you have to say to that? This task force is accusing you 
of manipulating these funds to the extent of $1,500,000. I 

Dr. Hunt. About half the hospital days are reimbursed at less 
than $17. 

Mr. Focarty. How do they get that information that all these 
were to be reimbursed at $17 a day? 

Dr. Hunt. I do not know. We did not give any such information 
to the task force. 

Mr. Focarry. I wonder where they could have gotten that? 

Dr. Hunt. The basic interdepartmental rate is, of course, $17 and 
I would assume somebody else assumed that the rate was uniform. As 
a matter of fact, all the Lexington and Fort Worth patients are reim- 
bursed at a lower rate. 


RESULT IF ALL MARINE HOSPITALS CLOSED 


Mr. Focarry. If they assumed that in this instance, they might 
have assumed a lot of other things in this report. 

What would happen if you closed all these hospitals? What would 
we do with the patients? 

Dr. Hun. That poses a very difficult problem. 

Mr. Fogarty. Could they all be transferred to Veterans’ Adminis- 
tration hospitals? 

Dr. Hunv. I think that would be a very difficult thing to do, 
Mr. Fogarty. In the first place, the Veterans’ Administration hospi- 
tals in several of the cities where we have hospitals are sufficiently over- 
taxed that they have small bed allocations in our hospitals right now, 
not very large, to be sure, but it suggests that the Veterans’ Adminis- 
tration hospitals would have a difficult time absorbing large numbers of 
our patients. In addition, Veterans’ Administration hospitals have 
small or no outpatient services. As you know, veterans with non- 
service-connected disabilities may be treated only in the hospitals, 
with the result that the Veterans’ Administration has not developed 
extensive outpatient services in connection with their hospitals. A 
large part of our work is outpatient work. 

Furthermore, even if beds were available, I assume that they would 
not be available in any single hospital. It would mean splitting up 
our patients among several hospitals, and that, I think, would be an 
extremely difficult administrative job both for them and for us, with 
the patients getting much the worst of it. 

Dr. Deartnea. It seems to me the big thing is that by and large 
it costs the Veterans’ Administration hospitals more to operate than 
the Public Health hospitals. 

Mr. Focarry. That was my understanding, that if you transferred 
them to Veterans’ Administration hospitals it would cost the Federal 
Government more. 

Dr. Hunt. That is a valid assumption. 

Mr. Fogarry. I think there was a table put in the record a few 
years ago indicating that the Veterans’ Administration costs were at 
the top and the voluntary hospitals second and Public Health hospital 
costs were lower. 

Dr. Hunr. Ours are the lowest. 

Mr. Fogarty. The cost in the end would be more if the patients 
were transferred to Veterans’ Administration hospitals? 

45836—54—pt. 2——37 
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Dr. Hunt. The cost there would be very much more. 

Mr. Focarry. It would be very much more. What about any 
Federal prisoners that you might have in these hospitals? 

Dr. Hunt. The only prisoners that we have, Mr. Fogarty, are at 
Lexington and Fort Worth, where Federal prisoners who are drug 
addicts may be committed by the sentencing judge for treatment. 
We do have several hundred in those two institutions. 

I would have two comments on that possibility. In the first place, 
the Bureau of Prisons is already overcrowded in its own institutions 
with prisoners whom they take care of themselves. In the second 
place, they do not have any of the specialized facilities for takin 
Pad of patients with drug addiction that Lexington and Fort Worth 

o have. 

On the basis of the work at Leavenworth, more than 20 years ago, 
the decision was made to establish the hospitals at Lexington and 
Fort Worth for the treatment of prisoner patients, as well as other 
types of drug addicts. 

r. Fogarty. I think that is all, Mr. Chairman. 

Mr. Bussey. Thank you very much, Doctor. 

Dr. Hunr. Thank you, sir. 


Turspay, May 11, 1954. 


HOSPITAL CONSTRUCTION 


WITNESSES 


DR. JOHN W. CRONIN, CHIEF, DIVISION OF HOSPITAL FACILITIES 

CHARLES HILSENROTH, EXECUTIVE ASSISTANT, DIVISION OF 
HOSPITAL FACILITIES 

GEORGE WILSON, BUREAU OF MEDICAL SERVICES 

DR. JACK MASUR, CHIEF, BUREAU OF MEDICAL SERVICES 

DR. W. PALMER DEARING, ACTING SURGEON GENERAL 

ROY L. HARLOW, CHIEF FINANCE OFFICER 

RUSSELL R. LARMON, ASSISTANT SECRETARY, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 

JAMES F. KELLY, BUDGET OFFICER, DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


GRANTs FoR HospitaL ConsTRUCTION 


Amounts available for obligation 


1953 actual | 1954 estimate 


Appropriation or estimate $75,000,000 | $65,000,000 
Prior year balance available 27, 597, 286 34, 370, 417 


Total available for obligation 102, 597, 286 99, 370, 417 
Balance available in subsequent year —34, 370, 417 
Unobligated balance, estimated savings. —146, 492 


Obligations incurred 68, 080, 377 


1955 estimate 

$50, 000, 000 

15, 000, 000 

65, 000, 000 

$4,158, 201 | 55, 000, 000 
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OBLIGATIONS BY ACTIVITIES 


Grants for hospital construction: 
1953 


$68, 080, 377 
84, 158, 261 
55 000 


Analysis of expenditures 


1954 estimate | 1955 estimate 


Unliquidated obligations, start of year: 
Appropriation . $81, 782,137 | $103, 228, 573 
Contract authorization 
bligations incurred 55, 000, 000 


194, 165, 642 158, 228, 573 


uct: 
Adjustment in obligations of prior years (contract author- 
Obligations transferred to “‘Grants for hospital construc- 
tion (liquidation of contract authorization), Public 
Health Service” 59, 700, 000 
Unliquidated obligations, end of year: 
Appropriation 81, 782, 137 
Contract authorization 19, 700, 000 


Total expenditures 32, 879, 505 
Expenditures are distributed as follows: 


Out of current authorizations. _._ 
Out of prior authorizations } 32, 879, 505 


Mr. Bussey. The committee will come to order. 

We have for consideration this morning the appropriation for grants 
for hospital construction, Public Health Service. 

Dr. John W. Cronin, Chief of the Division of Hospital Facilities, is 
with us. We will be very pleased to hear from you at this time, Dr. 
Cronin. 

GENERAL STATEMENT 


Dr. Cronin. Mr. Chairman and members of the committee, 
Federal payments for hospital survey and construction purposes were 
first authorized by the Hospital nti 4 and Construction Act approved 
August 13, 1946 (Public Law 725, 79th Cong.). This act was amended 
on October 25, 1949 (Public Law 380, 81st Cong.) and the term of the 
program was extended through fiscal year 1957 by amendment ap- 
proved July 27, 1953 (Public Law 151, 83d Cong.). 

The purpose of the Hospital Survey and Construction Act, as 
amended, is to assist the States to provide adequate hospital, clinic, 
and similar services to all their people. This is accomplished in two 
successive steps, namely, the survey and planning phase, which is a 
continuing program activity; and, financial assistance with Federal 
funds on a matching basis for the construction of hospitais, public- 
health centers, and related facilities. 

Federal funds which are appropriated are allocated to the States on 
the basis of a statutory mathematical formula, the controiling factors 
of which are population and per capita income. The amount author- 


|| 
| Obligations by objects 
11 Grants, subsidies, and contributions: 
: | 1953 actual — 
| 19, 700,000 
| 103, 228,573 | 75, 528, 573 
|| 62,711,825 | 82, 700, 000 
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ized in the basic law for appropriation annually is $150 million. The 
amount appropriated each year by the Congress determines the scope 
of the program. Although the annual allocation to each State results 
from the application of the statutory formula to the funds appropriated, 
the States individually determine the amount of Federal funds to be 
made available to the project sponsor. This amount varies from 
State to State and from a minimum of one-third to a maximum of 
two-thirds of the cost of the project. The balance of construction 
money for the project represents the State and local funds utilized 
in the matching arrangement. Actual Federal payments for con- 
struction are made by installments as construction of the project 
reaches various stages. The first installment is usually made after 
25 percent of the project has been completed. Additional installments 
are made upon request and certification by the State that the project 
construction is in accordance with the basic contract documents 
signed by the sponsor and representatives of the State and Federal 
Government. 

Since the program has been in operation the Congress has author- 
ized a total of $607% million for the construction phase of the program. 
All of these funds have been allotted to the States. As of January 1, 
1954, over $600 million in Federal funds have been allocated to almost 
2,200 projects in 53 States and Territories. This, in turn, has been 
matched by nearly $1 billion so that the program is adding 105,000 
hospital beds, and nearly 450 public-health centers to our national 
resources. More than 1,300 of these projects are now open and in 
operation; 660 are under construction and the remaining projects are 
in the preconstruction stages. In addition, a small number of State 
laboratories as well as adjunct and miscellaneous essential hospital 
facilities, such as equipment, powerplants, nurses’ homes, and related 
projects, have been approved. 

I wish it were possible to reflect the achievements of the program 
in a manner other than referring to the number of projects or number 
of beds built. Hospital beds are but symbols of hospital services and 
are not an end in themselves. It would be more satisfactory if I 
could express accomplishments in terms of furnishing adequate 
hospital care to many millions of people, particularly those in pre- 
dominantly rural or isolated communities, and the improved distri- 
bution of doctors and nurses in rural areas. 

The necessary physical facilities for hospitals, clinics, and local 
health departments constitute a complicated network. They range 
from the small rural hospital with limited facilities and doctors’ 
offices attached to great medical centers equipped and staffed to 
deal with every type of medical need. They include research and 
teaching hospitals affiliated with universities and medical schools. 
Apart from normal peacetime needs hospitals, in today’s era of 
defense mobilization, must maintain standby readiness for disaster 
demands. 

There is no single measure for the physical fecilitics which this 
hospital network requires. Need in this sense is a medical concept, 
based on changing standards of modern medical practice. It is that 
level of service required for the most effective diagnosis and treat- 
ment, within scientific knowledge, to restore or preserve good health. 
It varies from place to place and from year to year, being influenced by 
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climatic conditions, the age distribution of the population, industrial 
hazards, and the prevalence and incidence of diseases, 

Need for hospital services can be broken down into several primary 
types of specialized care. For the last quarter century the American 
Hospital Association and individual experts in planning medical care 
have regarded ratios between population and the number of hospital 
beds needed as the principal measure of requirements for hospital 
service. The Hospital Survey and Construction Act included such 
ratios as working limits for Federal assistance in providing adequate 
facilities. 

State surveys conducted under this act, as currently reported to the 
Public Health Service, establish a picture of existing beds and addi- 
tional requirements, according to these ratios. The total number of 
acceptable beds in this Nation in all categories of hospital service is 
now about 1,083,000. As President Eisenhower pointed out in his 
health message of a few weeks ago, there remains a need for a minimum 
of 500,000 additional hospital beds throughout the country. 

The hospital-construction program has assisted the States and 
communities to achieve remarkable reductions in hospital bed short- 
ages. This success is notably reflected in the numbers of general and 
tuberculosis hospital beds which have been added to the Nation’s 
total. 

On the other hand, as a result of increasing need, we can report 
little net gain, percentagewise, in hospitals for mental and chronic 
illness. Additional factors that also must be considered in estimat- 
ing hospital bed needs are: (1) The rapid growth of the population, 
which is now exceeding 2.5 million people annually; and (2) the 
constant attrition by obsolescence of hospital plans. 

It should be stressed, moreover, that national trends and national 
totals do not reflect the complete picture. Wide differences exist 
among States and among the major socio-economic regions of the 
country. Generally speaking, the States with large means have the 
least unmet need, while the least wealthy States have the greatest 
need. In New York and Connecticut, for example, only about 3 
additional beds per 1,000 population are now needed for all purposes. 
In Mississippi and Alabama, about 8 additional beds per 1,000 popu- 
lation are needed. Regionally, the greatest unmet need is in the 
Southern States, although substantial progress has been made there 
in recent years. 

This is a summary of the need for additional hospital beds and of 
the problems of keeping abreast with population increases and obso- 
lescence of facilities. 

Responsibility for meeting shortages in hospital construction needs 
is, as has always been recognized, the responsibility of the States and 
communities. The function of the Federal Government is to assist 
and stimulate State action, within the limits of the Federal budget. 
The amount of Federal funds necessary during the 1955 fiscal year to 
provide that assistance and stimulation is estimated at $50 million. 


BUDGET REQUEST 


Mr. Bussey. While the budget request, Dr. Cronin, is for $50 
million, which is $15 million less than what was appropriated in 1954, 
I have been informed that a supplemental request will probably reach 
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our committee todeg before we conclude our hearings for an addi- 
tional $25 million. Is that your understanding? 

Dr. Cronin. That is my understanding. 

Mr. Bussey. Which makes a total budget request of $75 million 
for hospital construction under the Hill-Burton law? 

Dr. Cronin. That is correct, sir. 


REASON FOR REQUESTING INCREASED AUTHORIZATION IN ACT 


Mr. Bussey. On page 1 of your statement you state: 


Pe amount authorized in the basic law for appropriation annually is $150 
muuon, 
I made mention of that fact on the floor when I opposed the authoriz- 
ation for an additional $60 million for categorical pom, rather than 
coming in with a proposal to amend the present law, as long as we 
had an authorization of $150 million. ere you consulted on that 
legislation, Dr. Cronin? 

r. Cronin. As a member of the Public Health Service I was con- 
sulted on the technical aspects of the program. 

Mr. Bussey. Of course I aueaiaed it was departmental action and 
many people probably sat in on the various conferences regarding it. 
I have been trying to ascertain from someone why the department 
recommended that addition rather than an amendment to the law, 
and the reason I bring it up now, is that it has to do with new construc- 
tion. If Mr. Larmon or Dr. Dearing or anybody else wants to talk 
on it, it is all right with me. I do not care who answers the questions. 

Mr. Larmon. I think you raised the question as to why amendments 
were essential and why the services could not be provided for under 
the original act? 

Mr. Bussey. I understand why they cannot be provided for under 
the original act. My question was: y were not certain amend- 
ments asked for under the original act rather than new legislation? 

Mr. Larmon. My understanding was that the amendments were 
required because the original law could not be interpreted to provide 
that some of these facilities could be separate. 

Mr. Bussey. I have granted that. 

Dr. Dearne. This new legislation was proposed as an amendment 
to the act. It does amend the act. I do not believe I quite under- 
stand your question, sir. 

Mr. Bussey. I took it as new legislation in a new field rather than 
as an amendment to the Hill-Burton law. 

Mr. Larmon. It is an amendment. 

Mr. Bussey. The real crux of the thing, as far as I am concerned, 
is why ask for an additional $60 million when you have at least $75 
million of authorization under the original law that you are not even 
asking to be appropriated. 

Mr. Larmon. I can submit an answer to that question for the 
record, Mr. Chairman. 

Mr. Bussey. I am not at variance with the idea of the program, 
but I am with the idea of coming in for an additional authorization 
of $60 million when you already have an authorization of $150 million. 

Mr. Larmon. That is in regard to the increasing of the authoriza- 
tion? 

Mr. Bussey. Yes. 
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Mr. Larmon. But not in — to the substance proposed? 

Mr. Bussey. Not at all. seems to me it is not reasonable to 
ask for additional authorization when you do not intend to use 
$75 million of the authorization that is already provided under the law. 

Mr. Larmon. I will be glad to submit an answer for the record, Mr. 
Chairman. 

Mr. Bussey. I am one of these individuals who does not talk in 
riddles, and the reason I am so open and frank about these things, I 
want everybody to know my thinking so that if it is wrong it will 
give them every ——s to change my thinking. I do not take 
an obstinate nor arbitrary position on this at all, but I would like to 
be enlightened. 

Mr. Larmon. We will submlt an answer for the record. 

(The following information was supplied :) 


RELATIONSHIP OF ProposED HospitaL SuRVEY AND CoNsTRUCTION AcT AMEND- 
MENTS TO THE EXISTING PROGRAM 


In his special health message to the Congress on January 18, 1954, the President 
included the following proposed amendments to the Hospital Survey and Con- 
struction Act: 

“ ae four proposals to expand or extend the present program 

““(1) Added assistance in the construction of nonprofit enpitede for the 
care of the chronically ill. These would be of a type more economical to 
build and operate than general hospitals. 

“(2) Assistance in the construction of nonprofit medically supervised 
nursing and convalescent homes. 

(3) Assistance in the construction of nonprofit rehabilitation facilities 
for the disabled. 

“(4) Assistance in the construction of nonprofit diagnostic or treatment 
centers for ambulatory patients. 

“Finally, I recommend that, in order to provide a sound basis for Federal 
assistance in such an expanded’ program, special funds be made available to the 
States to help pay for surveys of their needs * * *.’ 

These amendments were originally introduced in the House in H. R. 7341. 
Subsequently, a clean bill (H. R. 8149) incorporating certain modification was 
reported from the Committee on Interstate and Foreign Commerce and passed 
the House on March 9, 1954. 

As indicated in the President’s message, the purpose of these amendments 
was not to revise or replace the present program, but rather to broaden and 
expand the existing program to include certain classes of facilities not currently 
eligible for assistance and to provide, through the device of earmarked categorical 
appropriations, additional emphasis and stimulation for classes of facilities which 
have not received sufficient attention under the program to date. 

In view of the nature and objectives of these amendments, the new categorical 
appropriations authorizations would supplement, rather than supplant, the $150 
million authorization in the present act. The amount to be appropriated for any 
fiscal year, either under the existing general authorization or under the new 
categorical authorizations, will depend, therefore, not only on total program needs 
but also upon a determination of the most appropriate balance between the 
general and the categorical needs. 


FUND ALLOCATIONS BY PRIORITY AREA 


Mr. Bussey. Doctor, at the bottom of page 1 and = of page 2 of 


your statement you mention that the amount of Federal funds 
available to sponsors is determined by the State agencies. Would 
you please furnish the committee with an analysis showing expendi- 
tures of Federal and matching funds to date by fiscal year and by 
priority area based on the percentage of need already met? 
r. Cronin. We will be glad to do that, Mr. Chairman. 
(The requested information follows:) 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as alii Dec. 31, 1953 


Number of projects approved, by area Federal funds allotted (honennd>), by 
of need met area percent of need met 


Fiscal year 


1 to 25 | 25 to 50 | Over 50 1 to 25 25 to 50 | Over 50 


| 
UNITED STATES AND | 
TERRITORIES | | 


& 


1 1. 
47, 597 
113, 831 
31, 635 
110, 469 
20, 357 


1949... 


23, 237 | 


Rex 


34, 931 


18, 6 | 


ce 


Total........- 1 34, 865 


Grand total_. 634 
Status of area need: 
1948 152 516 
69 


| eo 163, 049 
= 


Current - 


ALABAMA 


Grand total 
Status of area need: 
1948 


Grand total. _- 
Status of area need: 
1948 


Current 


ARKANSAS 


Grand total. 
7 of area need: 


1 Special projects: University teaching centers, other training facilities, clinics, research, 


0 
| | 
26 | 90 | 7,791 83,570 { 
| | | | 
1950... 77 | a, | 8,607 | 87,828 
| | | 
1951... | 37 | 17 | 56 |} 14, 588 | 6, 705 | | 
| 
19 | 5 | |} 6,281 | 2) 
3,77 
6 | 7 1,507 | 3,806 | 2, 555 { 
1,739 
4 1,388 
1948. 3 12 1, 353 | ---- 1751 
3 
i i Pape? 253 376 247 
2 1 700 350 | 1,000 ; 
9 2, 897 
Total.........- 17 6 | } 7,004 2,306 | 6, 502 { 
1| 2 100 | 310 2, 460 
12 2, 870 
1919... 2 5 509 | 2, 069 74 
Total ti 12 3 | 12 | 1| 4,824 659 | 10,490 74 
Current_. 6 | 2 15 16 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dee. 31, 1953—Continued 


Number of projects approved, by ares. 


Federal funds allotted (thorsands), by 
Percent of need met 


area percent of need met 


Fiscal year 


| | | | 
0 | 1to25 | 25 to 50 | Over 50 | 0 | 1to25 | 25to 50 Over 50 
CALIFORNIA | | | | 
1 5 | 2 | 3 $492 | $1, 054 | $234 | $346 
5 2 1, 005 414 | 
1950__- 3 5 5 418 | 2.840} 
1951 _. i 3 913} 1,637 90 
1952_- 4 | | 987 554 
1953... 1 3 | ‘ | 119 | 2, 076 | ; 
2 | | 1 | 803 | 186 
10 | 13 | 16 | 11} 2,033} 5,704! 6,065] 2429 
Grand total. 50 } | 16, 321 | 
Status of area need: | | | | 
ee 15 | 15 37 
| | 6 13 | 90 
217 | = 
435 | 1,179 
510 
352 
222 | 


ae 1 4 5 | 5 


Total_. 


Grand total 
Status of area need: 
1948 


| 


| 

15 4,177 
Status of area need: 

1 1 | | 300 35 

38 
Grand total__ 20 | 3,727 
Status of area need: | | 
| | | 
BIA | 
= 4 1, 364 
Status of area need: ; 
* Special projects : University teaching centers, other training facilities, clinics, research. 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued 


Fiscal year 


Number of projects approved, by area 
percent of need met 


Federal funds allotted (thousands), by 
area percent of need met 


1 to 25 


Grand total___. 
Status of area need: 


Grand total___. 
Status of area need: 


1 Special projects : University teaching centers, other training facilities, clinics, research. 


0 1 to 25 | 25to 50 | Over 50 0 | 25 to 50 | Over 50 
FLORIDA 
2 s{ 1457} 1,125] { , #728 
GEORGIA 
,  aeeeerris! 1 1 14 1 198 154 4, 402 100 
4 1] 1, 496 1 461 
Total.......... 6 2 1,050 15,130) 
IDAHO 
Se 1 1 32 140 
Grand total__- 16 1, 969 
Status of area need: 
ILLINOIS 
1 1 302 71 
a 25 1 4 2 14, 530 643 882 276 
Grand total. 32 16, 331 
Status of area need: 
INDIANA 
Ea eee? 3 2 2 1 848 370 1,044 161 
Sa 2 2 3 4 360 564 1, 068 1, 260 
Total_......... 13 4 15 6 2, 804 933 10, 223 1, 616 
Grand total__- 38 15, 576 
Status of area need: 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued 


Number of projects approved, by area Federal funds allotted (thousands), by 
percent of need met area percent of need met 


1 to 25 1to 25 | 25to 50 | Over 50 


otal 
, Grand total.-. 
Status of area need: 


2 Special projects: University teaching centers, other training facilities, clinics, research. 


Fiscal year 
0 
IOWA 
| 2 1 296 80 $005 
| RE ee eee 3 3 6 1 379 452 1, 544 $539 
1 1 1 4 331 171 253 1,148 
1 { 1] 360 { 1148 
12 3, 301 
Total.......... 4 7 976| 3,152 { 
Grand total_. 45 9, 580 
Status of area need: 
Current. ......--. 6 51 
KANSAS 
7 7 16 2 1,745 867 | 3, 936 312 
32 6, 860 
KENTUCKY 
5 1 1 3 547 472 76 1,534 
| _ 1 2 4 1 718 513 1, 203 424 
a 1 1 2 2 S48 590 1,911 779 
9 4, 848 
Total.........- 4 15 { i} 316} 1,575] {4,848 
Grand total... 39 15,013 
Status of area need: 
3 2 23 39 
LOUISIANA 
bien deutawwrse 2 1 5 1 291 86 888 93 
1 11 1,211 1313 
1 2 813 628 1 890 
Total......... 8 2 10 { 4 } 1, 558 300 | 3, 502 { 3, 003 
13 12,528 
Grand total__-. 25 9,052 
Status of area need: 
MAINE 
7 1 | 3, 314 226 
Grand total... 9 3,780 
Status of area need: 
4 3 8 7 
| 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued 


Number of projects approved, by area Federal funds allotted (thousands), by 
Percent of need met area percent of need met 
Fiscal year 


25 to 50 | Over 50 1 to 25 


25 to 50 | Over 50 


KENTUCKY 


Grand total___. 
Status of area need: 
1948 


LOUISIANA 


Grand total____ 
Status of area need: 
1948 


Current 


Grand total___ 
Status of area need: 
1948_ 


Current__ 


MARYLAND 
18_ 


} 1,878 | 2,317 
Grand total___ 10, 672 
Status of area need: 
1948 


4 ll 
Current 2 22 


* Special projects : University teaching centers, other training facilities, clinics, research. 


| 0 1 to 25 
ee ea 5 1 1 3 547 $472 76 1, 534 
hehe: a ane 1 2 4 1 718 513 1, 208 424 
aaa 1 1 2 2 S48 590 1,911 779 
| 3 1 |) 1, 442 1, 284 
9 4, 848 
39 15,013 
| 
| | ---,| 3 2) 23 39 
SET 1 5 1 | 291 86 888 93 
5h | 3, 093 
Total 2| 10 { } 1, 558 809 3, 502 { 
25 9,052 
Total 7 1 | 3,314 226 
9 3, 780 
| | 4 3 | 8 7 
Total 3 ll 703 2, 873 
Grand total__. 16 4, 059 
Status of area need: 
MASSACHUSETTS 3 | Bh | 
2 1 2 6 670 400 474 
4 
1 2 { 19 500 276 { 1 407 
2 4 641 1,000 117 
7 | 3 | 1, 229 560 
2 1 1} 12} 500 | 250 283 1145 
3,214 
{ 
50 
43 
4 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued 


Number of projects approved, by area Federal funds allotted (thousands), by 
Percent of need met area percent of need met 


1to25 | 25 to 50 | Over 50 1to25 | 25to50 | Over 50 


11! 
305 


“749 


Grand total 
Status of area need: 
Current 


MISSISSIPPI 


5, 384 

Total_. | 11, 958 

Grand total. -- 

Status of area need: 
1918 


Current... 


1 Special projects : University teaching centers, other training facilities, clinics, research. 


0 
MICHIGAN 
es 3 2 1 1 $566 | $1,117 $95 $702 
Seas 1 1 2 1 262 833 343 3 
3 5 1,778 1, 238 
Se Sea 3 1 2 1 1, 129 180 461 9 
a et 20 4 13 ll 5, 924 2, 130 | 5, 171 3, 348 
Grand total _- 48 16, 573 
Status of area need: | 
7 2 2 1, 254 79 | 179 
es ee 1 1 3 12 451 461 |_| 1 2, 286 
1 232 |. 459 13 
6 2, 553 
19 2 | 7H 5.879 540 | 1, 623 { 
34 10,095 
‘A 28 3 | 15 39 
ll 1} 8 
| 
| VEER seoegeReeD 3 3 1 2 1, 018 1, 231 1, 385 1, 022 
Total.......-.- 33 8 | 5 2 6, 700 3, 729 5, 469 1, 022 
Grand total. _- 4s 16,920 
Status of area need: | | 
MISSOURI | 
4 : 3, 020 
1950. 1 |-------- -| |{ 1] \ 314 : { 11,383 
2 989 
ee 3 5 | 38 
— 
4 
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General hospital projects approved and Federal funds allotted by ar 
of need met with status of area need as of Dec. 31, 1963—Continued 


Number of projects approved, by area | Federal funds allotted Cheente, by 
percent of need met area percent of need 


0 1to25 | 25to 50 | Over 50 0 1to 25 | 25to 50 | Over 50 


Total... 8 3 os 527 ssa 905 
Grand 36 4, 579 
Status of area n 
NEVADA 


Status of area need 
1948 


1 Special projects : University teaching centers, other training facilities, clinics, research. 


MONTANA 
1 3 $277 259 15 
9 1 5 5 680 277 417 395 
Grand total. 20 769 
Status of area need: 
NEBRASKA 
1 1 2 107 99 118 1449 
Grand total. _. 5 667 
Status of area need: 
NEW HAMPSHIRE 
9 287 
Grand total. __ 10 719 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued 


Number of projects approved, by area | Federal funds allotted (thousands), by 
percent of need met area percent of need met 


25 to 50 | Over 50 1 to 25 Over 50 


NEW JERSEY 


10, 147 


Grand total. 
Status of area need: 
1948 


39 
82 


1 Special projects : University teaching centers, other training facilities, clinics, research. 


Fiscal year 
0 1 to 25 
i i 1 4 77 $675 691 2, 515 
ee 3 1 10 10| 1,716 675 010 
Grand total _. 24 10, 280” 
NEW MEXICO 
1918. 3 1 190 250 
i 2 156 | 1,708 
Total......---- 4 3 346| 1,955] 
Grand total__- 16 3, 870 
4 
NEW YORK 
2 5 721 2, 348 1,198 
if 
NORTH CAROLINA 
5 2 2 6 gil 451 667 1, 202 
2 1 of om | 3,137 |{ 
26 6 |} 4819] 1,574] 6,052 { 
Grand total. __ 107 21, 696 4 


General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1958—Continued 


Number of projects approved, by area | Federal funds allotted (thousands), by 
> percent of need met area percent of need met 
iseal year 


0 1to25 | 25to 50 | Over 50 0 1to25 | 25to50 | Over 50 


NORTH DAKOTA 


Grand total__- 63 22, 400 
Status of area need: | | 
13 6 14 41 
OKLAHOMA 
740 
135 
1 364 
648 
200 
423 
165 270 
2, 673 
{ | 
Grand total___ 47 8, 356 
Status of area need: 
1948 


1 Special projects : University teaching centers, other training facilities, clinics, research. 


Total. ... 2 1 155 13 
Grand total __ 16 $1, 596 
Status of area need: 
7 1 1 41 
OHIO 
0 a 5 2 2 1 1, 566 472 523 196 
RR ar mregep 1 2 3 2 280 701 925 807 
4 14 $22 1,290 2, 794 
Total... 12 23 | 2? |} 3,700 | 1,873} 11,020 5,807 
OREGON 
7 668 |..........| 11,675 |} 11,788 
Grand total __.| 19 4, 126 
Status of area need: | 
Current. ........|..-------- 2 3 22 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued 


Number of projects approved, by area | Federal funds allotted (thousands), by 
percent of need met area percent of need met 


25 to 50 | Over 50 0 | 1 to 25 | 25 to o0 


PENNSYLVANIA 


1948. ...---..--.---- $4, 501 
K 2, 359 


Total 

Grand total. - 

Status of area need: 
1948... 


8, 962 
1,799 { 15, 891 


Grand total. - 
Status of area need: 
1948 


Current. ...-- 


SOUTH DAKOTA 


Grand total 
Status of area need: 
1948 


Current. ........}-- 


1 Special projects: University teaching centers, other training facilities, clinies, research. 


45836—54—pt. 2 


Fiscal year = 
| | 
| 
2, 543 
22 9, 545 
Total........-- 2 2 40 { 885 ses | 22,732 
Grand total. -- 66 33, 730 
Status of area need: | | s 
RHODE ISLAND 3 a | | 
| 
1 432 | 281 1, 354 
8 2,067 
SOUTH CAROLINA | | | | | 
3 1 4 | 455 120 907 | 180 
3 2 328 | 582) 999 
2 | if 5,986 
1 | | 300 |... 140 
10 | 
| | 
| | | | 
1 2} 105 522 
I | -| 100 | 
‘ 2 | 139 | 897 
Total | | | 7 | 
15 | 1 3 | 23 
3s 
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General hospital projects approved and Federal funds allotted by area 
of need met with status of area need as of Dec. 31, 1953—Continued 


Number of appro’ area | Federal funds allotted (thousands' 
area percent of need met 


25 to 50 25 to 50 


Grand total... 
Status of area need: 


4 Special projects : University teaching centers, other training facilities, clinics, research. 


0 1 to 25 Over 50 
TENNESSEE 
3 5 | $676 $1,231 $601 
1 2 390 530 257 
Grand total___ 35 12, 334 
Status of area need: 
4 8 14 9 
TEXAS 
Ss camdpnckbatiened 20 2 10 1 1, 821 463 1,977 65 
6 1 4 5 479 235 1, 165 3, 667 
7 3, 321 1, 952 
Total.......... 30 4 mi{ 2915] 1,198] 10, 529 { 
Grand tc cal__. 92 30, 790 
Status of area need: 
UTAH 
VERMONT 
2 1, 188 
4 { 503 { 1780 
Grand total__. 6 1,691 
Status of area need: 
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General hospital projects approved and Federal funds allotted by area percentage 
of need met with status of area need as of Dec. 31, 1953—Continued we 


Number of projects approved, by area | Federal funds allotted (thousands), by 
percent of need met area percent of need met 


Over 50 


Grand total... 
Status of area need: 
1948 


Grand total_... 
Status of area need: 


Grand total_._. 
Status of area need: 


1 Special projects : University teaching centers, other training facilities, clinics, research. 


0 1to25 | 2to50 | 0 1to25 | 25to 50 | Over 50 
VIRGINIA 
1 2 1 1 302 | $1,778 1,419 374 
1, 420 
Total_........- 7 2 7 } 3,049| 1,778] 4,017 { 
5 1 10 27 
WASHINGTON 
1951. 1 2 { 92 634 { 
Total......---- 5 1 4 { o2| 1,220|{ 4,008 
WEST VIRGINIA 
4 | 2, 583 
WISCONSIN 
ST ahtencckieend 3 2 1 1 529 459 59 1,042 
a emme 15 3 9 9 2, 628 471 2,078 3, 278 
Grand total_.- 36 8, 455 
Status of area need: 
5 2 6 62 
WYOMING 
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General hospital proj approved and F :teril funds allotted by aret percentage 
of need met with status of arca need as of Dec. 31, 1953—Continued 


Number of projects approved, by area Federal funds allotted (thousands), by 
percent of need met area percent of need met 


25 to 50 


Grand total 


Grand total. 
Status of area need: 
O48 


1 
Current 


PUERTO RICO 


VIRGIN ISLANDS 


1948... 
1949... 
1950___ 
1951. 
1952... 
1953. 
1954. 


Total 
Grand total 
Status of area need: 
1948 


Current. 


1 Special projects : University teaching centers, other training facilities, clinics, research, 


0 | 1 to 25 | 25 to 50 Over 50} 0 | 1to25 | Mm | Over 50 
WwYOMING—con. 
1 3 3 2 $129 $663 | $136 
Grand total - - - 9 1, 233 
Status of area need: 
ALASKA 
5 S49 
Status of area need: 
HAWAII | | 
3 1,335 
: 15 8, 587 
Grand total 23 10, 317 
Status of area need: | | 
2 18 | 
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Since the beginning of the program in 1947, the major portion of Federal funds 
for general hospital construction has been applied in hospital service areas of 
greatest unmet need. 

As of December 31, 1953, a total of 1,507 such projects have been approved. 
Federal funds allotted 'to these projects, from seven annual appropriations, amount 
to a total of $501 million. Two-thirds of the projects and two-thirds of the funds 
are located in areas which had less than 50 percent of their total need met. Over 
400 of these peste and over $100 million in Federal funds have been applied 
in areas which previously had no acceptable facilities, that is, had 0 percent of 
need met. The distribution of Federal assistance by area needs is summarized 
in the following table: 


Number of | Federal funds 
Area needs projects (millions) 


0 to 25 percent of need met 

25 to 50 percent of need met 

Over 50 percent of need met SS 
Special projects (teaching and re search). 


It may be noted that, generally, areas with greatest need have been areas 
smaller in population and with limited financial resources. Not all such areas 
have been able to qualify for assistance by raising matching funds, even though 
they have retained a high priority. Nevertheless, in 7 years the program has 
resulted in a very great decrease in the number of areas with high remaining need. 
In 1948, 610 areas were reported by State plans as having 0 percent of need met 
and 1,278 areas with less than 50 percent of need met, of a total of 2,338 general 
hospital areas, nationally. Current State plans indicate only 180 areas with 
0 percent of need met and 535 areas where existing facilities amount to less than 
50 percent of total need, of a total of 2,274 areas. Areas with no acceptable 
facilities have been reduced by more than two-thirds, in line with the priority 
intent of the statute. 


AMOUNT SPENT FOR RELATED FACILITIES 


Mr. Bussey. Would you please furnish the committee with a 
statement showing the aggregate spent to date for related facilities 
by type? 

Dr. Cronin. Yes, sir. We will be glad to do that. 

(The requested information follows:) 


Total Federal funds allotted by the States (under the hospital survey and construction 
program) for related hospital facilities providing no hospital beds 


Type of facility | N Federal share 


42, 641, 319 
State health laboratory 3,680, 731 
Public and auxiliary health 376 14, 961, 329 
Nurses homes and training f 14, 351, 412 
Service facilities ig 9, 647, 847 


BREAKDOWN OF HILL-BURTON HOSPITALS BY TYPE AND SIZE 


Mr. Bussey. In connection with your statement on page 3, first 
paragraph, will you please furnish the committee with an analysis of 
the Hill-Burton funds that have been spent for structures that added 
pag beds, showing by category, such as general, tuberculosis, and 


so forth, and by size of hospital, the amount of funds obligated each 
fiscal year. 
Dr. Cronin. We will be glad to attempt that, sir. 
(The requested information follows :) 


540 $145 

; 512 193 

434 | 128 

84 35 


gaa 


68 

08 
TL 

0°00 


Jo | jo 
quinn pequin poford 


Speq jo sequinu pue jo 


jo spuvsnoy} uy spun) 
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PUBLIC HEALTH CENTERS 


Mr. Bussey. What is the total amount that has been spent for 
public health centers? 

Dr. Cronin. As of December 31, Mr. Chairman, there were 270 
public health centers. The estimated total cost is $36,556,299, of 
which the estimated Federal share was $13,161,613. 

Mr. Bussey. Could you furnish for the record a breakdown show- 
ing the total per State? 

Dr. Cronin. Yes, sir; we can submit that. 

(The requested information follows:) 


Public health centers— Distribution of applications, total construction 
costs, and Federal share of such costs, by State and Territory, Dec. 31, 1953 


Construction costs 
Number 
ofprojects 


Total cost | Federal share 


Total, United States and Territories 


Alabama_. 
California 
Colorado. 


$13, 161, 613 


1, 005, 437 
866, 996 


Kentucky 
Louisiana... 


South Carolina 


Washington 
West Virginia 


Sen Swen Swe we Seer aS 


Auxiliary health centers.—Distribution of approved project arp ications, total 
construction costs and Federal share of such costs, by State and Territory, Dec. 
31, 19538 


Number Construction costs 


projects Total cost | Federal share 


Total, United States and Territories 


Alabama_ 
Colorado_ = 
Florida - 


$1, 799, 716 


Maryland 
Mississippi 
Oklahoma. 


221, 874 82, 750 
117, 875 58, 937 
1,646, 410 1, 096, 879 
2, 07 |, 887 396, 036 
Ohio 2, 236, 302 684, «55 
| 1, 608, 055 70, 877 
evepenanenanesangasremyecnnuentasavagnccowenwinnenin| 105, 000 64, 050 
109, 088 46, 601 
Georgia 1, 757, 647 730, 241 
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EFFECT OF CHANGES IN STANDARDS OF MEDICAL PRACTICE 


Mr. Bussey. In the second paragraph on page 3 of your statement 
you mention that the need for physical facilities is a medical concept 
based on changing standards of modern medical practice. What 
changes have been made in your estimate of total hospital bed needs 
because of these changing standards and what are the changing stand- 
ards that have prompted you to make such changes? 

Dr. Cronin. The basic changing stand irds in regard to medical 
care are quite numerous. Some have been due to the advent of the 
use of antibiotic drugs such as penicillin and aureomycin, among 
others, which have resulted in patients with diseases such as pneu- 
monia not requiring as many days in the hospital as used to be re- 
quired when we did not have those drugs. 

Another change is the ambulatory therapeutic program for post- 
surgical cases. As recently as 15 years ago we would require a patient 
following an appendectomy to remain in bed approximately 10 days, 
whereas today the procedure and practice is that the patient is out 
of bed and on his feet within 3 days of his operation, considering, of 
course, there are no serious complications. That has resulted in 
earlier return to the home of the patient and less hospital days per 
patient per disease. 

However, under the Hospital Survey and Construction Act the 
ceilings in the law and the ratios used—and I might say we know of 
no better ratios than those existing in the law—we find that because 
of the great shortage of hospital beds throughout the Nation—and 
after all, we did have about an 18-vear accumulated deficit in this 
program. The program started in 1946 and the shortage then was 
about 900,000 beds, and we have cut that deficit a small amount but 
we are working against two annual problems. One is the increased 
population in this country, which last year was in excess of 2,500,000; 
and the other is obsolescence of our hospitals. Forty percent of our 
hospitals are 40 years of age. The life expectancy of a hospital is 
about 50 years. Then we have acts of God, such as fire, floods, 
winds, tornadoes, and so forth, that have taken their toll. We figure 
from those two types of attrition we need approximately 30,000 beds 
per year, utilizing the formulas in the Hill-Burton program. 

The formulas in the Hill-Burton program have been found to be 
sound and practical and useful and we know of no better ratio on 
which to base our estimates. So there is really no indication for 
change at this time. Because of the advances of modern medicine, 
the two items I have mentioned, the advent of antibiotics and early 
ambulation—I might add we also have the trend toward more out- 
patient care and a greatly increasing emphasis on a more scientific 
approach to the practice of medicine using biophysics, nuclear physics, 
coming from the atomic bomb—which combined with the terrific 
shortages we have not believed there should be a change in the basic 
formula for beds needed. We are of the opinion that anything we 
can do in building hospital beds is certainly a major contribution in 
this Nation and backs up our total national security. 
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EFFECT OF SHORTER PERIODS OF HOSPITALIZATION 


Mr. Bussey. Have you made any change in your estimate of total 
number of beds needed, in view of the lesser number of days a patient 
spends in the hospital for many illnesses or disorders? 

Dr. Cronin. We have not because those factors work against the 
number of beds needed. Our hospitals are being used more than they 
ever were. The number of people admitted to the hospitals is increas- 
ms The number of days is decreasing per patient use. 

Mr. Bussey. That is due to some extent to the various hospital 
ager programs that have been sold to the public, is that not 
right? 

Dr. Cronin. Not necessarily. I think the hospital programs that 
have been developed in the country, both Federal ty non-Federal, 
are the result of the people in the country realizing the role that a 
hospital plays in their ‘laity life and realizing that without the hospital 
they would be worse off than they are in the total situation. I think 
the hospital programs did not require any selling because I think the 
people were aware of their great essential need to stay well. 

Mr. Bussey. The people, generally speaking, are getting more 
accustomed to going to hospitals than some years ago. Would you 
say that is a correct statement? 

Dr. Cronin. That is true, but I would like to indicate why I think 
it is true. I think it is true because the people of the country realize 
the hospital is the health center of their community and is becoming 
more and more so throughout all sections of the country; and people 
are realizing that in order to stay well they need assistance in main- 
taining their health, and one of the ways to maintain their health is to 
prevent illness; and one of the ways to prevent illness is to see that 
early diagnosis is made and that they take the necessary defenses 
against getting sick. Also, the general attitude toward our hospitals 
and what they represent and what they do has undergone a significant 
change since the turn of the century. Back in the days of my grand- 
father a hospital was considered the end result. People went there 
feeling they would never come home. It was quite a ritual to put 
grandfather in the hospital. Today the same grandfather and grand- 
mother are willing to go to the hospital to keep well and they return 
to their home as soon as possible. 

Mr. Bussey. I also found on my inspection trip last summer, in 
talking to various doctors in different communities that had a hospital 
for the first time, that right at the beginning, it was rather difficult 
to sell some of the people on going to the hospital when the doctors 
wanted them to. It took a little time to educate the people to the 
hospital because, as you said, they thought that was the end. 

Dr. Dearine. Mr. Chairman, there is one major factor that has 
been interesting to us in the medical field and that is the result of the 
war. Our Army was made up of citizens from all over the country, 
including areas that had been underhospitalized. They went in the 
service and learned what good medical care was, including care in 
hospitals, and that led the whole generation to utilize more of what 
modern medicine has to offer. 
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BASIC ELEMENTS IN ESTIMATING HOSPITAL-BED NEEDS 


Mr. Bussey. At the bottom of page 3 you say: 


Need for hospital services can be broken down into several primary types of 
specialized.care. For the last quarter century the American Hospital Association 
and individual experts in planning medical care have regarded ratios between 
population and the number of hospital beds needed as the principal measure of 
requirements for hospital service. 

Will you give the committee the basic elements, historically, in 
estimating the number of hospital beds to be provided in this program? 

Dr. Cronin. Mr. Chairman, to go back to 1939 when certain 
authorities and representative citizens in this Nation realized that we 
were about to embark on a participating position in the world conflict 
which became eventually World War LI, they became very aware of 
the fact that certain areas of this country, as a result of increased 
industrialization related to the building of machinery of war such as 
airplanes and steel mills and even in the wheat fields, were in need of 
help. There was a migration of people to these small towns which 
resulted ‘inthe mushrooming of those small towns without adequate 
community facilities such as hospitals, schools, roads, highways 
sewage-disposal plants, garbage-disposal plants, and so forth. I will 
confine my remarks to the hospitals and related health centers. 

About that time Congress passed a law providing that general tax 
funds could be furnished to those communities on a matching basis 
so that those communities could develop those facilities that were 
lacking since they were devoting their industrial facilities to the war. 

It was found that that type of procedure in building hospitals was 
not an orderly one and did not answer the basic needs that needed 
answering. Under the auspices of the American Hospital Associa- 
tion and supported by the American Medical Association, the Ameri- 
can Public Health Association, and others, both organizations and 
individuals, the commission on hospital care was organized and put 
under the direction of the late Dr. A. C. Bachmeyer, who was director 
of the University of Chicago clinics and formerly was superintendent 
of the Cincinnati General Hospital, which position he had been in 
for over 15 years and at the same time was dean of the University of 
Cincinnati Medical School. He had no peer in the hospital field. 

As a result of the studies of that commission on hospital care, the 
assumptions that were in the minds of many people gave way to being 
factual. One was that we did not have hospitals in the rural areas 
of this Nation. Of the nearly 3,100 counties, 1,200 had no hospital 
of any kind. 

Another was that physicians were not staying in the rural areas. 
They were moving where they had the necessary adjuncts in making 
accurate diagnoses. They did not wish to remain where they did 
not have those facilities and scientific tools. 

As a result, this Commission studied this situation and came up 
with some very definite recommendations. Those recommendations 
resulted in this program of hospital survey and construction under 
the bipartisan leadership of Senator Burton, who was then the junior 
Senator from Ohio, and Senator Hill, now the senior Senator from 
Alabama. 

The program had to have certain basic standards on which to. 
predicate what it hoped to accomplish in terms of spending or making 
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available this Federal money to the States. The basie standards 
were incorporated in the bill which became an act in August 1946. 
In reference to the ratios under discussion, the Hill-Burton Act 
provides that these funds made available under the Hospital Survey 
and Construction Act were not to be used to build in excess of 4% or 
5\5 beds per thousand people in any State for general hospitals; that 
for tuberculosis hospitals the number of beds should not exceed 2% 
times the average annual deaths from tuberculosis in a State over a 
sample period from 1939 to 1944; and that the total number of beds 
for mental patients should not exceed 5 per thousand population; 
and the total number of beds for chronic disease patients should not 
exceed 2 per thousand population. Also, public-health centers were 
not to exceed 1 public-health center per 30,000 to 50,000 people in 
direct relationship to the density of the population. 

Those are the ceiling figures that determined the distribution of the 
appropriated funds from the Federal Government. Those figures 
were predicated upon the best judgment of the people comorising the 
hospital commission for the study of hospital care and other consul- 
tants who were consulted by the Public Health Service and by its 
associates at that time in the total problem of finding the answer. 

It has, in my opinion, been a very fine thing that those figures in 
the very beginning have over the years been found to be as accurate 
as they are. One could say that any figure could have been used, and 
that is essentially true, but I think the figures arrived at by these 
consultants, by this group that studied hospital needs in this country, 
were not blue-sky figures but figures based on experience and what they 
at that time, to the best of their knowledge, felt were the desirable 
figures, and they have stood up. 

I might add one more thing. Last Friday, at a meeting of the 
Federal Hospital Council, which is the advisory and operational coun- 
cil required by law to the Surgeon General, that Council reconmended 
a change relating to the ratio as to tuberculosis hospital beds. That 
recommendation was brought about by reason of the various States 
indicating the ratio in the law needed reviewing, not in the total num- 
ber of beds for tuberculosis, but in the method of arriving at that. 
So the new recommended change for the tuberculosis beds moves from 
a basis of mortality figures to a basis of morbidity figures, and in the 
morbidity figures we Le the number of beds needed on the number 
of known active and probably active cases of tuberculosis. 


DIFFERENCES BETWEEN RECENT ESTIMATES OF NEED 


Mr. Bussey. Dr. Cronin, I am just a little bit puzzled and confused 
about the estimates of the shortage of beds throughout the country. 
At the top of page 4 of the original statement you submitted to the 
committee in January, you state: 

It is estimated that from 730,000 to 848,000 additional hospital beds are 
required. 

Then at the top of your revised statement—and neither of these 
statements are dated, but I assume 1 was compiled last January and 1 
at a more recent date—you say: 

As President Eisenhower pointed out in his health message of a few weeks ago, 


there remains a need for a minimum of 500,000 additional hospital beds throughout 
the country. 
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Do these estimates change as rapidly from week to week and from 
month to month as that? How were these figures arrived at? 

Dr. Cronrn. The figures you first referred to were the figures as 
of a year ago, but the method of computation of those figures is 
exactly the same as of the figures today. The method of computa- 
tion of this stated bed shortage of this country is predicated upon the 
State plans which are submitted to the Surgeon General for approval 
and are required to. be submitted under Public Law 725 of the 79th 
Congress, as amended, which is the Hospital Survey and Construc- 
tion Act. Each State indicates in essence their resources, in terms 
of beds that are acceptable, which means are not a health hazard. 

Mr. Bussey. Of course that is determined by the board of the 
State and they can make it as high or as low as they want to. 

Dr. Cronin. It is predicated upon State licensure or laws passed by 
the legislatures of the States, which, in my opinion, is a very good cri- 
terion of what is a health hazard. I cannot accept that a couple of 
beds in a private home can be regarded as acceptable hospital beds. 

Mr. Bussey. But some boards are more up to date in their thinking 
on that than others. I am not mentioning any specific State, but 
some are not as up to date as others. 

Dr. Cronin. The standards vary from State to State, but in my 
opinion they represent what the people in that State feel is necessary, 
and I am for that. All we do in the Public Health Service is to com- 
pile the number of bed deficits as compiled in the categories furnished 
by the various States. 

Mr. Bussey. How often do the States furnish that? 

Dr. Cronin. Annually. 

Mr. Bussey. Is that on a calendar-year basis or a fiseal-year basis? 

Dr. Cronin. On a fiscal-year basis, July 1 to June 30. 

Mr. Bussey. And your last estimate was received when? 

Dr. Cronin. Our last estimate was published on January 27, 1954, 
and is the deficit as of January 1, 1954. 


SHORTAGE BY STATE AND TYPE 


Mr. Bussey. And will you furnish for the record the table showing 
the shortages by States? 

Dr. Cronin. We will do that. 

(The requested information follows:) 


Hospritat Beps 1n THE UNITED States as OF 1, 1954, Accorptna 
vo Stare Hosprrat PLans APPROVED UNDER THE Act (PusBLic 
Service Act, Tirte VI, as AMENDED), Beps FEDERAL Factuitres 
Nor Inciupep ! 


General summary—United States and Territories 


812, 765 
188, 420 


336, 989 
21, 707 
265, 649 


: 


Public Health centers: 
Primary .. 
Auxiliary 


Units 
1, 475 


1 Beds in operation for civilians in Federal facilities of the Veterans’ Administration, Indian Service, 
and Public Health Service were last reported as follows: General, 46,672; mental, 49,752; tu’ 
15,906; chronic, 6,712 equals total of 119,042. 
2 As classified by the State agencies, on the basis of fire and health hazards. 
3 According to ratios prescribed in the Public Health Service Act, as follows: General—4.5 beds per 1,000 
Population (except 5.0 and 5.5 where State population density is from 6 to 12 per square mile or below 6 
square mile); mental—5 beds per 1,000 population; tuberculosis—2.5 beds per average annual death, 
latest 5-year period; chronic—2 per 1,000 population; health center—not to exceed 1 primary center 
per eed population (or 1 per 20,000 population when State population density is below 12 per square 


Norte.—For breakdown by States and regions for each type of service, see tables I to VI which follow. 
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Existing beds 
Type of service fhe 
0 accep’ um 
able? = 
Hospitals: 
All categories. ...................- 1, 083,056 | 159, 031 | | 6.3 | 1,887,372 
515, 934 73, 631 1,2 704, 400 
437, 659 62, 909 2.2 773, 428 
86, 035 15, 390 1 100, 467 
43, 428 7,101 1.7 309, 077 
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TaBLE II.—General hospital beds—Showing existing beds, additional need and 
total need, by States and regions 


Additional beds 
Existing beds needed 


State and socioeconomic — | Acceptable Ng 
Number po pula- 
tion 


Total | | Rate per | accept- | 
1,000 able! 

Number | popula- | | 

tion | 


United States and Territories 589,565 | 515,934 3.3 | 188, 420 
United States : | 579,447 | 508, 764 3. ’ 182, 647 | 


New England__-._..-_-. 37,185 | 30,111 | 


Connecticut. 7, 562 
Maine _- 3,402 | | 
Massachusetts - O83 | 5, 739 | 
New Hampshire -- | 2,075 , 829 
Rhode Island - - 2, 39 940 | 
Vermont 161 


Middle East 48, 3 5, 449 


District of Columbia ‘ , O16 . 623 3. 393 
Maryland 7 4 3.3 | 

New Jersey___- 7,013 | 5, 343 3. , 671 
New York iS, § 57, 897 3.7 | , 925 | 
Pennsylvania 34, 503 | 3. 496 
West Virginia_- a 3. , 296 


Southeast _...| 104,367} 94,311; 3.0] 10,056) 49,998 | 


532 | 5, 640 | 
2, 136 | 3, 805 | 
736 25 
210 | 
621 
913 
, 786 
168 
163 
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Arkansas_____ 6, 324 
Florida = 10, 068 
Georgia } 11,228 
Kentucky | 8, 428 
Louisiana 11, 627 
Mississippi 7,387 
North Carolina. 13, 910 
South Carolina | 6, 852 | 
‘Tennessee ____- 9, 759 
Virginia 10, 119 


11D 
rote 


Southwest. | 44, 800 42, 3.7 2, 489 


Arizona___- 3, 731 
New Mexico__- - 2, 830 | 
Oklahoma. 8, 184 
Texas._._. 30, 055 | 


Central. | 153,047 


Iinois J 34, 217 | 

Indiana. 11, 573 | 

lowa 11, 329 

Michigan | 24,218 | 
Minnesota | 12) 643 

Missouri. | 16,870 | 

Ohio 29. 030 27, 655 
Wisconsin __. 13, 167 | 2, 224 | 


Northwest 


Colorado___- 
Idaho 
Kansas... 
Montana_.__.- 
Nebraska 
North Dakota 
South Dakota_. 
Utah 
Wyoming 


= 
38,237 | 33, 582 | 


6, 802 6,021 | 


| 


| 
| 


> 99 


See footnotes at end of table, p. 608. 


45836—54—pt. 2. 39 


| | 
1.2 | 704,400 
“4.2! 691,411 
7,074 | 13,999 | 1.5 44, 110 
121} 1,794 9 9, 356 
1} 1,522] 1,903 | 2.2} 3, 783 
4,344] 7,478] 1.6 23, 217 
4 | 246 | 774 | 1.5 | 2, 603 
5 | 454| 1,542 2.0 | 3, 482 
Ce 387 | 508 1.4 | 1, 669 
| 22,793 | 39,208| | 164, 657 
134 | 1, 502 
837 | | 3, 460 
2, 843 | 1.2} 10,624 
7, 897 | 1.6] 23,239 
11, 674 | -8| 69,571 
12, 675 12] 47,178 
3, 148 1.6 9, 083 
144,304 
7 13) 
2 2.0 7, 993 
2 1.3 13, O57 
7 | 1.7 | 14, 679 
8 1.9] 13,183 
10, 714 | 13,088 
01 | 6 1.9 9, 789 
| { 1.5 | 19.760 
5S | a 1.5 | 9, 633 
96 | 9 1.6 14, 966 
9, 522 nO = 4, 861 1.5 14, 383 
3, 349 | 4.0 | 382} 1,014 1.2 | 4, 363 
2, 830 | 4.1 |_- 679 1.0 | 3. £09 
7, 944 | 3.6 240 1, 897 9 9, S41 
28, 188 | 3.6 1, 867 6, 375 | .8 | 34, 563 
eee 134,512 | 3.3 18, 535 46, 451 1.2 180, 963 
3.4 | 4, 385 6,814 Ri 36, 646 
2.2 2.717 | 8,705 | 22] 417,561 
3.7| 1,691 2,006 | -8| 13,734 
3.0 4,663 | 10, 627 1.6 30, 182 
3.6) 1, 826 3, 122 1.0) 13, 939 
4.0 1,025 | 3, 233 g | 19, O78 
3.4 1,375 8. 280 1.0} $5,944 
3.5 243 3, 655 1.1 15, 879 
Pave ee 4. 781 | 506 | .4 6, 527 
2,34 2, 024 3. 330 921 1.6 2, 945 
8,639 | 7, 229 3.8} 1,401 1, 623 -8| 8, 852 
3,794 | 3,473 5.0 | 321 431 | 3, 904 
| 6.042! 5,313 | 4.0! 729 1,176 6. 489 
ASE 3, 452 3, 436 | 16 285 5 3,721 
2906) 23.4604 532 | 694 1.1 | 3, 158 
2,630! 2,489 141 946 1.4 3, 435 
404 435 1.5 1, 568 
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Tanie Il.—General hospital beds—Showing existing beds, additional need and 
total need, by States and regions—Continued 


Existing beds a beds 


State and socioeconomic Acceptable 
region 


Rate per 
1,000 

Number popu 4 
Number popula- tion 
tion 


48, 488 ‘ 16, 014 
35, 487 11, 126 
690 116 246 
Oregon 5, 071 
7, 240 
Territories 10, 118 | 7,170 
441 
1,374 


5, 236 
119 


1 As classified by the State agencies, on the basis of fire and health hazards. 

? According to ratios prescribed in the Public Health Service Act, as follows: General—4,5 beds per 1,000 
—— ‘ae 5.0 and 5.5 where State population density is from 6 to 12 per square mile or below 6 per 
square mile). 


Tasve III.—Mental hospital beds—Showing existing beds, additional need, and total 
need, by States and regions 


Existing beds 


State and socioeconomic Acceptable 


region 


Number 


United States and Territories. | 
United States 
New England 


Connecticut................ 


New Hampshire 
Rhode Island 
Vermont 


Middle East 
Delaware 
District Columbia 


39, 143 
3, 748 


See footnotes at end of table, p. 609. 


| beds 
needed ? 
Total | | 
| 64, 502 
1.0 46, 613 
1.5 936 
13 7, 082 
| 1.1 9, 871 
| 12,989 
2.4 799 
1.6 2, 126 
Puerto Rico 7,010 2.4 1,774 4,709 2.3 9, 945 
Virgin 119 | 4.5 119 
| 
Total 
Rate Der | needed 
Total Rate per | accept- | Number 
1,000 able ! 
populs- tion 
on 
500,568 | 437,659 2.8} 62,909 | 336, 989 | 2.2 | 773, 428 
496,877 | 433, 968 2.9 | 62,009 | 326, 484 2.2| 759, 232 
39,456 | 32,635. 3.5| 6,821 | 13,753. 1.4 | 46,388 
ee 10, 024 7, 809 2,215 2, 321 11 10, 130 
2) 352 51 2,073 2.3 4) 425 
19,909 | «15, 598 4,311 7,855 1.7 23, 453 
2) 314 12 341 2, 655 
2; 979 891 1.2 3, 870. 
1, 583 232 272 1, 855 
158,396 | 137, 165 ‘| 16,231 | 46, 169 1.3 | 182, 114 
hadi 1, 451 | 835 616 810 2.5 1, 645. 
125 4, 437 1.9 11) 805 
New Jersey.........--.----| 19,897 | 18,889 1, 008 5,971 1.2 24) 860 
New 76,431 | 65, 955 11,64 7 77, 569 
36, 277 14 52, 420 
West | 2, 776 972 7, 194 3.6 9; 970 


Tagen I1I.— Mental hospital beds—Showing existing beds, additional need, and total 
need, by States and regions—C ontinued 


Additional beds 
needed 


State and socioeconomic | Total 
region pone | N | Rate per | 
| Rate per | accept- | Number 1,000 
1 


popula- | 
1,000 able | tion 
| 


beds 
needed 2 


89, 076 | 2. 157, 671 


to 


Alabama 


| 


Kentucky... 
Louisiana 
Mississippi 
North Carolina 
South Carolina 
Tennessee 
Virginia 


Southwest. 


New Mexico 


4,246 | 


072 | 4,712 | 
48 | 2,523 | 
424 | 2,641 | 

| 27,134} 


| 


22, 506 102, 112 | 


| 

| 

| 

| 

N 


27,891 | 20, 122 | 
11,177 | 9, O82 
| 5, 671 5 


23, 308 
10, 918 
9, 801 


Ohio 
Wisconsin_. 


2. 
2. 
1. 
2. 
3. 
3. 
2. 
3. 


| 


269 


| 


40, 


Montana 
Nebraska 
Narth Dako 


NONE Srey, 


2, 624 | 


1, 852 | 


& 


‘7721 & 949 | 


10,8 508 | 


Puerto Rico 
Virgin Islands 


! As classified by the State agencies, on the basis of fire and health hazards. 
2 fo tga to ratios prescribed in the Public Health Service Act, as follows: Mental—5 beds per 1,000 
Population. 


609 
| wum ber Dp 
| 

| |) 
Se eee 4, 500 2, 700 | 1,800 | 6, 840 | 3.6 | 9, 540 
> 232! 6, 680 | 14,390 

6, 774 6, 704 | 70 7, 451 | 2.6 | 14, 155 

6, 101 | | 2,483 7,599 | 2.8) 13,610 

1,982 | 7,256 | 3.3] 10,847 
9, 138 | | 11,037 | 27 20,175 
3, 724 135 | 501 | 3.2 10, 225 
87 8, 318 | 2.51 16,559 
9,491 | 3.0 | 15. 

| 1, 208 784 | 3.9 | 3, 425 

Oklahoma 8, 741 | 1.1] 11,155 

| 3.5 | 38, 880 
43, 730 

2, 095 20, 000 

2, 367 | | 13, 105 

Michigan 20, 115 12, 880 | 7,235 | 19,740 | 32, 620 
Minnesota 9, 972 | 9, 550 422 5, 555 15, 105 

| 12,485 | 12,485 7, 275 19, 760 

22,587 | 20,359 | 2, 228 | 19, 876 | 40, 235 

12,312 | 11,6 690 5, 639 | 

26,908 | 23,288 | 2620 | 16,720) | 
6,006 5, 582 | 1, 088 | 6, 670 
| 1, 278 | | 1, 662 2, 940 
3, 633 2,119] 5,977 | 9, 610 
| 1, 950 995 | 2, 945 

| 77 | 1,510 | | 6,625 

2, 000 3. 100 
---| 1, 368 | | 3, 264 
|----------| 2,302 | | 435 
Wyoming... 700 | 700 | ----------| 725 425 
Par West. 52,228 | 49, 599 | | 936 | 73,535 
California..................| 40,733 | 38,881 | 14,359 | | 53, 240 
| 4, 552 | 7,750 
| 30m | 14,196 
375 375 | 268 | 1 | 643 
2, 396 9 11, 050 

15 15 118 | 5 | 133 
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TABLE IV.—Tuberculosis hospital beds—Showing mortality basis, existing beds, 
additional need and total need, by States and regions 


| Tuberculosis 
deaths (5 year | Existing beds Additional beds 
annual average) | Total 
State and socioeconomic region |———-— beds 
ws | Ac- ] Non- | Num- | Rate per |Peeded? 
Period | Mer Total | cept- |accept-| ber | 1,000 vep- 
able able! | needed! ulation 
United States and Territories... |________ J 10,172 |101,425 | 86,035 | 15, 390 0.14 | 100, 467 
United 96, 332 | 81, 527 | 14,805 | 16,033 | 91, 226 
New England. | 6,903 | 5,489) 1,428 | 06 | 5,060 
1917-51 | 419 | 1,743} 1,743 1, 048 
Maine .-| 1947-51 | 175 | 442 442 438 438 
? _...| 1918-52 | 1,0:9 3,787 | 2,809 978 2, 548 
New Hampshire _. 1940-44 | 82 | 133 7 14 205 
Rhode Island_..___._. -| 1943-47 | 22 622 622 8 | 01 630 
1948-52 | 80} 173 3 27 | 200 
Middle East | 9,434 | 26,575 | 19,834 | 6,741 | 3,795 | 10 | 23, 586 
1917-51 97| 2390] 223 66 21 .06 243 
District of Columbia. .- | 1916-50 | 470 | 1,065 | 90 125 235 31 1,175 
aryland 1948-52 853 | 2,021 | 1,718 | 303 415 -18| 2,133 
New Jersey | 1947-51 | 1,287| 3.257| 3100) 157]; 117] ‘02 | 3.217 
New York 1948-A2 | 3, 75: 8,651 | 4, 631 737 05 | 9,388 
1918-52 3,928 | 1,355 | 2,154 | 6, O82 
West Virginia. 1947-51 1278] "117 | (06 | 1,348 
22 16,705 | 837 | 6,863}  .22| 22,529 
Alabama. .......... | 792 67 | 1,214 | 41} 2,036 
Arsansas ----| 1917-51 1,63 |_. 1, 602 
F] rida... 19‘8-52 1, 886 | 433 
ite 1910-44 | 1, 334 | 30 | 1,708 3,042 
1948-62 32 391 1,803 
Mississippi 1947-51 | 650 | 870 40} 1,520 
South 1947-51 823; 56| 350 | 1,185 
| 1947-51 | 1, 926 | 73 | 1,279 | 3.205 
1940-88 1,321} ‘904 | 2,225 
Arizona. 1000-408 914 15| 398 47 | °1,312 
New Menico......------ «...| 1947-51 453 | 935 688 
Oklahoma......-------- 1940-44 478 | 1,135| 1,185 |.--- 60 -1,195 
1918-52 | 2,066 | 5,528 | 4.526 | 1,002) 639 08 | 5,165 
7,921 | 23,735 | 21,047 | 2,688 | 1,982 05 | 19.804 
Tilinois.... -----| 1948-52 | 2,028 | 8,070] 5,070 | 
1948-80 818 | 1,707 | 1,154) 558 891 2,045 
Michigan.......... 1948-52 | 1,282] 5,845 | 5,044| 801 | 3, 083 
Minnesota. 1943-52 340 | 1,864 | 1,799 | 65 850 
| 1945-50 | 1,113 | 1,894 1,804 |........| 880 | .22| 2,783 
Ohio... 1949-52 | 1,649 | 4,462] 3,920| 542 202 | .03 | 4,122 
1940-80 | ‘4 5120 | £006 | 808}. 1, 247 
1,001 | 2,762] 2,199) 563, 835| .07| 2,502 
1947-51 | 638| 275| 276 | 639 
1948-52 50 | 50; 75 | 13 125 
Montana...._. 1947-51 113 397 335 2 
1940-44 158 290 | 108 | 08 395 
North Dakota___- 1946-50 71 350 350 4: 179 
South Dakota... 1948-52 262 118 144 16 02 134 
Wyoming ___- 1000-08 24 50 50 |. 10 60 


See footuot s at end of table, p. 611. 
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Taste IV.—Tuberculosis hospital beds—Showing mortality basis, existing beds, 
additional need and total need, by States and regions—Continued 


| Tuberculosis 
| deaths (5-year Existing beds Additional beds | 
annual average) | | Total 
State and socioeconomic region beds 
| | Ae Non- | Num- | Rate per |Meeded? 
hae | Total | cept- |aceept-| ber | 1,000 pop- 
| | able | able! | needed| ulation | 


Par | 3,751 | 11,070 | 


California... | | 3,044 | 8,223 
Nevada 45 
Oregon. 

Washington. ____- 


Territories........... 


Alaska ....-| 1948-52 | 
Hawaii | 1948-52 
Puerto Rico . 1947-51 
Virgin Islands. _. | 1940-44 


1 As classified by the State agencies, on the basis of fire and health hazards. 

2 According to ratios prescribed in the Publie Health Service Act, as follows: 
average annual death, for latest 5-year peri» 1. 

$651 additional tuberculosis beds not available to residents of Colorado. 


Tuberculosis—2.5 beds per 


Tarte: V.—Chronic disease hospital beds—Showing existing 


beds, additional need 
and total need, by States and regions 


ee | Additional beds | 
Existing beds needed 


Acceptable 


| | Total 
State and socio-economic region } i | Rate | beds 
| Rate | per jneeded? 
accept-| Number | 1,060 
| Num- | oa. able! | popu- | 
popu- lation | 
| | lation 


| be 


United States and Territories... | 0.28 265, 649 | 309, 077 


4 1,643 | 

New Hampshire. 
Rhode 


Middle East... 


58, S31 
Delaware 336 | 336 300 
Distriet of Columbia. 55 5 | 7 362 
Maryland ___. 2, 666 
New Jersey , 663 
8, 306 | 

Pennsylvania. | 1,971 

West Virginia Ere 160 


See footnotes at end of table, p. 


| 
| 0.07 | 9, 378 
6,769 | 1,454 S41 | 08 7, 610 
40 | } 72 | 43 | 112 
492 | 65 68 | 04 | 560 
| 1,933 | 317 | | 1,004 
| 3,696 5,093 4, 508 | 585 | 5, 674 2.00 | 9, 241 
354 38 30 | 560 
60 | 273 
171 | 5, 596 | 2.53 | 8, 353 
40 1.51 | 45 
7,182 6,475 70 | 12,080 | | 18, 555 
2, 409 | 1.2| 4,052 
1,610 | 1.8] 1,770 
.70 647 6, 090 1.3) 9,381 
. 08 =a 1, 022 1.9 1, 062 
1. 67 60 257 3 1, 548 
lr 692 | 1.9 742 
72,580 
9 | 636 
1.8 1, 537 
1.1 4,722 
1.7 9, O44 
1.5 | 30,785 
1.8) 20, 968 
19 3, 988 
2. 
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Taste V.—Chronic disease hospital beds—Showing existing beds, additional need 
and total need, by States and regions—Continued 


Existing beds Additional beds 


State and socio economic region 


Total accept | Number 
able 
lation 


| 


Kentucky 

Louisiana 

Mississinpi 
North Carolina 

South Carolina 

‘Tennessee ___ 

Virginia___._-. 


Southwest 


Arizona 


Missouri 
Ohio 1, 235 
Wisconsin 1,175 


Northwest 1,499 


1 As classified by the State agencies, cn the basis of fire and health hazards. 
. an a ratios prescribed in the Public Health Service Act, as follows: Chronic disease—2 beds per 
population, 


ble | 
Acceptable | Total 
————| Rate | beds 
Non per |nedded? 
— 

14 | =a 63, 039 
Florida IO 978 34 186 4, 778 | 5,756 
572 572 6, 226 | 6,798 
* 276 5, 168 | 5,444 
27 4,339 4, 339 
415 415 | 7, 655 8.070 
247 247 3, 843 | | 4, 090 
| 1,341! 1,341 | 6, 594 
60 60 6, 304 6, 364 
1825] 1701] 124] 21,379 | } 28, 080 
; 127 87 10 40 1, 607 | 1, 694 
8 98 1, 272 1, 370 
482 482 3, 982 4. 464 
11,700| 9198] .93| 2652] | 80, 726 
41 261 | 13,905 | 17,492 
127 | 1,520 5, 115 | §,242 
6, 894 | 7,904 
345 | 15,294 | 16,004 
34 192 5,729 | 6,904 
14, 506 | 16, 005 
Far West 6218 | 5,708 .30| 23,621 | | 29,414 
6,680| §,303| .80|  377| 15,993 | 21,206 
560 801) 5, 118 | 5,678 
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TaBLE VI.—Public health centers—Showing existing facilities, additional program, 
and total program, by States and regions 


} Public health centers Auxiliary facilities 


State and socio-economic 
region Existing 
accept- 
able! 


Addi- 

tional Total 
: able pro- program 
mum | vramed | 

planned | allowed 2| | 


Addi- 

tional | | 

pr | Maxi- 
gramed | As 


| ‘Total program 


Existing 
accept- 


United States and ‘Territories. 725 1,475 21 256 1, 338 
United States... .... 1, 421 2, 10% 5, Lot 1, 407 


New 


Connecticut 

Maine ...- 
Massachusetts... 
New Hampshire. 
Rhode Island... 
Vermont. 


Middle East 


Delawar 

District vot Columbia 
Maryland 

New Jersey 

Pennsylvenis. ..-..-.------ 
West Virginia_. 


| 


Southeast 


Alabama 
Florida. 

Georgia 

Kentucky 
Louisiana 
a 
North Carolina. 
South Carolina 
‘Tennessee - 

Virginia 


| 
| 


| 


| 


Arizona... 
New Mexico 


~ 


| 
Bis 


Wisconsin 


Montana.....-- 
Nebraska. - _. 
North Dakota.. 

South Dakota... 

Utah 
Wyoming. 


See footnotes at end of table, p. 614. 


2145 
2,145 
32 | 76 108 | 306 
4 13 | 67 | 
25 25 | 30 | | 
16 32 48 154 | | Sees 
10 10 | 18 | 
“ | 5 5 | 12 | 13 | 13 
283 339 | 1,213 | 460 | él 521 
1 5 6 | 26 | 24 | = } 24 
13 7 20 79 | 148 | i | 149 
30 158 138 | 517 | 288 
17 56 349 | 
3 | 19 22 | 60 | 60 
Oklahoma 
2 35 37 133 | |) 1 
64 18 82 268 | 32 
ee eee 36 36 115 | 1 | 36 | 37 
14 18 44 3 | 27 | 30 
6 29 3 14 17 
Kansas... 23 38 1 1 
12 13 1 1 
ul 12 32 | 1 i 
6 9 34 | 2 
ba | 5 6 | 14 | 4| 4 
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Tasie VI.—Public health centers—Showing existing facilities, additional program, 
and total program, by States and regions—Continued 


Public health centers Auxiliary facilities 


| 
State and socio-economic Addi- | 1A agen’ Addi- | 


region Existing | visting | tional | Total 


tional 
accept- pro- A Maxi- accept pro- | program 


As 

gramed mum gramed 

planned | allowed ? | 


Far West 


California 
Nevada 
Oregon 
Washington 


Territories____- 


Puerto Rico 
Virgin Islands 


! As classified by the State agencies, on the basis of fire and health hazards. 

2 According to ratios prescribed in the Public Health Service Act, as follows: Public health e-nters—not 
to exceed | primary center per 30,000 population (or 1 per 20,000 population when State population density 
is below 12 per square mile). 


Mr. Bussey. What is the total figure as of January 1, 1954? 

Dr. Cronin. The total number of hospital beds short in all cate- 
rories, according to this public material, predicated on the State plans, 
is 812,765, from which can be subtracted 119,042 beds, which repre- 
sent beds in operation for civilians in the Federal facilities of the 
Veterans’ Administration, the Indian Service, and the Public Health 
Service hospitals. The aggregate of that, after subtraction, would 
be 694,100. 

SHORTAGE OF HOSPITAL BEDS IN KANSAS 


Mr. Bussey. What does the tabulation show, for instance, for the 
State of Kansas? , 

Dr. Crontn. In each category, or in all categories? 

Mr. Bussey. First, what is the total shortage of hospital beds? 

Dr. Cronin. In all categories, in the State of Kansas—and by all 
categories I mean general, TB, chronic, and mental—the number of 
beds that the State of Kansas has 

Mr. Bussey. Give it to us by each category and then the total, if 
you can. 

ESTIMATED HOSPITAL~BED NEEDS 


Dr. Cronin. All right, sir. The State of Kansas, in the general- 
hospital-bed category, currently has 8,630 beds. The number of 
acceptable beds is 7,229. The number of nonacceptable beds is 1,401. 
The total number of beds needed in the State of Kansas is 8,852. 
Therefore, the number of additional general hospital beds needed in 
the State of Kansas is 1,623. And those are State of Kansas official 
figures. That is in the general-hospital category. If you wish the 
others, I can give them to you. 

Mr. Buspey. We might as well have the others at this time. 

Dr. Cronin. In the mental-hospital category, the State of Kansas 
has 5,752 beds, of which 3,633 are acceptable. They have 2,119 


| 
| 76 | us| 60) 180 | 210 
54 | 23 | 7| | 43 | 132 

2 | 1 8 
7 | 3 16 | 19 
a 9 | 1 | 20 78 | 14 | 45 | 59 
6 | 6 | 6 | 22 23 
Hawaii ; 3 | 13 | 16 | 16 | 1 26 | 27 
34 40 | 74 | 74 | 131 | 131 
Liss 1 | 1 | 4| 4 
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nonacceptable beds. The State of Kansas in the mental-hospital-bed 
category needs 9,610 beds. So they need today, then, 5,977 beds. 

In the tuberculosis-hospital category, the State of Kansas has 585 
beds of which 543 are acceptable. They have 42 nonacceptable beds. 
The State of Kansas total needs are 535 beds and accordiog to the 
State of Kansas State plan they have no need for any additional 
tuberculosis beds. 

In the chronic-disease category, the State of Kansas has 31 beds. 
All of them are acceptable. According to the State plan of the State 
of Kansas, Kansas needs 3,844 chroaic-disease beds in, toto. Having 
31 subtracted from that amount, the State of Kansas needs at the 
present time to construct 3,813 chronic-disease beds. 

The public-health centers is the only remaining category. 

Mr. Bussey. Let us have that. 

Dr. Crontn. The State of Kansas, in public-health centers, has 15 
existing public-health centers. They have 23 additional programed, 
for a total of 38. They have a maximum allowed under the Hospital 
Survey and Construction Act of 63, but have only programed 23. 

Mr. Bussey. What is the grand total for all categories? 

Dr. Cronin. The grand total for the State of Kansas in the general, 
TB, chronic, and mental-disease categories but not including public- 
health centers, because that is not a bed-furnishing facility—the 
State of Kansas has a total of 14,998 existing beds in the 4 categories, 
of which 11,436 are acceptable and 3,562 are nonacceptable. The 
number of hospital beds needed by the State of Kansas has been 
estimated by the State of Kansas as 22,841, which leaves 11,413 
hospital beds needed to be constructed in all 4 of the categories. 


ARTICLE FAST ON HOSPITALS” 


Mr. Bussey. The reason why I selected Kansas was because an 
article from the Kansas City Times of April 13, 1954, was brought 


to my attention. This article is headed “Too Fast on Hospitals— 
Some Kansas Centers May Have to Close.’’ The article reads: 


Basing his conclusions on bed-occupancy records, C. C. Lamley tells KU group 
of overexpansion in State. 


I take it that must be the Kansas University group. 


Kansas now has too many hospitals from the viewpoint of use and economie 
operation, Carl C. Lamley to'd a postgraduate assembly of 170 anesthesiologists 
yesterday afternoon at the University of Kansas Medical Center. 

Lamley, director of the Stormont-Vail Hospital, Topeka, based his conclusions 
on bed-oecupaney records. 

“Kansas has built 58 hosvitals and 28 additions to others in the last 6 years,” 
Lamley said. It now has 123 hospitals with 7,060 beds, an increase of 3,100 beds 
in 6 vears. 

“The State has 4 beds for each 1,000 population, whereas the expert view is 
that 24 beds per 1,090 for rural areas is correct,’”’ Lamley added. 

“Asa result,” he went on, ‘‘the number of unoccupied beds has zoomed from an 
average of 1,290 4 vears ago to almost 2,599 now.”” This doubling of vacant beds 
is due partly, Lamley added, to community pride in building hospitals. 

This pride, pardenable and understandable because it reflects desire to create 
a good workshop for keeping doctors in rural areas, has overridden caution on 
Federal aid for hospital building. in Lamley’s opinion. 

“The bed vacancies have hit the small hospitals hardest,’’ Lamley said. 
Occupancy in Kansas hospitals with 10 to 25 beds has dropped to 45 pereent, and 
in hospitals with 25 to 50 beds, to 52 percent. But occupancy in hospitals with 
100 beds and over is averaging 73 percent, enough for economic operation. 


616 


“Tt is almost impossible,’’ Lamley said, ‘‘to operate a hospital with fewer than 
50 beds by modern standards of care and cost, without deficits. 

“Most hospitals operate on a shoestring, capitalwise, and it appears likely some 
of the half-occupied ones in Kansas will have to close soon.”’ 

If some hospitals close, Lamley added, it won’t mean necessarily that they 
will not be used. He predicted some would be converted to places for chronic 
illnesses and convalescent care. Some would be taken over by relizious groups, 
some by trade-union organizations wishing to offer package medical care to their 
members. 

The anesthesiologist, as a private practitioner in his specialty, might not like 
these trends, Lamley added. 

Virtually all hospitals will be clamoring for Government subsidy, particularly 
of their nursing schools and educational programs, he predicted. 

That is the end of the quotation on the hospital situation by Mr. 
Lamley. Now somebody is obviously wrong. I just thought I would 
read that article, Doctor, and ask for your comment. 

Dr. Cronin. Mr. Chairman, | could comment for probably a week 
on that, but I won't. I do have these very few concise and brief 
comments to make. 

Mr. Bussey. Maybe this has been called to your attention 
previously? 

Dr. Cronin. I have never seen it before, nor heard of it. 

I would like to point out, first, under this program the State of 
Kansas has utilized Federal funds and built 34 general hospitals. 
Also, under this program, the Stormont-Vail Hospital, at Topeka, 
Kans., from which the person who makes those remarks comes, did 
utilize $75,068 of Federal funds to build a hospital nurses’ training 
school, and $1,330,436 of Federal funds, which is a share of the 
$3,326,090 hospital, which added 183 beds which are in the Stormont- 
Vail Hospital. 


The author of the article undoubtedly is quite familiar with the 
operation of the hospital survey and construction program, because 
he was a participant in it and one of the larger participants in it, 
because he has in excess of $1 million in Federal funds. 


USE OF AVERAGE OCCUPANCY RATE DATA 


No. 2. As far as the occupancy rates of the hospital are concerned, 
the average occupancy rate of hospitals, in my opinion, is only one 
of the many things which is an indication of the utilization of a hospital. 
The average occupancy rate of a hospital is just exactly what it says 
it is—it is an average. And when you have an average, you have 
something above a certain number, which is 50, and something below 
a certain number, which is 50, and the average occupancy rate of any 
hospital means that under those 2 standards of occupancy rates, that 
on some days of the year that hospital, regardless of its size, varies 
in excess of half full and, on some days of the year, varies in minimum 
of half full. 

Now the way to determine the effective utilization of a hospital is 
not by an average of those occupancy rates, but to get specific figures 
of how many days in a year, and as of each day of the year, what was 
the occupancy rate of that hospital on that particular-day of the year. 
1 can tell you that same thing is true to a certain extent of any other 

ublic facility that has beds in it, such as hotels. Hospitals do not 
ve patients in there on Christmas Day if they can help it. People 
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like to go home, and the occupancy rate of the hospital on Christmas 
Day is very low. 

Mr. Bussey. But Christmas is just 1 day out of a year of 365 days. 

Dr. Cronin. That is right. Now on the 5th and 4th of July, and 
in some months of the year, such as the spring and fall months, be- 
cause medical conditions are seasonal, we do find our heaviest oecu- 
pancy rate in the hospitals. 

So the average occupancy rate to me, by itself, is not anything 
indicative of what happened in that hospital, adding up all of those 
things. Averages in my opinion are not any indication of the utiliza- 
tion of a hospital. 

Mr. Bussey. Yet every hospital in the country figures averages. 

Dr. Cronin. That is right, but to people in the hospital field those 
averages are utilized for a purpose that is very worthwhile and are 
usually utilized for the purpose of determining the utilization of those 
beds, because that is one factor in bed utilization. But if you had 1 
bed in a hospital, and that hospital had 1 patient in it, and he stayed 
in it all year long, you would have an average utilization of 100 per- 
cent. IRf the patient was not ia the bed all year long, but only half of 
the year, you would only have an occupancy of 50 percent. 

r. Bussey. I am surprised you would use an illustration of only 
one bed. 

Dr. Cronin. I could use 100. 

Mr. Bussey. I think that would be more in keeping. 

Dr. Cronin. If we had a 100-bed hospital, and it had 100 patients 
in it and they were the same patients, and they stayed in that hospital 
for 365 days of the year, your hospital occupancy would be 100 percent 
for every day of the year. But if you had some patients in the hospital 
for only half of the year, that hospital then would only be occupied 
for 50 percent of the time, and it would not be an indication of the 
bed utilization at all in my opinion. 

The other thing I would like to comment on is the Kansas State 
lan and, in my opinion, Kansas has done a very fine job on the 
ospital program. A lot of the effort has come I think from the very 

fine efforts of Dr. Franklin Murphy, dean of the medical school, 
then vice president of the university, and currently president of the 
University of Kansas. 


KANSAS ESTIMATES 


Mr. Bussey. What I have had to say is no reflection on the plan- 
ning board or anyone else in the State of Kansas; but when I read 
something like this, I naturally wonder who is right. 

Dr. Cronin. I think the planning in Kansas was done by the 
State agency people and that the planning board, known as the 
hospital advisory council, was appointed by the Governor of Kansas, 
made up of two kinds of people; those who represent hospital patients 
and do the work with patients—doctors, nurses, hospital adminis- 
trators, and so forth—and those who represent the consumer public. 
In each State they are the people who represent the medical interests, 
the labor interests, the merchant interests, the education interests, and 
religious interests. Those are the people who approve the work 


618 


there and are the people in the State of Kansas to say that their 
State plan, as submitted to the Surgeon General, reflects the thought 
of the State of Kansas and all of the people, as to what they want to 
do with this Federal money. And I personally would accept the 
deliberations and consider the suggestions and decisions of the State 
agency of the State of Kansas, and the recommendations from the 
hospital edvisory council on what they are doing,and want to do, 
than to have the Federal Government, in my capacity, indicate what. 
Kansas should do. I just do not believe in that, sir. 

Mr. Bussey. Are those statements by Mr. Lamley untrue? 

Dr. Cronin. I have not read the article; I heard you read it to 
me. I would be glad to check on it. 

Dr. Masur. May I make a comment there? 

Mr. Busney. I think that is very serious, if those statements are 
not true. I think it is serious for somebody who evidently has a 
good professional background to make such statements if they are 
not well founded. He is director of the Stormont-Vail Hospital 
which, you say, has participated in the Hill-Burton program. 

Dr. Masur. I am acquainted with the gentleman somewhat, and 
may I say if one analyzes the statement—and this is the first time I 
have heard those pronouncements by him, in terms of his own quali- 
fications, he generalizes on this subject that goes back into a great 
number of factors which Dr. Cronin has related to the committee 
here. 

He has not, for example, differentiated in any way between the 
varying levels in the different categories such as medical beds, mental 
beds, chronic-disease beds, and so forth. He has taken into con- 
sideration the number of beds in Kansas which are not acceptable in 
terms of the Government standards. 

Mr. Bussey. Yet, according to Dr. Cronin’s testimony, there is a 
shortage in all categories. 

Dr. Masur. That is correct. 

Dr. Cronin. Except tubercular. 

Dr. Masur. He has failed either to understand or to set forth be- 
fore this group of people how many hospital accommodations there 
were. Mind you, he was not talking to a hospital audience, he was 
talking to a special medical audience, and he has made no reference 
to the differential in occupancy rates which are expected and accepted 
for different size hospitals. He has not taken into account the 
rapidity of turnover in those different types of hospitals, depending 
on the nature of cases they serve, nor given thought to whether some 
hospitals are serving more or less complicated cases. 

Finally, I do know that many of the gentleman’s colleagues in the 
American Hospital Association would agree with some hasty conclu- 
sions he has arrived at in that presentation. 


USE OF AVERAGE OCCUPANCY DATA 


Mr. Busrey. He used the example of a hospital with 100 beds and 
says an average of 73 percent occupancy is enough for economical 
operation. 

After Congress adjourned last session, I visited quite a number of 
hospitals throughout the country and, in talking to the administrators 
of those various hospitals, always in our discussions they went into 
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what they considered was the average occupancy they had to have 
in order to break even and above wanich they usually would show a 
profit, and below which they would show a loss. While I appreciate 
that other factors must be taken into consideration, | think average 
occupancy as a yardstick for measuring the efficient operation of a 
hospital certainly is a basic one, 

Dr. Masur. I would certainly agree with you. It is a very useful 
fiscal vardstick, but it has very sharp limitations in terms of other 
aspects of service to patients. 

Mr. Bussey. While that is not the only aspect we have to con- 
sider, we are certainly dealing with the fiscal aspect in this committee. 

Dr. Masur. That is correct. 

Mr. Bussey. In your Division of the Public Health Serviee, you 
certainly have to deal with it, because you are the ones that allot the 
money for these hospitals. 

Dr. Masur. When I said “‘fiscal,”” [I was not referring to the 
budgetary operation on an institution basis. 

Mr. Bussey. Have you had any indication that somewhere in the 
foreseeable future some of the hospitals in Kansas might have to 
close because of their low occupancy? 

Dr. Cronin. We have had no indication from anyone that the 
hospitals in Kansas might have to close. | think the best source of 
that information and also perhaps for comments on the article you 
quoted would be the Kansas authority, Dr. Hood, who is State 
health officer of Kansas. He is the person responsible for the opera- 
tion of the hospital survey end construction program in Kansas, 
and also the man in Kansas responsible for hospital licensing, and I 
assume would know about the financial status, or whatever the status 
might be that forces the hospital to close. 


BASIS FOR ALLOCATING FUNDS TO STATES 


Mr. Bussry. You get profit-and-loss statements or operating 
statements from some hospitals? 

Dr. Cronin. No, sir; we do not. We do not request them and 
would have no use for them were they furnished to us. 

Mr. Bussey. How do you determine, then, for the different types 
of hospital construction, whether the projects to which you have 
allocated funds have been economically sound? 

Dr. Cronin. The Jaw specifically states the method in which the 
allotment will be made to the States. It is a statutory formula. It 
is based primarily on the population and wealth per capita in the 
State. 

Mr. Bussey. Should not that formula take into consideration your 
experience and be revised as experience may indicate it is not entirely 
satisfactory? 

Dr. Cronryn. That in my opinion is the prerogative of Congress, 
and I would not indicate at this time other than to say——— 

Mr. Bussey. What do you mean by “prerogative of Congress’’? 

Dr. Cronin. I mean basically the law says that allotments will be 
given to the States according to a mathematical formula. That is 
my only obligation—— 
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Mr. Bussey. Who is it that sends the legislative proposals for 
hospital construction to the House Committee on Interstate and 
Foreign Commerce to consider? 

Dr. Cronin. Anybody has that privilege. 

Mr. Bussey. I did not ask that; I asked who is it. For instance, 
there was a bill sent up here for $60 million authorization for categor- 
ical grants. Now who prepared that bill, Doctor? 

Dr. Cronin. | do not know, sir, who prepared that. 

Mr. Larmon. That would be the Department in its recommenda- 
tions, of course, to legislative committees. 

Mr. Bussey. Did the Department consult the head of Hospital 
Facilities Division on that? 

Dr. Dearina. Yes, sir. 

Mr. Bussey. I thought it was strange if you did not. That was 
the reason | was directing my questions to Dr. Cronin. 

Mr. Larnmon. It is a departmental recommendation. 

Mr. Bussey. Then you kave people from your Department come 
up before the Inters ate and Foreign Commerce Committee and 
testify on such Jegislation, including the formula it prescribes. 

Mr. Larmon. That is correct. 

Mr. Bussey. I was on the Interstate end Foreign Commerce 
Committee for awhile and I know a little bit about its operation. 
Of necessity they must often take the recommendation of the De- 
partment on that particular question. Is not that right? 

Mr. Larmon, You would have to tell me from your experience in 
sitting on such committee. 

Mir. Bussey. Well who testified on the formula, except the Depart- 
ment? 

Mr. Larmon. I was not present; so I cannot say who did. 

Mr. Bussey. Dr. Cronin, do you know? 

Dr. Cronin. I do not know who testified on the formula. I do 
know the man who was probably most responsible for the formula 
was the late Senator Robert Taft. 

Mr. Bussey. I am not talking about originally. Let us get back 
to what I am talking about. I am talking about the new legislation 
you recommended for $60 million speciically for these categorical 
grants, and | would like to just stay with it until we follow it all the 
way through. 

Dr. Deartye. The Department recommendations in connection 
with the current pending amendments did not involve a change in the 
formula. That was the one developed at the time the original act 
was passed, after testimony from public agencies, such as consumer 
groups, hospital groups, health groups, as well as the executive branch 
of the Federal Government. And, as Dr. Cronin says, that formula 
was finally written by committees of Congress, in which Senator Taft 
played a large part, and it has worked in our view very well and on 
the whole has been so equitable that the Department did not recom- 
mend a change in the formula in connection with the new amendment. 
As a matter of fact, it actually recommended that the same formula 
for alloting funds to the States be applied also in connection with our 
recommendations for a modification of public-health grants. 

That, as well as I know, is the history of the formula. 

Mr. Bussey. You have legislation passed by the House for these 
categorical grants. The proposed authorization is $60 million per 
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year. Say after 10 years of operation vou find in certain instances 
that in your opinion the money ought to be allotted on a different 
basis. Is it not the responsibility of the Department to suggest 
changes to the Congress? 

Dr. Dearinc. Mr. Chairman, I would reply to that that if in the 
Department’s opinion it is desirable that a different formula be 
established, it would be recommended to the proper committee; but 
this particular formula we find very satisfactory. 

Mr. Bussey. Do not you think the Department has the responsi- 
bility—— 

Dr. Drartnc. We have the responsibility to reexamine the formula. 

Mr. Bussey. If you find it to be wrong in the first place, or that 
something else would work better in your judgment, you should call 
that to the attention of Congress? 

Dr. Deartnc. That is entirely correct. But we find this formula 
in this program very satisfactory. 

Mr. Bupeée. Now if we assume what this director of the hospital 
in Kansas says is true, that some of those hospitals are likely to be 
closed, and then we take your further statement that you do not ask 
for any operating financial reports from the hospitals, would you feel 
it would be proper for the Department to urge the building of new 
hospitels in Kansas? 

Dr. Dearina. I am taking Dr. Cronin’s opinion, that he has not 
found cause for assuming that the contribution that has been made 
there is not a proper contribution. 

Dr. Cronin. I would like to point out, under the provisions of the 
existing Hospits! Survey and Construction Act, that in the operation 
of the program befere a hespital is approved to receive Federal funds 
they must demenstrate to the Federal Government and to the State 
specifically, through part II of their application, that they are able to 
meet the financial matching of funds and indicate how they will raise 
these funds—through bend issues, taxes, mortgages, loans from banks, 
gifts, campaign funds, and so forth—plus the fact that that specific 
sponsor must also indicate he has readily available adequate funds to 
defray the 2 vears anticipated deficit of that hospital. 

Mr. Bupgs. That does not quite answer the question. 

Dr. Cronin. I know. I am pointing it out for this reason, that 
these are the financial aspects that a hospital has to go into before we 
give funds, or before the State gives funds. We make the allotments 
from the Federa! level as of the Ist of July, or as soon after the appro- 
priation becomes available as possible, to the States, and they in turn 
allot to the specific sponsors. 

One other point [ think should be presonted, that under section 635 
of the law, it specifically states that the Federal Government in no 
way will have anything to do with the operation of the administra- 
tion of any of the projects receiving aid from the Government under 
the act. 

Mr. Bussey. That does not answer the question. The question is 
this: Assuming, for the sake of the argument, that what this man says 
about closing hospitals in certain areas of Kansas is correct, we must 
assume they are being closed for economic reasons of one kind or 
another. Now would the Department continue to request this com- . 
mittee to appropriate funds to build new hospitals in the same area? 
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Dr. Cronin. In the first place, 1 think the State agency in Kansas 
would certainly be very aware of that situation and discuss with the 
Division in the Public Health Service and bring to our attention and 
foresee any specific problem as you indicate. And if it did exist, it 
would certainly be within our area of responsibility to bring it to the 
attention of the Department and make whatever siiggestions were in- 
dicated for correction, and so forth. 

Mr. BupaGe. Just a few minutes ago you said you could not do 
that, because all you did was to follow the mathematics set down in 
the legislation. 

Dr. Cronin. That is correct. 

Mr. Bupee. And the State would go ahead and build, whether it 
was necessary or not? 

Dr. Cronin. We do not say that. What I intended—— 

Mr. Buper. I mean you would give the grant. 

Dr. Cronin. We would O. K. the money, subject to the State 
making the decision. It is not for the Federal Government to say 
where a hospital is to be placed in a State. The Federal Government 
approves the project, but the State sets it up and we review the project 
under the law. 

Mr. Buper. Under what you tell us, even though hospitals will 
likely have to be closed in Kansas, as this man indicates, you would 
have no discretion in the matter but to go ahead and build hospitals 
in the same area? That is what vou said. 

Dr. Cronin. I think perhaps you misunderstood me. What I 
intended to say and meant to say and do say is that we give the money 
to the State. The State makes the determination as to where they 
are going to place the hospital. Now if a State found that they built 
a general hospital in this area and it was closed and that community 
could not support the hospital, in my opinion that would not mean the 
State should not spend the money that is given to them to take care of 
the needs in existence in that State in TB, and mental, and chronic, 
because of the teriffic needs in those areas. And that would control 
whether we would ¢ome to Congress and ask for money under the 
program. 

Mr. Bunge. As I understood your testimony, you said you had no 
discretion except to follow the mathematical formula as set down in 
the law. 

Dr. Cronin. In giving the money to the State. 

Mr. Buper. Yes, and in approving the particular project. 

Dr. Cronin. Not in approving the project; but, in giving the 
allotments to the State, we follow the law and have no other alter- 
native. 

Mr. Bupae. In other words, you would have to continue giving 
money to the State of Kansas, under the formula in the law, evea if 
they could not operate all the hospitals they already had, as the 
director of this one hospital indicates may be the case? 

Dr. Cronyn. If Congress appropriates the money, we are obligated 
to allot under the law to the States. 

Dr. Dearne. I wonder if I could try to clesity. this a little bit. 

Mr. Bussey. I hope somebody can; because I certainly think it 
needs a lot of clarification. 
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APPROVAL OF INDIVIDUAL PROJECT 


Dr. Dearine. | want to distinguish between atlotment, which is 
simply a figure set up on the books for each State according to the 
formula which, on the whole, has worked very well, and that is simply 
setting the figure up on the books which the State may apply for, 
project by project, insofar as they are projects which meet the criteria 
that has been set down in the law and the regulations as well. Not one 
penny is spent because of the allotment. The allotment is simply set 
up on the books and if the State has no projects which qualify and they 
could not guarantee 2 years’ operation of a single hospital, they could 
not apply: or, if they applied, they would have to be rejected and no 
money would be granted unless a qualified project was put forward bv 
the State. 

Mr. BupGe. Do you review the individual projects themselves? 

Dr. Dearine. We do indeed, sir. 


BASIS FOR DETERMINING IF ALLOCATION OF FUNDS IS PROPER 


Mr. Bussey. How do you know, under the formulas and the regu- 
lations and the program as laid down by the Department, according to 
the law as passed by Congress, that these hospitals are being run 
economically, if vou do not get any financial statement, or make any 
check, after they have been completed? What basis do you have that 
would enable you to make suggestions about revising the law or regu- 
lations regarding the way these moneys can be spent by the States 
under their plans? 

Dr. Cronin. We have no procedure set up to determine whether or 
not a hospital is economically operated, because under section 635 
of the law it is specifically prohibited as far as we are concerned—the 
getting into the operation of a hospital helped under this law. We 
have no right to do so by law and have not done so. 

Mr. Bussey. Do you think it is a proper duty of the Congress to 
appropriate money to the States where it is found that they have been 
using their money and the Federal money to build uneconomical 
projects? 

Dr. Cronin. Mr. Chairman, I would like to nail one thing down; 
that is, in our opinion, no State has approached the culmination of all 
of its needs in the hospital-bed area in this country, and I think that 
is a very factual statement. So that any State with the money that 
we allot to it, after Congress appropriates it for that purpose, has a 
right, within their own operation and within this law, to determine 
where they are going to put this money in terms of building hospitals, 
and in what kind of categories and where they are geographically. 

Mr. Bussey. I do not think these State planning boards are 
infallible; I do not think they are beyond approving plans that 
should not be approved. I now ask you if you do not think it is 
the responsibility of your Department to call attention of the States 
to these situations and, if necessary, ask Congress to make revisions 
in the law? 

Dr. Cronin. If we had statistics as to whether these hospitals 
did or did not operate economically, which we do not have, and we 
found hospitals were not operated economically, it would, as a matter 
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of fact, be within our responsibility, at least in my job to indicate the 
facts showing that projects were not economical and were closing, 
and so forth. But we have no such information. In fact the infor- 
mation on the closure of projects indicates that out of 2,200 projects 
approved, with 1,540 already opened and going into operation, we 
have only 5 projects which have been closed. 

Mr. Buseey. Of course the program is comparatively new, yet, it 
is not an old pregram. 

Dr. Cronin. ‘That is right; but these projects have been placed in 
operation; they are functioning; they are serving the need; the people 
are getting better care than if they did not have a hospital and got 
care in their kemes. We have put in operation over 60,000 beds in 

‘hospitals in the last 6 years and only 5 projects out of 1,540 have been 
closed. And they are closed not because of the reason of uneconomic 
operation; net a single one of them; they are closed primarily because 
they are urable to settle certain differences between themselves and 
the hospital beard, and the hospital staff in one case; and, in another 
instance, because they could not find a physician. And that is only 
1 instance out of 1,540. And that was closed last year and it opened 
in April of this year, because they found a physician who would go 
to that hespital and operate 10 beds as a combination hospital and 
public health center. 


USE OF HILL-BURTON HOSPITALS FOR PHYSICIAN’S OFFICES, ETC. 


Mr. Fusrry. Do yeu thirk Cergress, when it passed the Hill- 
Buiton law to neke up the shortage of hospital beds, contemplated 
having these hespitals used for all kinds of different things, such as 


private offices for doctors, dentists, and other purposes? 

Dr. Cronry. Mr. Chairman, in my opinion the inclusion in a 
project submitted to the Public Health Service for approval of a 
physician’s office, if that physician is on the staff of the hospital and 
utilizes that office to see patients in the hospital, which would not 
necessitate his going ap to a room or ward, but where they could come 
in and see him in the office on the first floor, for example, and it was 
part of that hospital’s integrated operation—in my opinion and ia 
the opinion of the General Counsel of the Department, there is no 
objection whatsoever to having that hospital include a physician’s 
office if it is part of the routine conventional operation of the hospital. 

Mr. Bussey. Let us say, for instance, that here is a hospital facility 
that is built, open, operating, and they cannot meet their expenses. 
Do you think the law contemplated that in order to get some revenue, 
they would build office facilities for local doctors? 

Dr. Cronin. -We would not approve such a project, sir, for the 
building of offices for local doctors in the local facility, unless the space 
that was occupied for that purpose, doctors’ offices, could be regarded 
as part of a conventional hospital. We do not participate in building 
doctors’ offices. 

Mr. Bussey. I have a specific instance in mind, There was no 
provision in the original plans for having a doctor’s office or a dentist's 
office put in the building. Now they have found they are short of 
funds, after they have built the hospital. They find out that they 
have too few patients, so, in order to help make up the deficit they 
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have provided doctors’ offices in the building. We have no control 
over that, have we? 

Dr. Cronin. Did they convert patients’ rooms into doctors’ 
offices? 

Mr. Bussey. Not in this case, no. 

Dr. Crontn. Under the law the provision is that the hospital must 
be operated for a period of 20 years by an eligible party and employed 
for the purpose intended in the Federal grant. If we knew of such a 
case we would certainly question that case. 

Mr. Bussey. Yes, but you cannot get the money back. After you 
have given the funds to the State, and the planning board submits 
\he program and you O. K. it, you have no control over the facilities 
whatever after they are completed and the money is paid out. 

Dr. Cronin. Under the law we have no control over the facility. 

Mr. Bussey. Regardless of what changes they make? 

Dr. Cronin. As foane as they continue operating it for a period of 
20 years by an eligible party, that is, by a nonprofit o¢ a public agency, 
all for the purpose intended. The law does not permit us to do 
anything more than that. 

‘ow, if, for example, there was fraud which could be shown, after 
legitimate complaint—— 

Mr. Bussey. I am not talking about fraud. Let us not bring in 
something that I am not talking about now. I do not think that 
there is any fraud involved here at all. It is a matter of procedures 
under which funds are being used to build facilities which I am 
thoroughly convinced were not contemplated under the law. 

Now, to be more specific I am referring to the Louisa County 
Memorial Hosp’tal, at Louisa, Va. That was originally built as a 
county maternity center. I will say that the facilities in the center 
for handling maternity cases lack for nothing. 

I doubt if there is a hospital in the United States that has more 
modern or better equipment than this maternity center at Louisa, 
Va., but, unfortunately, although they did lease a part of the quarters 
out to the Louisa County Health Department, they still were not 
able to make a go of the hospital. 

So they made provisions in the hospital for 3 doctors, Dr. Henry 
S. Daniel, who has been, according to my information, practicing in 
the community for about 35 years, also for an office for his son, Dr. 
Murphy H. UVaniel, and also for his daughter-in-law, Dr. Evelyn P. 
Daniel. They are occupying offices in the basement of the south wine. 

Now, in addition to that, they made an office for Dr. John W. 
Barnard, and also an office for Charles K. Perkins, a dentist. Th’s is 
as of August 17 of last vear, when | visited this hospital. 

The hospital was originally built for 23 beds. It was opened June 
24, 1952, but there were not very many maternity cases. The 
doctors were using some of these beds, and I say this from personal 
observation as well as from discussions with different people, as more 
or less of a convalescent place for elderly people. 

They were not satisfied with building these offices in the building 
for the use of the doctors and the dentist, but they even rented out 
an office for the headquarters of the county selective service board. 

Now, somewhere along the line it seems to me that there was very 
poor planning and very poor checking on the planning. 
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They had started out to raise their matching funds locally with 
local committees, and as it so often happens they met with difficulties. 
Having failed, they hired some fund-raising people out of New York 
to come down there at large expense to raise enough money to get 
their matching funds. 

I just wonder, Doctor, if this is what the Hill-Burton law was aimed 
to do. 

Dr. Cronin. Well, Mr. Chairman, if everything vou have said 
there is factual, and I have no reason to suspect it is not-—— 

Mr. Bussey. Well, I will stand on it as a personal inspection of my 
own. 

Dr. Cronin. I have not had the privilege of visiting Louisa, Va. 

All I know about Louisa, Va., is that it is one of 2,200 projects that 
we approved, and that it is a combination hospital and public-health 
center. In other words, it was aimed to carry out the job of health 
maintenance in the commupity together witb corrective medicine 
and preventive medicine and that estimated total cost was $292,310, 
of which the estimated Federal share was $131,565, and that it is a 
23-bed facility with a public-health center in connection with it in 
the same building. 

I would be glad, sir, to submit for the record, if it is your wish, a 
complete report on that project as we have it in our files. 

(The matter referred to is as follows: ) 


Louisa County Hospitat, VirGinta Prosecr No. 19 


The Louisa County Memorial Hospital project as approved by the Public 
Health Service under the Hospital Survey and Construetion Act was described 
as a medical service center providing space for conducting local public-health 
clinies and also providing 22 hospital beds, a labor room, delivery room, emergency 
room, and the necessary clinical and central service facilities. The total cost of 
the project as approved for Federal participation was $268,500, the Federal share 
of which was $131,565 (49 percent of the cost). 

Approximately 5 months after construction started the owners worked out an 
agreement with the contractor to ‘finish off’ space in the basement to provide 
office space for medical and dental practitioners. The additional cost for this 
work was $26,161 which’ funds the owner was to provide without Federal assist- 
ance. The project as finally audited cost $292,309.72 or $23,809.72 more than the 
$268,500 as approved for Federal participation. Federal participation, however, 
was limited to 49 percent of the initial total cost approved, $268,509 or $131,565. 

In view of the information reported by the chairman of the subeommittee 
relative to the manner ift which this project is currently being utilized, the Public 
Health Service proposes to make an investigation in order to determine if the 
current usage conforms to the provisions of the Hospital Survey and Construction 
Act. 


Mr. Bussey. | might also add at this point that when I was there 
the monthly income from the county health department was $125 a 
month; from the 3 Daniel doctors, $177 a month; from Dr. Barnard, 
$75 a month; from Dr. Perkins, $85 a month; and from the selective 
service board, $35 a month, making a total of $497. Their profit and 
loss statement for the calendar year 1953 as of July 31, showed reve- 
nues of $36,251.29, less expenses of $33,862.82, which showed a profit 
of $2,388.47. But, they are going to have a hard.time getting by 
unless they do get this additional income. 

I raise the question as to whether the State planning board used 
very good judgment in approving a plan like that for their own funds, 
as well as for Federal funds. I just wonder if we should be so lax 
with the taxpayers’ money. After we have allotted the money and 
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it is put into these projects we have no jurisdiction over it whatso- 
ever. Il raise the question as to whether we should have recommenda- 
tions for corrective legislation to take care of these situations. 

Mr. Larmon. Mr. Chairman, you have a deterrent there and you 
have brought it out partially, at least. You have indicated that 
private funds and State funds or a combination of them plus Federal 
funds were involved, and if in their opinion the judgment has not been 
extraordinarily good the operation loss will have to be borne by the 
State and by the private group. So, you have that as a definite 
deterrent. 

Mr. Bussey. Yes, but should there be a continuation of this 
allowance of putting doctors’ offices in these hospitals like that? 

Mr. Larmon. | could only speak from experience in one local 
situation, one where Hill-Burton Act funds were used, and in that 
particular instance the proximity of the doctors to the operating rooms 
and to the patients was exceedingly important to make it an effective 
hospital in treating patients. 

Dr. Cronin. That is particularly true, Mr. Chairman, in rural 
communities where you have | or 2 physicians, or even 3 physicians 
on the staff of a hospital, who are practicing in the community, and 
their accessibility and availability to the patient who is sick is a very 
important thing to the patient, and anything that can be done to 
facilitate that is important. 

Mr. Bussey. I might say that previously the offices of these doctors 
which are now in the hospital, were not over 2 blocks from the hospital, 
and certainly not over 3 blocks, so they were pretty close to the 
hospital facilities. 

Dr. Cronin. Was all of this remodeling done also with Federal 
funds? 

Mr. Bussey. No, I do not think so, but they certainly had to 
remodel a certain portion of the building that was constructed with 
Federal funds in order to make these facilities available for these 
doctors and the dentist and the selective service board. They had to 
get a mortgage from the local bank in order to carry this program out. 
I just wonder where do we stop on this Hill-Burton law with respect 
to these facilities. 

I was looking at the March 31, 1954, Hospital Facilities Division 
report which I had not seen until now. From this report it indicates 
that the Louisa County Memorial Hospital is under construction. 

I was informed, and | think correctly when I was there that the 
facility opened—-well, it was dedicated on May 15, 1952, and it was 
certainly in operation and had been in operation for some time 
before | was there. Even the remodeling had been taken care of, so 
that must be an error. 

Dr. Cronin. I would like to point out that in these statistical 
reports you have in vour hand, the status of each project is based on 
reports We receive from the States about the projects in their particular 
State. 

We do have instances, and a number of them, where, because of the 
need for hospital facilities in the area, these projects will be, as far 
as the public is concerned, opened and beds equipped, whereas officially 
it is not closed out or finished or anything like it. That happens time 
and time again. 
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If this is in error we would be very glad to change it, and we thank 
you for the information. 

Mr. Bussey. Well, it is very hard for you, gathering together a 
tremendous amount of statistics and relying on other people and on 
reports sent in to you, to get everything exactly correct. 

Dr. Cronin. That is right, sir. 


DIFFERENCE IN ESTIMATES ‘OF ADDITIONAL BEDS NEEDED 


Mr. Bussey. We were discussing the difference between your two 
statements, with regard to unmet bed needs. In one statement you 
said that 500,000 additional beds were needed throughout the country, 
and in the other it is estimated at from 740,000 to 848,000. 

Did I ask for a breakdown, for the record, of the number estimated 
to be needed? 

Mr. Ke uty. Yes, sir 

Mr. Bussey. We really ought to have two tables, I think, to show 
how the different figures were arrived at. 

Dr. Cronin. Mr. Chairman, you did ask for that group submitted 
for the record, tables supporting the total of 812,765 fot 

Mr. Bussey. Less 119,000, I think. 

Mr. Crontn. The other figure you referred to in my opening state- 
ment is based on the figure President Eisenhower used in his health 
message. He specifically stated that it is conservatively estimated 
that there are 500,000 additional beds needed in the country. 

Mr. Bussey. According to your general statement, you quoted him 
as saying, “A minimum of 500,000 additional hospital beds.”’ 

Dr. Cronin. I think that minimum would constitute the statistic 
we have conservatively estimated. Basically I cannot see much 
difference between the 500,000 and the 800,000 beds needed in terms 
of what can be done with the money available, or which is likely to 
become available, in the time the law is in existence. 

Mr. Bussey. Only there is a wide discrepancy in the figures used 
for the total number of beds needed. I was just wondering how this 
figure of 500,000 was arrived at by the President. Did he call on the 
Department for any help in arriving at that estimate? 

Dr. Cronin. I do not know, sir. All I know is that the figures we 
have are specific figures. His discretion in using them I do not know. 

Mr. Bussey. I cannot conceive of his using this figure, and you 
using the figure in your opening statement, without consulting the 
experts in your Division. Would you check to see if anybody was 
consulted before he used this figure of 500,000? 

Dr. Cronin. I shall be glad to do so. 

Mr. Bussey. I just cannot conceive that he would do that without 
consulting you folks. 

(The matter above referred to is as follows:) 

The figures on the additional hospital beds needed, as reported by the States in 
their State hospital construction plans submitted annually, at the time the Presi- 
dent’s health message was in preparation was 812,765. Since there are, however, 
119,042 beds in operation for civilians in the Federal facilities of the Veterans’ 
Administration, Indian Service, and Public Health Service, there is a remaining 
need for 693,723 additional hospital beds. The Public Health Service, in sub- 
mitting a figure for use in the President’s health message, in order to be on the 
conservetive side recommended that*the President in his message report the 
figure for additional hospital beds needed as ‘over 500,000.” 
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Mr. Bussey. Now, on page 8-3 of your justifications, for “Salaries 
and expenses,”’ you say: 
The estimated deficiency of this Nation’s hospital bed need is 850,000. 


Now we get another figure that is more than any of the various figures 
in your statement and the President’s message. 

r. Cronin. Mr. Chairman, that 850, 000, figure is a figure which 
was prepared back in September or October of 1953 at the time this 
material was prepared for printing purposes for submission to the 
Bureau of the Budget and to Congress. Our totals were restated 
here as of January 1, 1954, and the correction fro:n the figure of 
850,000 down to 812,000 is a specific and accurate correction. I 
think it is just in the time elapsing between the preparation of this 
material and the final information we got at the time. 

Mr. Bussey. That figure of 812,000 was as of what date? 

Dr. Cronin. January 1, 1954. 

Mr. Bussey. I notice in the hearings, an answer to a request of 
Mr. Fogarty on March 26, that Secretary Hobby placed a table in 
the record showing that 812;765 additional beds were needed, so I 
assume that must have been the latest figure you compiled. 

Dr. Cronin. That is the figure we show here as of January 1, 1954, 
exactly. 

BASIS OF ARRIVING AT LATEST ESTIMATE 


Mr. Bussey. That is carried out to the last digit, 812,765. It is 
just like a man taking an inventory in his store. If he uses round 
figures of, say, $65,000, it is an indication to the auditor that he 
did not take a very good inventory, but if he used the figure of 
$6,465.12, he must have been meticulous in his taking of the inventory 
and knew whereof he spoke. 

So, with that estimate being to the last digit, we would be interested 
if you would tell us in detail just how that particular figure was 
arrived at? 

Dr. Cronin. I shall be glad to, Mr. Chairman. 

Mr. Bussey. Was that arrived at entirely from the figures you 
received from the 48 States? 

Dr. Cronin. That is arrived at in exactly that way. We received 
a figure from each of the 48 States. 

Mr. Bussey. That is the figure that will show up in the table you 
are going to put in the record? 

Dr. Cronin. Exactly. That is specifically the way it was com- 
piled, and it represents what each State tells us in each category of 
the bed need that they have, utilizing the formula under the law, and 
it is the same for all of the States. 


USE OF AVERAGE PERCENTAGE OF OCCUPANCY IN ESTIMATING NEEDS 


Mr. Bussey. Do you know if the States in compiling their figures 
use your average percentage of occupancy in their formula? 

Dr. Crontn. There is no place for the percentage of occupancy to 
be used in figuring the bed needs. It is not a part of the formula 
criteria. 

Mr. Bussey. Is the formula 4.5 for beds per 1,000 

a 


Dr. Cronin. For general hospital beds the formula is 4.5 to 5.5, 
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Mr. Busrey. All of the States use that formula? 
Dr. Cronin. Yes, sir. 
Mr. Busrey. Regardless of whether they are industrial States, or 
rural, farming States? 
BASE ARBA 


Dr. Cronin. Yes, sir, that is right, but they do not have the 4.5 
to 5.5 formula for general hospital beds. Depending on the density 
of population for all of the areas of the States the regulations and the 
manual and all predicated on the law indicate that in the so-called 
base area. The Hill-Burton program is predicated on the provision 
of hospital service across the State with a base area being defined as 
an area where a hospital would be located with 200,000 population or a 
medical university teaching center where you would have an agglom- 
erate group of all medical facilities and specialists in one place. 

That is known as a base area. 

Frem that area, going out in minimum amounts of special services 
will be your so-called district area, and then on out to the community 
area, and then on out to the small community, the thinking being 
that in the base area 4.5 would be the figure which would represent 
the minimum. 

For example, New York City certainly would need more than 4.5 
beds per thousand people for general hospitals, whereas away upstate 
New York, at a place like Gouverneur, up along the St. Lawrence 
River, they will not need 4.5 beds per thousand people. They need 
about 2.5 beds. 

Mr. Bussey. What formula do they use in New York City, and 
around New York City? 

Dr. Cronin. Two and a half per thousand in the rural areas, 4 in 
the district areas, and 4.5 plus in the base areas. 


POOL BEDS 


We have also technically what are known as pool beds. 

A State under the Hill-Burton Act cannot build in excess of 414 beds 
per thousand, except for maintaining pools like that where they go to 
5% beds because of the density of population. We cannot build more 
than 44% beds with Hill-Burton funds per thousand people in the total 
State. 

When you come to a place like Gouverneur, N. Y., which is in 
upstate New York, in very rural country, they do not need 4% beds 
per thousand people; 2.5 is what they need up there. So, that 
number is used for that area by the State planning agencies. That 
would leave 2 beds left over. Those then become the nucleus of what 
we call pool beds. As your need for these rural areas in eny one 
State is 2.5 beds per thousand people, these 2 beds left over go into 
the pool which are then available for placing in the base areas, such 
as New York City. 


DIFFERENCE IN NEED BETWEEN URBAN, INTERMEDIATE, AND RURAL 


The New York City current situation is over 6 beds per thousand, 
and they need more than 6 beds per thousand because of their density 
of population. Under the Hill-Burton Act, then, this pool can be 
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shifted into New York City to raise its bed ratio from 4.5 up to 
maybe 6 or 6.5 per thousand, but nevertheless, 4.5 still holds for the 
State as a whole. 

Mr. Bussey. For purposes of this formula, then, vou have an area 
in between urban and rural? 

Dr. Cronin. An intermediate area. 

Mr. Bussey. That is the area between the urban and the rural? 

Dr. Cronin. That is right. 

Mr. Bussey. Where does that start, going out from the urban 
areas? 

Dr. Cronin. It will vary with the State planning ageney, depending 
on the characteristics of their population groups. 

Under the regulations, and I should read that specifically, in 
“Subpart A—Definitions, section 53.1 (c¢) intermediate area’’ it 
states: 

Any area so designated by the State agency which: (1) Has a total population 
of at least 25,000 and (2) contains, or will contain on completion of the hospital 
construction program under the State plan, at least 1 general hospital which 


has a complement of 100 or more beds and which would be suitable for use as a 
district hospital in a coordinated hospital system within the State— 


and then we define the base areas similar to the intermediate area 
and the rural area. 

Mr. Busney. For example, I am going to draw a circle. This 
[indicating] represents the urban area, and let us say that represents 
the city limits of the city of Philadelphia. 

Now, for practical purposes the area adjacent to the city limits of 
Philadelphia is just as much a part of Philadelphia as that part 


which is within the city limits, but we have a town out here of 25,000 
population. Let us say it is town A. They have a very fine hospital 
just across the line from the city limits, but it is within this town of 
25,000 people. 

Now, 90 percent of the patients in this hospital in town A are 
people who actually live in Philadelphia. Would that stop another 
hospital from participating in Hill-Burton funds in this adjacent 
community? 

Dr. Cronin. Mr. Chairman, | think we should go back to the 
basic preparation of the State plan because, under the law, the 
State was required to survey its resources and did so, and separate 
Federal money was appropriated and sent to the States on a matching 
basis for that purpose. 

The State plan was arrived at by each State dividing itself up into 
geographical units, each area being defined as a hospital service area. 
They may be a county, they may be two counties, or they may be a 
half county. Usually there ts a trade center there in that geographical 
unit, called a hospital service area. The lines of demarcation between 
one hospital service area from another hospital service area are lines 
that have been based on an arbitrary line, so they represent a hospital 
service area. 

Now, the basis of this whole situation is the kind of service avail- 
able to the people, not the number of beds built, and we know that 
in the total integrated program utilizing the base area, the interme- 
diate area, and the rural area that we are thinking not in terms of 
beds per se because, after all, beds are but symbols of service. We 
are thinking in terms of services. 
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It would be wrong in a rural area to help a small hospital develop 
the equipment and operating facilities for a brain-tumor operation 
because the chances are that they would never have a neurological 
surgeon in that area capable of doing that kind of an operation. 
That kind of facility and that kind of service properly belongs at the 
base area. I would like at this point to read the definition of a base 
area. The specific answer to your question, Mr. Chairman, is that 
this town of 25,000 would be incorporated in the base area of Phila- 
delphia. With a 25,000 population town the hospital there, however, 
may be of such a size and perform service in such a way that that 
hospital would not be competent to do a brain-tumor operation. 

Now, an area is defined as: 

A logical hospital service area, taking into account such factors as population 
distribution, natural geographic boundaries, transportation, and trade patterns, 
all parts of which are reasonably accessible to existing or proposed hospital fa- 
cilities and which has been designated by the State agency as a base, intermediate, 
orrural area. Nothing in the regulations in this part shall preclude the formation 
of an interstate area with the mutual agreement of the States concerned. 


Section (b): 


Base area: Any area which is so designated by the State agency and has the 
following characteristics: (1) Irrespective of the population of the area, it shall 
contain a teaching hospital of a medical school; this hospital must be suitable 
for use as a base hospital in a coordinated hospital system within the State; or 
(2) the area has a total population of at least 100,000 and contains or will contain 
on completion of the hospital construction program under the State plan at least 
1 general hospital which has a complement of 200 or more beds for general use. 
This hospital must furnish internships and residencies in two or more specialties 
and must be suitable for use as a base hospital in a coordinated hospital system 
within the State. 


I previously read the definition of an intermediate area, but I 
would like to read the definition of a rural area. This is section (d): 

Rural area: Any area so designated by the State agency which constitutes a 
unit, no part of which has been included in a base or intermediate area. ’ 

(e) Coordinated hospital system, An interrelated network of general hospitals 
throughout a State in which one or more base hospitals provide district hospitals 
and the latter in turn provide rural and other small hospitals with such services 
relative to diagnosis, treatment, medical research, and teaching as cannot be 
provided by the smaller hospitals individually. 

In essence, the base hospital is where you do therapy, and you do 
teaching of interns, residence, dieticians, technical aides in hospitals. 
You do teaching, research, and therapy. 

An intermediate area hospital is where you will do basically therapy 
and teaching at a much less degree or level that at the university 
center, end vou may nor may not do, and probably will not do any 
research in that area hospital. 

In the rural area you will do no research, and you will do no teach- 
ing, but you will do therapy. ut 

In general that is the coordinated hospital system, and it is the 
thread running through the Hill-Burton program. 


2 


OCCUPANCY REPORTS 


Mr. Bussey. Do the various State hospital planning boards make 
an occupancy report to you? ; 
Dr. Crontw. They do not, sir, unless we ask for it. 
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We have asked for it at the specific request of specific individuals 
in the last couple of years. 

Mr. Chairman, I would like to point out also in regard to your 
question that this program is now going into its seventh year. 

As times change, and they do, and attitudes change toward certain 
Federal activities, there are times when any request of the Federal 
Government officials made to specific areas of the country are not 
acceptable one way or the other. 

However, requests by us for occupany reports or figures in some 
areas today are accepted and they are gratuitously given. 


AREAS OF GREATEST NEED 


Mr. Bussey. I notice at the bottom of page 4 of your statement 
you say: 

In Mississippi and Alabama, about 8 additional beds per 1,000 population are 
needed. Regionally, the greatest unmet need is in the Southern States, although 
substantial progress has been made there in recent years. 

Were there any other figures arrived at for the Southern States 
besides the States of Mississippi and Alabama? 

Dr. Cronin. Mr. Chairman, all of those figures are contained in 
that chart or the statistics which you asked us to put into the record. 

We have it broken down into regions, New England, the Middle 
West, the Southeast, the Southwest, the Central States, the North- 
west, the Far West, and the Territories. 

Mr. Bussey. I see. 

In the last paragraph of your statement you say: 

The function of the Federal Government is to assist and stimulate State action, 
within the limits of the Federal budget. 

The measure of your success would seem to be whether or not the 
States are increasing their percentage of participation in the program. 


PERCENTAGE OF FEDERAL AND NONFEDERAL EXPENDITURES 


What is the percentage of Federal funds spent on the program, and 
the percentage of State and other non-Federal funds spent on it? 
Can you put a table in the record showing that for the years 1952, 
1953, and 1954? 

Dr. Cronin. We would be glad to do that, Mr. Chairman. It 
varies, as you know, from State to State. 

Mr. Bussey. Yes. 

(The requested information follows:) 


Division of total cost of new 
projects approved in period 


| State and local 
Federal funds | funds 


Percent Percent 
33. = 4 


1953 | 
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Dr. Cronin. This chart of the aggregate you might be interested 
in observing. 

The total amount of Federal funds spent, in round figures, is $600 
million. The State and local funds amounted to $1,169,000,000 which 
matched the $600 million of Federal funds. So, the ratio is almost 
1 to 2. 

Mr. Busrey. I think this would be a good place to break off and 
recess until 2 o’clock. 

APTERNOON SESSION 


Mr. Busrey. The committee will come to order. 
UNLIQUIDATED OBLIGATIONS 


Dr. Cronin, would you submit for the record, please, the amount 
of unliquidated obligations at the most recent date by fiscal year? 

Dr. Cronin. We will be glad to do that, Mr. Chairman. 

(The requested information follows: ) 


Table of unliquidated obligations by fiscal years as of Mar, 31, 1954 


Liquidations | Unliquid sted 
| 


Obligations balance 


| 
Fiscal year | 


74, 686, 976 $74, 124, 601 $562, 375 
74, 901, 451 73, 468, 242 1, 433, 209 
149, 871, 151 5, 205, 606 3, 665, 545 
84, 793, 395 | 365, 973 5, 427, 422 
82, 281, 721 67, 803, 812 14, 477, 909 
62, 707, 204 | 29, 047, 867 33, 659, 337 
28,751, 261 | 5, 660, 046 23, 090, 315 


| 
| 


557, 998, 159 | 475, 677, 047 | 82, 316, 112 


SPLIT PROJECT POLICY 


Mr. Busrey. Doctor, would vou give the committee, please, the 
results of the redefimition of split projects and especially the effects 
such redefinition may have had upon Federal funds. 

Dr. Cronin. Mr. Chairman, as a result of the admonition from 
Congress lest year, the split project policy was revised and currently 
is as follows: 

Utilizing the previous vear, 1954—which is the previous year now— 
appropriation allotment to each State, the State agencies may not 
project into future fiscal years on split projects amounts in excess of 
those derived by application of the following formulas: 

(1) First sueceeding fiscal year (which currently would be 1955): 
Two-thirds of the current fiscal vear allotment to the State or $200,000, 
whichever is greater. 

(2) Second succeeding fiscal vear (which in this instance would he 
fiscal vear 1956): One-third of the current tiseal vear allotment to the 
State or $200,000, whichever is greater. 

(3) A project may not be split beyond the second succeeding fiscal 
year or beyond fiseal year 1957, whichever is earlier. 

(4) There are no restrictions on the commitment to split projects 
of funds currently available to a State. 

Any project construction schedule which includes one or more 
split projects must be forwarded to the Washington office for review 
prior to approval. The schedule must show not only the commitment 


1948____ | 

1950 

1951 

1952 

1953 
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of available funds but also the amounts tentatively scheduled out of 
future fiscal years. 

In order to be approvable, an application for a split project must 
show, in addition to the requirements as specified in part 24—5 of the 
Health Grants Manual, the following: 

1. The applicant must show financial resources equal to the appli- 
cant’s share of the total cost of constructing and equipping the entire 
facility. In addition, the applicant must demonstrate to the satisfac- 
tion of the Surgeon General the financial means by which the project 
will be completed in the event of failure of, or reduetion in, future 
Federal appropriations. (For example: If the applicant’s share of 
the cost is $500,000 and the Federal share is $500,000 but only $400,000 
of the latter is available at the time the application is submitted for 
approval, the project ray be approved as a split project only if the 
applicant can show that he has $500,000 available to pay his share and, 
also, that he has the means of providing an additional $100,000 if 
necessary. A staterrent from a bank or other lending agency, dis- 
counted pledges in the proper arrount, a staterent from the proper 
authority in the case of a publicly sponsored project that the addi- 
tional funds will be made available, and the like, may be accepted as 
evidence that the applicant is able to provide the additional funds.) 
If the applicant cannot deronstrate such financial ability, the scope 
of the project must be reduced to the point where it can be completed 
with the funds available under which circumstances it becoves a 
“fractional” rather than a “split”? project. 


2. At the time the part 4 of the application for a split project is 
approved, the applicant must sign the following certification which 


must be made a part of the application documents: 


The applicant understands that approval of this application is a commitment 
on the part of the Surgeon Genera! for that portion of the Federal funds available 
to the State for obligation during the fiscal year ending June 30,21954 only; that 
the Federal Government is not committed to appropriate funds in future fiscal 
years for this project; and that the eligibility of this project to a share of such 
Federal funds as may be appropriated in the future is subject to the priority 
rights of other applicants in the State. 

That was the revised policy on split projects which was issued by 
the Division of Hospital Facilities on November 6, 1953. The time 
is short to see the final results of such new policy, but in general the 
policy is aimed at the reduction of split projects except in those 
instances where the sponsors in general have the ability or can find the 
ability to come up with their own money in lieu of Federal funds if 
they are not forthcoming. It has a very definite deterring effect on 
split projects. 

Mr. Bussey. I take it you think that would overcome a situation 
such as we got ourselves into in Arkansas at St. Vincent’s Hospital 
where they were taking up the funds for 2 or 3 years and local commun- 
ities that had obligated themselves even for a bond issue were not 
able to participate in the program. Is that correct? 

Dr. Crontn. This new policy would have a definite tendency to act 
as a deterring agent for that type of planning. 

The particular split project you referred to—it was in Hope, Ark.— 
I just had a telephone call before 1 came up here from the Dallas 
region. It is on our Federal desk in Dallas and is to be approved in 
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the final form. The judge in that particular county has made a 
statement that the fumds will be forthcoming in the event Federal 
funds are not forthcoming. 


CUTOFF DATE 


Mr. Bussey. What about a cutoff date? You establish a cutoff 
date, do you not, on which a particular project is considered closed 
out and an audit is made? 

Dr. Cronin. Yes. Again through the help of information that 
was called to our attention through the hearings last year, which was 
most helpful, we have established a policy that cutoff dates will be 
established on projects instead of permitting the projects to set their 
own cutoff date. We now have a policy that requires the sponsor 
and the State agency, in cooperative endeavor, to establish a date 
which will be the date recognized as the date that the project is closed 
out. 

Mr. Bussey. What will be the fiscal effect of the establishment of 
a cutoff date? 

Dr. Crontn. In essence it will be this, in my opinion, that we will 
know the amount of funds which that project is going to utilize 
within the amount that it is estimated will be utilized. It will give 
a clear conception of the actual funds to be utilized by that project, 
because we deal in estimates all the way and final figures are on 
available after a project has been finally audited and officially closed. 
Those balances, I might say, would be available to the State for utili- 
zation in other projects, although they will not be large in amount. 


POSSIBILITY OF BUILDING BEYOND NEEDS 


Mr. Bussey. On page 5 of the report submitted to the committee 
by our task force, they had this to say: 

The second publication referred to above indicated the difficulty in establishing 
formulas providing for bed needs such as have been used in the administration 
of the Hill-Burton program. One of the statements reads: 

“The scale of present construction has led some to question whether the country 
is not overbuilding its hospital plant.” 


Then another publication also includes the following statement: 


Under some circumstances a population may demand and receive more hospital 
service than is needed, in that people, particularly if insured against hospital 
costs, may receive care for conditions which could be diagnosed just as effectively 
in an outpatient department or the physician’s office or patient’s home. 

What has been done to conduct further research in this field of how 
many general hospital beds are needed? 

Dr. Cronin. I do not know what you refer to there. I am guessing 
because I have not been submitted the report. My guess is you have 
reference to an article, or a booklet, which was prepared in the Division 
of Medical and Hospital Resources by Dr. Louis Reed. 

Mr. Busery. That is the one, How Many General Hospital Beds 
Are Needed. 

Dr. Cronin. That is the publication. I am familiar with it be- 
cause I read it. Those studies were conducted under the Division of 
Hospital and Medical Resources, and when that Division, through 
appropriation shortages, had to be dropped the studies that they 
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carried on cannot be carried on with our present staff. Some similar 
studies pertaining to States as entities are carried on by certain States. 
We have some material, particularly from California. California 
prepared a statement, ““‘Comments on Validity of 4.5 Acute General 
Hospital Beds per 1,000 Population as a Planning Objective.” This 
was presented at a conference called by the American Hospital Asso- 
ciation. They called four conferences last year, at Washington, New 
Orleans, Salt Lake City, and Chicago, to which they invited the State 
hospital survey and program directors from each State, the State hos- 
pital association president and executive secretary, members of the 
house of delegates of the American Hospital Association who had an 
interest in those geographical areas, and also Public Health regional 
program directors, myself, and another member of our headquarters 
staff, the latter group, Federal officials, being there only as informa- 
tional and resource people to be asked questions about the program. 

It was at the Salt Lake City meeting that this particular California 
presentation was made. I might say in all those meetings the ques- 
tion of the adequacy of the formula in the Hill-Burton Act was dis- 
cussed and in the final analysis when the reports were submitted to 
the house of delegates of the American Hospital Association, they did 
not recommend a change in the formula. 

I would like to read the California statement: 


Analysis of hospital needs in California indicetes 4.5 beds constitutes a reeson- 
ably accurate planning objective, particularly since amendment of Federel Regu- 
ulations in October 1952 gives the State authority to esteblish a lower planning 
ratio if analysis of hospital needs in the State indicete this is desireble. 

Prior to this amendment of Federal Regulations it wes necessery to esteblish 
a higher plenning objective than 4.5 beds, because of the mechanical process 


required in estimating needs. This mechanicel process established a need ob- 
jective for California of 4.8 beds per thousand in the fiscal year 1952-53, and 
would have produced an estimated need of 4.5 for 1953-54 because when certein 
areas had beds in excess of 4.5, such overage in these areas was added to the 
average of 4.5 for the remaining areas of the State. 


I would like to interpolate they are talking about general hospital 
beds in the 4.5. 


Yomputing bed requirements on this basis would establish a bed need for 
Calitornia of 51,025 beds for the fiscal year beginning July 1, 1953. Under 
authority of the amended federal Regulations of October 1952 it is proposed 
to prepare the California State plan for the fiscal year beginning July 1, 1953, 
with a need objective for the State of 46,566 beds or 4.4 beds per thousand. 

The bed need estimates identified as being based on utilization factors are 
derived principally from an analysis of patient days of hospital service throughout 
the State. From the tabulation of actual patient days of service it is apparent 
that a wide range in usage of hospital facilities exists in various parts of the State. 
It is recognized that this tabulation provides insufficient information to permit 
direct mathematical computation of bed-need estimates for each area; however, 
our opinion is that study of this material permits more intelligent estimates than 
can be made by the arbitrary use of ratios such as 2.5 beds for rural areas, 4.0 
beds for intermediate areas, and 4.5 beds for base areas. 

We note in a number of State plans that some use is made of the bed-death 
ratio in arriving at estimates of general hospital bed needs. While this method is 
discussed in some detail in the report of the Commission on Hospital Care, our 
analysis indicates the bed-death ratio should not be used as a primary yardstick 
in measuring need for hospital beds. A table was prepared indicating bed-need 
estimates which would result in California if the bed-death ratio were used. It 
is of interest to note that this basis of estimating bed need would establish a figure 
of approximately 50,000 beds for California. 
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Mr. Bussey. Doctor, you made mention of the fact you had not 
seen the report. I might say that neither had any of the members of 
the committee until recently, but it is my intention to suggest to the 
committee that these reports not only be made available to the 
Department but that the members of the task force who wrote the 
reports be called in so they can sit down with the various constituents 
and discuss their thinking along each line to see what constructive 
thoughts might come out in a conference on this matter. I think 
that would be one of the most valuable uses that could be made 
of a report of this kind, not only to give the bureau or agency or the 
Department the benefit of the report, but also the benefit of consulta- 
tion with the people who wrote the report so that if they missed 
something or got the wrong interpretation of something you would 
have the opportunity to correct their thinking, and at the same time 
it may be that something constructive might be passed on to the 
various agencies that will be helpful in the future. I just bring that 
up inasmuch as you mentioned the fact that you had not seen the 
report. 

Dr. Crontn. | think that would be most helpful, Mr. Chairman. 
Of course we have had close relationships with the folk who prepared 
the report. 

Mr. Bussey. I think we are all working toward a common objec- 
tive and I think the information of the individuals of the task force 
and the report should be made use of not only by the committee but 
by the Department. 


EFFECT OF NEW DRUGS ON REDUCING REQUIRED HOSPITALIZATION 


Another quote in that publication is this: 


Some of the new drugs introduced during the past decade have greatlv reduced 
the number of cases of certain illnesses that require hospitalization and the length 
of stay of cases hospitalized. 

Is there any estimate of the reduction in length of stay as a result 
of the new drugs? - What effect does that have on the estimates of beds 
required? 

Dr. Cronty. I should think it would have a very small effect on the 
estimates of beds required because there is such a shortage of beds that 
the beds made available by reason of patients getting out quicker 
have not reduced the number of beds needed. 

Mr. Bussey. Have there been statistics compiled on the reduction 
in length of stay due to the introduction of these new drugs? 

Dr. Cronin. There have been some studies, not national studies, 
on the effect of the advent of new drugs on the length of hospital stay. 

Mr. Bussey. What knowledge do you have of those st dies? 

Dr. Cronin. There are diversified studies in various places. They 
all indicate that in certain kinds of diseases, primarily the so-called 
acute infectious diseases—not heart and not cancer—they do have an 
impact on the length of time that persons suffering from those diseases 
stay in the hospital. That time has been reduced, thereby making 
the beds available for people who need them so urgently; and, those 
beds are used for those other people such as heart and cancer patients; 
but that is not a factor in reducing the number of beds we need. 
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LOUISVILLE, KY., PROJECT 


Mr. Bussey. I am going to quote from the task force report 
starting at the bottom of page 5 under a heading entitled “An Example 
of Federal Funds Piled on Federal Funds”’: 

Kentucky project No. 67 was approved in 1952 for $374,000 of Federal funds 
for an alteration costing $573,000. This is a municipal hospital which formerly 
was the Public Health Service Marine Hospital in Louisville, Ky., built in 1856. 
The cost to the Government of the Marine Hospital was $435,500. It was sold 
to the city in 1948 for one-half of the appraised fair market value of the land 
(844 acres) for $25,000. Attention is directed to the fact that the city of Louisville 
was able to obtain the hospital on such terms and subsequently received $374,000 
of Hill-Burton funds for a remodeling, even though as recently as 1934 the Public 
Health Service expended $304,000 in extensions and remodeling. 

Why were Hill-Burton funds used for remodeling instead of allowing 
the municipality to remodel this hospital with their own funds? 

Dr. Cronin. I happen to know something about that because at 
one time I was stationed about 100 miles away and visited that 

roject when it was operated by the Public Health Service. What 
about that project is this: 

That is an old Service hospital. Back in 1800’s it was built. 
Subsequent to that time, sometime in the early 1930’s when the Public 
Health Service was handling the care of merchant seamen, Louisville 
was one of the centers, because of the traffic on the Ohio River, for the 
care of merchant seamen. The old hospital was converted into 
quarters for the staff of the hospital. I have been in it many times. 
In front of the old hospital and away from the river was built this 
United States Marine Hospital sometime in the mid-1930’s. Then, 
as the years progressed and we went through the war period, about 
1944 I was Assistant Chief of the Hospital Division. At that time 
there was some consideration and concern at headquarters because 
of the falling off that might occur after the war bedause of the reduc- 
tion of traffic on the Ohio River and the reduction of care in merchant 
seamen. 

In the early 1950’s, because of certain reductions in Veterans’ 
Administration appropriations—because we did have veteran patients 
in this hospital and it served a definite purpose there in addition to 
merchant seamen on the Ohio River—it was necessary to close that 
hospital because the Public Health Service did not have sufficient 
funds to operate it. 

As I remember it was closed about 1946. That hospital then, of 
course, as all Federal buildings, became and was the property of the 
Government and the hospital ceased to be a responsibility of the Public 
yi Service and became the responsibility of the Public Buildings 

rvice, 

Through the Surplus Property Act, that hospital became available 
to the Federal Government for usage. No one claimed usage in the 
Federal Government so it was turned over to the States, pe the city 
made a claim on it and the hospital was acquired by the city of 
Louisville. 

The city of Louisville and Dr. Bruce Underwood, director of 
health, and his advisory council presented an application for the use 
of that hospital as a chronic disease project. 

In order to get that building into shape, after remaining idle from 
1946 to, I think, 1953, so that it could be used, and to refurbish it, 
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aint it, and whatever else was necessary—as you know, when build- 
ings stand idle, kids throw rocks through the windows and that sort 
of thing—they applied for Federal funds and it came under the Hill- 
Burton Act fully justified and approvable and did represent an out- 
standing need as reflected in the State plan of the State of Kentucky. 
It was a 173-bed hospital which was redesignated as the Kentucky 
Chronic Hospital. For the remodeling and refurbishing and repaint- 
ing on that project we had an estimated cost of $572,705, and the 
Federal participation under the law as it existed at that time amounted 
to $374,002. So, as far as the Public Health Service is concerned, 
it was a legitimate project. It was needed. It was legal. It was 
ook of the Kentucky State plan, and this Federal money under the 

ill-Burton Act was necessary to put that hospital into condition to 
be used. It is an outstanding chronic disease hospital. 

Mr. Bussey. Why should not the city of Louisville have at least 
provided the money to remodel the hospital after the Federal Gov- 
ernment practically gave it to them? 

Dr. Cronyn. I cannot answer the question, but the city of Louis- 
ville did provide the difference between $374,002 and $572,705. 


NEED FOR AMENDING THE LAW REGARDING CHRONIC HOSPITAL CONSTRUCTION 


Mr. Bussry. Now I am really confused. You say this is one of the 
outstanding chronic disease hospitals in the country? 

Dr. Cronin. That is right. 

Mr. Bussey. I am trying to straighten out in my own mind, at 
least, why we needed this new legislation we spoke about this morning, 
which was to take care of chronic disease hospitals. If we could allo- 
cate money out of Hill-Burton funds for this, why do we need new 
legislation? 

fr. Larnmon. As I understand it, chronic disease centers under the 
existing law can be provided for under the present Hill-Burton law. 
It was in regard to diagnostic centers separate from hospitals, and 
rehabilitation centers separate from hospitals, where at least a ques- 
tion could be raised as to whether they might be provided under the 
existing law. And nursing homes separate from hospitals probably 
could not be provided under the present law. 

Mr. Bussey. In the legislation was there not one category for 
chronic disease hospitals? 

Mr. Larmon. You mean in the new proposed legislation? 

Mr. Bussey. Yes. 

Mr. Larmon. Yes. 

Mr. Bussey. Why did you have to set that up as a separate cate- 
gory when it can be done under the Hill-Burton Act? 

Mr. Larmon. I think it was to call attention to the specific need 
and provide specific funds for that purpose. 

Dr. Cronin. In the State of Kentucky the State estimates it needs 
5,350 chronic beds in Kentucky. They have 312. 


ASCERTAINMENT OF NEED FOR FEDERAL FUNDS IN LOUISVILLE PROJECT 


Mr. Bussey. I cannot help but think very strongly on the matter 
that somewhere along the line, regardless of whether they come in 
under the formula as you interpret it, some effort ought to be made to 
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get the local communities to raise their own funds when they are 
capable of doing so. Was any survey of the situation in Louisville 
made to see whether the community was able to raise funds to do this 
job? 

Dr. Cronin. I am certain that the city of Louisville and the State 
agency in Kentucky were well aware of the needs and desires of the 
community and the ability of the community in relation to this 
particular project. 

Mr. Bussey. You were the head of this Division that has super- 
vision of allotting these funds and approving projects. Did you do 
anything or did your Division do anything to ascertain the ability of 
peal of Louisville to finance this project without using Federal 
funds? 

Dr. Cronin. No, sir, we did not. We do not have adequate staff 
to do that nor was it my understanding of the intention of the act 
that we should do so. 


INDIANAPOLIS HOSPITAL CONSTRUCTION PROGRAM 


Mr. Bussey. Well, I had not intended to bring this article out just 
at this particular time, but it certainly seems appropriate. There 
was a@ very interesting article that appeared in last Sunday’s Indian- 
apolis Star, May 9, 1954. 

It is entitled “Civic Victory’ by Joseph K. Shepard. 


Without incurring indebtedness, Indianapolis has, all by itself, provided for its 
medical present. 


Now, you may want to comment on this article, and because to me 
it is so important, | am going to ask the committee’s indulgence while 
I read it. It is not too long: 


“Goodness is the only investment that never fails’. A great American— 
naturalist, poet, philosopher, Henry David Thoreau, said that nearly 100 years ago. 

“And now, Indianapolis, city of half-a-million peeple, has taken his statement, 
tested it, tempered it, proved it, and found it of truest steel. 

“Indianapolis has completed one of the largest civic investments in practical 
good will ever attempted, and its efforts will return a thousandfold in human life 
and health and happiness—and in civic pride and stature—giving new meaning to 
the letters chiseled on its own city hall, ‘Iam * * * a citizen of no mean city.” 

The investment is in hospital space. And now, National Hospital Week (May 
i Indianapolis is ready to stand back and watch its dollars grow into brick 
and steel. 


It is very appropriate that we should be discussing the appropria- 
tion for this program in what is called National Hospital Week. 
Now, continuing with the article: 


Its only a matter of a few weeks now until the bulldozers will be thrusting aside 
forever the trash piles in the weed-grown acres at Ritter Avenue and 16th Street 
where will rise the new $5,050,000 Community Hospital witb its complete facilities, 
300 beds, and room for 2 more units of 300 each when they’re needed. It is to 
be ready for use by July 1956. 

On April 21 St. Francis Hospital, Beech Grove, broke ground for a 104-bed 
wing and new facilities; within 2 years, Methodist Hospital, the largest in the 
Nation of its denomination, will build a 6-story 224-bed wing, and double the 
size of its nurses’ residence. 

An uglv, green frame, gingerbreaded relic of a former residential elegance within 
2 years will be razed to be replaced with a new 100-bed psychiatric institute— 
Norways Foundation Hospital. 


638 


Mr. Bussey. Doctor, you made mention of the fact you had not 
seen the report. I might say that neither had any of the members of 
the committee until recently, but it is my intention to suggest to the 
committee that these reports not only be made available to the 
Department but that the members of the task force who wrote the 
reports be called in so they can sit down with the various constituents 
and discuss their thinking along each line to see what constructive 
thoughts might come out in a conference on this matter. I think 
that would be one of the most valuable uses that could be made 
of a report of this kind, not only to give the bureau or agency or the 
Department the benefit of the report, but also the benefit of consulta- 
tion with the people who wrote the report so that if they missed 
something or got the wrong interpretation of something you would 
have the opportunity to correct their thinking, and at the same time 
it may be that something constructive might be passed on to the 
various agencies that will be helpful in the future. I just bring that 
up inasmuch as you mentioned the fact that you had not seen the 
report. 

Dr. Cronry. I think that would be most helpful, Mr. Chairman. 
Of course we have had close relationships with the folk who prepared 
the report. 

Mr. Bussey. I think we are all working toward a common objec- 
tive and I think the information of the individuals of the task force 
and the report should be made use of not only by the committee but 
by the Department. 


EFFECT OF NEW DRUGS ON REDUCING REQUIRED HOSPITALIZATION 


Another quote in that publication is this: 


Some of the new drugs introduced during the past decade have greatly reduced 
the number of cases of certain illnesses that require hospitalization and the length 
of stay of cases hospitalized. 

Is there any estimate of the reduction in length of stay as a result 
of the new drugs? What effect does that have on the estimates of beds 
required? 

r. Crontn. I should think it would have a very small effect on the 
estimates of beds required because there is such a shortage of beds that 
the beds made available by reason of patients getting out quicker 
have not reduced the number of beds needed. 

Mr. Bussey. Have there been statistics compiled on the reduction 
in length of stay due to the introduction of these new drugs? 

Dr. Cronin. There have been some studies, not national studies, 
on the effect of the advent of new drugs on the length of hospital stay. 

Mr. Bussey. What knowledge do you have of those st dies? 

Dr. Cronin. There are diversified studies in various places. They 
all indicate that in certain kinds of diseases, primarily the so-called 
acute infectious diseases—not heart and not cancer—they do have an 
impact on the length of time that persons suffering from those diseases 
stay in the hospital. That time has been reduced, thereby making 
the beds available for people who need them so urgently; and, those 
beds are used for those other people such as heart and cancer patients; 
but that is not a factor in reducing the number of beds we need. 


LOUISVILLE, KY., PROJECT 


Mr. Bussey, I am going to quote from the task force report 
starting at the bottom of page 5 under a heading entitied “An Example 
of Federal Funds Piled on Federal Funds”: 

Kentucky project No. 67 was approved in 1952 for $374,000 of Federal funds 
for an alteration costing $573,000. This is a municipal hospital which formerly 
was the Public Health Service Marine Hospital in Louisville, Ky., built in 1856. 
The cost to the Government of the Marine Hospital was $435,500. It was sold 
to the city in 1948 for one-half of the appraised fair market value of the land 
(8% acres) for $25,000. Attention is directed to the fact that the city of Louisville 
was able to obtain the hospital on such terms and subsequently received $374,000 
of Hill-Burton funds for a remodeling, even though as recently as 1934 the Public 
Health Service expended $304,000 in extensions and remodeling. 

Why were Hill-Burton funds used for remodeling instead of allowing 
the municipality to remodel this hospital with their own funds? 

Dr. Cronin. I happen to know something about that because at 
one time I was stationed about 100 miles away and visited that 

roject when it was operated by the Public Health Service. What 
about that project is this: 

That is an old Service hospital. Back in 1800’s it was built. 
Subsequent to that time, sometime in the early 1930’s when the Public 
Health Service was handling the care of merchant seamen, Louisville 
was one of the centers, because of the traffic on the Ohio River, for the 
care of merchant seamen. The old hospital was converted into 
quarters for the staff of the hospital. I have been in it many times. 
In front of the old hospital and away from the river was built this 
United States Marine Hospital sometime in the mid-1930’s. Then, 
as the years progressed and we went through the war period, about 
1944 I was Assistant Chief of the Hospital Division. At that time 
there was some consideration and concern at headquarters because 
of the falling off that might occur after the war bedause of the reduc- 
tion of traffic on the Ohio River and the reduction of care in merchant 
seamen. 

In the early 1950’s, because of certain reductions in Veterans’ 
Administration appropriations—because we did have veteran patients 
in this hospital and it served a definite purpose there in addition to 
merchant seamen on the Ohio River—it was necessary to close that 
hospital because the Public Health Service did not have sufficient 
funds to operate it. 

As I remember it was closed about 1946. That hospital then, of 
course, as all Federal buildings, became and was the property of the 
Government and the hospital ceased to be a responsibility of the Public 
Health Service and became the responsibility of the Public Buildings 
Service. 

Through the Surplus Property Act, that hospital became available 
to the Federal Government for usage. No one claimed usage in the 
Federal Government so it was turned over to the States, and the city 
made a claim on it and the hospital was acquired by the city of 
Louisville. 

The city of Louisville and Dr. Bruce Underwood, director of 
health, and his advisory council presented an application for the use 
of that hospital as a chronic disease project. 

In order to get that building into shape, after remaining idle from 
1946 to, I think, 1953, so that it could be used, and to refurbish it, 
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paint it, and whatever else was necessary—as you know, when build- 
ings stand idle, kids throw rocks through the windows and that sort 
of thing—they applied for Federal funds and it came under the Hill- 
Burton Act fully justified and approvable and did represent an out- 
standing need as reflected in the State plan of the State of Kentucky. 
It was a 173-bed hospital which was redesignated as the Kentucky 
Chronic Hospital. For the remodeling and refurbishing and repaint- 
ing on that project we had an estimated cost of $572,705, and the 
Federal participation under the law as it existed at that time amounted 
to $374,002. So, as far as the Public Health Service is concerned, 
it was a legitimate project. It was needed. It was legal. It was 

art of the Kentucky State plan, and this Federal money under the 

ill-Burton Act was necessary to put that hospital into condition to 
be used. It is an outstanding chronic disease hospital. 

Mr. Bussey. Why should not the city of Louisville have at least 
provided the money to remodel the hospital after the Federal Gov- 
ernment practically gave it to them? 

Dr. Cronty. I cannot answer the question, but the city of Louis- 
ville did provide the difference between $374,002 and $572,705. 


NEED FOR AMENDING THE LAW REGARDING CHRONIC HOSPITAL CONSTRUCTION 


Mr. Bussey. Now I am really confused. You say this is one of the 
outstanding chronic disease hospitals in the country? 

Dr. Cronin. That is right. 

Mr. Bussey. I am trying to straighten out in my own mind, at 
least, why we needed this new legislation we spoke about this morning, 
which was to take care of chronic disease hospitals. If we could allo- 
cate money out of Hill-Burton funds for this, why do we need new 
legislation? 

r. LarmMon. As I understand it, chronic disease centers under the 
existing law can be provided for under the present Hill-Burton law. 
It was in regard to diagnostic centers separate from hospitals, and 
rehabilitation centers separate from hospitals, where at least a ques- 
tion could be raised as to whether they might be provided under the 
existing law. And nursing homes separate from hospitals probably 
could not be provided under the present law. 

Mr. Bussey. In the legislation was there not one category for 
chronic discase hospitals? 

Mr. Larmon. You mean in the new proposed legislation? 

Mr. Bussey. Yes. 

Mr. Larmon. Yes. 

Mr. Bussey. Why did you have to set that up as a separate cate- 
gory when it can be done under the Hill-Burton Act? 

Mr. Larmon. I think it was to call attention to the specific need 
and provide specific funds for that purpose. 

Dr. Crontn. In the State of Kentucky the State estimates it needs 
5,350 chronic beds in Kentucky. They have 312. 


ASCERTAINMENT OF NEED FOR FEDERAL FUNDS IN LOUISVILLE PROJECT 


Mr. Bussey. I cannot help but think very strongly on the matter 
that somewhere along the line, regardless of whether they come in 
under the formula as you interpret it, some effort ought to be made to 
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get the local communities to raise their own funds when they are 
capable of doing so. Was any survey of the situation in Louisville 
made to see whether the community was able to raise funds to do this 
job? 

Dr. Cronrn. I am certain that the city of Louisville and the State 
agency in Kentucky were well aware of the needs and desires of the 
community and the ability of the community in relation to this 
particular project. 

Mr. Bussey. You were the head of this Division that has super- 
vision of allotting these funds and approving projects. Did you do 
anything or did your Division do anything to ascertain the ability of 
pesto of Louisville to finance this project without using Federal 
funds? 

Dr. Cronin. No, sir, we did not. We do not have adequate staff 
to do that nor was it my understanding of the intention of the act 
that we should do so. 


INDIANAPOLIS HOSPITAL CONSTRUCTION PROGRAM 


Mr. Bussey. Well, I had not intended to bring this article out just 
at this particular time, but it certainly seems appropriate. There 
was a very interesting article that appeared in last Sunday's Indian- 
apolis Star, May 9, 1954. 

It is entitled “Civic Victory’”’ by Joseph K. Shepard. 


Without incurring indebtedness, Indianapolis has, all by itself, provided for its 
medical present. 


Now, you may want to comment on this article, and because to me 
it is so important, I am going to ask the committee’s indulgence while 
I read it. It is not too long: 


“Goodness is the only investment that never fails’. A great American— 
naturalist, poet, philosopher, Henry David Thoreau, said that nearly 100 years ago. 

“And now, Indianapolis, city of half-a-million pecple, has taken his statement, 
tested it, tempered it, proved it, and found it of truest steel. 

“Indianapolis has completed one of the largest civic investments in practical 
good will ever attempted, and its efforts will return a thousandfold in human life 
and health and happiness—and in civic pride and stature—giving new meaning to 
the letters chiseled on its own city hall, ‘Iam * * * a citizen of no mean citv.” 

The investment is in hospital space. And now, National Hospital Week (May 
pat Indianapolis is ready to stand back and watch its dollars grow into brick 
and steel. 


It is very appropriate that we should be discussing the appropria- 
tion for this program in what is called National Hospital Week. 
Now, continuing with the article: 


Its only a matter of a few weeks now until the bulldozers will be thrusting aside 
forever the trash piles in the weed-grown acres at Ritter Avenue and 16th Street 
where will rise the new $5,050,000 Community Hospital with its complete facilities, 
300 beds, and room for 2 more units of 300 each when they’re needed. It is to 
be ready for use by July 1956. 

On April 21 St. Francis Hospital, Beech Grove, broke ground for a 104-bed 
wing and new facilities; within 2 years, Methodist Hospital, the largest in the 
Nation of its denomination, will build a 6-story 224-bed wing, and double the 
size of its nurses’ residence. 

An uglv, green frame, gingerbreaded relic of a former residential elegance within 
2 years will be razed to be replaced with a new 100-bed psychiatric institute— 
Norways Foundation Hospital. 
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All to the tune of $12 million, freely given and to be freely spent in Indianapolis. 
All subseribed, willingly and heartily by an understanding citizenry within a 
14-month period—no taxes, no bonds, no outside aid, no burden of debt. Indi- 
anapolis architects have made all the designs, and Indianapolis builders and 
workmen will be used. 

Realization that Indianapolis was woefully short of hospital beds didn’t exactly 
burst suddenly upon a surprised populace. But the shortage grew rapidly to 
alarming proportions commensurate with the city’s feverish industrial mushroom- 
ing during World War II. Everybody knew it but could do nothing about it 
until the second A-bomb fell in Nagasaki. 

By that time there was a waiting list of 1,000 patients virtually beating upon 
hospital doors for admittance, putting off operations, taking chances, getting 
along somehow, or dying quietly at home. 

The city’s excess population over available hospital beds was like South Bend 
without a single institutional cot. An epidemic would have inscribed a Hoosier 
sear on history. 

Aware and trembling over what could happen was the medical profession, the 
Red Cross, and civil defense authorities. Fhose of us on the patient level only 
knew that mothers were going home 1 day after childbirth, that 3 days was a 
long stay for ON piped = and we were grumbling if we had to occupy a cot in 
a busy hospital hall; surgery often was delayed 6 weeks. 

The Marion County Medical Association appointed a ways and means com- 
mittee. All kinds of suggestions were considered. A city bond issue, a county 
bond issue, a joint city-county bond issue, an appeal for emergency Federal 
hospital funds. Estimates would have to be made, land would have to be sought. 
All that was known for certain was a grievous need. And out of that need a 
vision was born. 

Business and industrial leaders were called in, consulted, and made members 
of the team, along with civic minded citizens, legislators, workers, unions, pro- 
fessions, locking arms instead of horns, all inspired with a realization that this 
was a matter of “not who’s right but what’s right’ a belief in the “rightness of 
things” and the “quickest way is the best way.” 

A permanent committee was formed on the new concept of participation. Using 
preliminary money grants from the medical society and the Eli Lilly Foundation 
a firm of professional hospital experts was employed to conduct a 9-week survey 
in April 1951, at a cost of $25,000 to “‘get something on paper” to see what actually 
was needed, in such a form that it could be proved to the ra 

As foreseen, the survey reported, “An acute shortage of hospital space exists 
that cannot be exaggerated.” It recommended 1,327 more hospital beds and 
$19,450,000 in new hospital construction. It was decided that $12 million 
would be raised by popular subscription for the more immediate phases, and an 
additional $7 million would come later by taxation for Indiana Soren senesced 
Center expansion, for Indianapolis General Hospital, and by private subscription 
for St. Vincent’s Hospital. 

The teeming, rapidly expanding east side, with its multiple industrial construc- 
tion and housing projects would need a brand-new hospital. Additions to 
Methodist and St. Francis Hospitals and rebuilding of Norways would suffice 
to tide over the short term emergency. 

A nonprofit charitable corporation with a 37-member board, Indianapolis 

_ Hospital Development Association, Inc., was organized with Edward F. Gallahue, 
president of the American States insurance Co., as chairman. The wheels were 
moving; there was something on 6 the spirit was there; the way ahead was 
long but the visibility was good. d Indianapolis girt up its loins to attempt 
the second largest public subscription hospital drive ever attempted by any 
city. (Detroit took 4 years to raise $20 million.) 

Beautiful, modern, functional buildings began to take shape on architects’ 
drawing boards, and the machinery for this city’s race for time against disaster 
was bolted together. The gifts were to be from the heart—reflecting each indi- 
vidual donor’s feeling of responsibility—a metropolitan adoption of the battle 
ery of the Musketeers: ‘One for all, and all for one.”’ 

The big push is now history. Within 14 months Indianapolis subscribed more 
than 4 times as much as the community ever had poured out at once for civic 
or charitable purposes. By the time victory was announced at a big dinner, 
December 17, 1953, more than 2,300 business enterprises had made pledges 
averaging nearly $50 per employee; more than 110,000 individuals had pledged 
more than $4,500,000. One hundred foundations and nonprofit philanthropic 
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organizations had subscribed more than $1 million. There was an oversubscrip- 
tion of more than $140,000. 

The drive had received national recognition in newspaper accounts. President 
Risenhower said it was ‘“‘* * * tribute to excellent organization, rare diligence, 
and warmly responsive citizenry * * * commendable spirit of self-reliance * * * 
stirring example to all people everywhere.” 

And it was a victory for something else too; every hospital, as a result of a 
suggestion by the mayor’s commission on human rights, agreed to accept patients 
henceforward ‘‘without regard to race, color, or creed.” To the large Negro 
population the answer was a definite “Yes.” 

Of the more than $12 million in pledges, more than $7 million already has been 
collected in cash. Of this, $6,500,000 has been invested in interest-bearing 
Government bonds until actual building starts. Campaign expenses were un- 
usually low (2.1 percent), $250,000. 

During Hospital Week a short reactivation drive will be conducted to pick up 
loose ends, to bring into the total plan many who had no opportiunity to sub- 
scribe originally—such as new residents in the city, companies unable to conduct 
campaigns a vear ago, individual donors who may wish to subscribe to memorials 
in honor of relatives or friends. Funds subscribed in this short drive will be ample 
to replace pledges which, for one reason or another, may be uncollectible over the 
3-vear period for payment of pledges. 

With justifiable pride, Indianapolis now is answering how-to-do-it questions 
which flood in from other communities who are telling themselves, ‘If Indianapolis 
can do it, why can’t we?” 

The reason I took the committee’s time to read it is that that article 
appealed to me as representing the pioneer spirit in this country, the 
spirit that made this country great and the spirit that is making this 
country today. It is a spivit that was not always looking to the Fed- 
eral Government to do something that the local community could and 
has the capacity to do for itself. 

In view of that situation at Indianapolis, I just wonder why we 
should use appropriated Federal funds for a project, such as we have 
been discussing, at Louisville, Ky. I feel that the people of Louisville 
have just as much capacity, and are just as civic-minded, and are just 
as much interested in this problem as perhaps the people of Indian- 
apolis. 

Now, I would like your comment on that, Doctor. 

Dr. Cronin. Mr. Chairman, I think the story you have read about 
Indianapolis and what the people did there was a very, very fine thing, 
a very commendable thing. It has happened in many other places 
over the country. 

I know also that the Hill-Burton program has acted as a stimulus to 
get hospitals built throughout the country without Federal aid in 
many, many places. 

I also know that the standards established under this hospital 
survey and construction program are a utilized throughout this 
Nation and throughout the world as the basic standard, minimum 
standard, of good hospital construction, in order to be conventional 
and to provide quality in hospital construction. 

I also know, too, that in the State of Indiana, there were 43 other 
projects which did utilize Federal aid, and they were willing to do 
so because it was felt that it was needed. 

Now, whether or not the city of Louisville, or the citizenry of 
Louisville, felt that Louisville could undertake to carry on the total 
cost of hospital construction without the use of Federal funds is 
something that I think only the people of the city of Louisville prop- 
erly can decide. They did come to a conclusion on it, and decided 
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that they would accept the use of Federal funds, which I also think 
is indicative of how they wanted to do it. I am a great believer as 
an individual, and as a public official, that the community should be 
making the decision on how it wants to do the thing. I think that 
is the background of our belief in democracy. There is no forcing 
of Federal funds under this program. 

Mr. Bussey. You commented a few moments ago that there were 
43 other communities in Indiana which did accept Federal funds. I 
spent 2 days with the planning board of the State of Indiana, and I 
might say they were full days, from early morning until very late at 
night, regarding the situation as to why they applied for funds for the 
so-called food service center, and I was told at one of those meetings 
that at the time the project was approved, there were no other ap- 
proved applications on file with the State of Indiana. 

I think that that might differ with some of the information you have 
in your office, but that was what I was told in one of those conferences. 


STATE HEALTH DEPARTMENT BUILDING IN LOUISVILLE 


Now, if I may get back to the city of Louisville for a moment, will 
you state to the committee what was the amount of Federal partici- 
pation in the State health building at Louisville, Dr. Cronin? 

Dr. Cronin. The State department of health laboratory at 
Louisville carried a total estimated cost of $485,500; the Federal share 
estimate is $323,667. 

Mr. Bussey. That project was to add two additional floors on the 
then existing State health building in the city of Louisville; is that 
correct? 

Dr. Cronin. I do not know, Mr. Chairman, because I cannot 
remember the details of 2,200 projects. I can find that out and put it 
in the record for you if you wish. 

Mr. Bussey. You may check that and if you find I am wrong, 
you may correct me. 

Dr. Cronin. We can put it in the record, Mr. Chairman, in detail. 

(The requested information follows: ) 


State DepartTMENT LABoraTory, Prosect No. Ky.—50, Ky. 


DESCRIPTION OF PROJECT 


The project consists of the addition of 2 additional stories designated as the 
fourth and fiftn floors, with a total gross floor area of 17,500 sauare feet, to the 
Kentucky State Board of Health Building, 620 Scuth Third Street, Louisville. 
The project was approved September 12, 1951, at a total cost of $485,500 of 
which $323,666.67 was the Federal share. 


PURPOSE OF THE PROJECT 


To house the laboratory functicns of the State health department. The project 
includes space for a research laboratory, enteric laboratory, dustproof room, 
miscellaneous bacteriology, TB laboratory, (2) serological labcratories, serology 
preparation, media culture, sterilizing room, glassware washroom, sanitary bac- 
tericlogy, sanitary chemistry, balance rcom, special instruments, industrial health, 
animal room, dismembering room, inoculation room, clean animal room, and 
necessary storage space and appropriate offices for the directors of these depart- 
ments. 


Mr. Bussey. I inspected the project in Louisville and the funds 
were used to put two additional floors on the then-existing building, 
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and one floor is to be used by the public health engineers, and the 
other floor was to be used as a testing laboratory. 

I am not saying they should not have been given the funds under 
the law, or under the regulations, but the question in my mind is 
why should we be persieipating in all of these related projects that 
municipalities and States are in a position, and should be carryi 
out themselves. Then we could be using the Federal funds to build 
hospitals. You come in here and tell us of the tremendous shortage 
of beds in the country. 

Here you are spending $323,667, according to your testimony, of 
Federal funds, to help the State of Kentucky build an office building 
to house the various divisions of the health department in the city 
of Louisville. Do you think we ought to be spending funds for 
projects like that, when there is such a tremendous shortage of hos- 
pital beds in the country, according to your own testimony? 

Dr. Cronin. Mr. Chairman, I very definitely do think so, and I 
will be glad to tell you why. : 

In the first place, I would like to establish that—and this is not just 
my thought on this, because it necessarily is controlled by what is in 
the law, and we are very rigidly bound by the law, on what we can do, 
as I think everybody understands. 

I would like to talk to you just a little bit about the utilization and 
the running of a State health department laboratory, and the total 
problem that it faces in this country in maintaining a healthy populace. 

In that State health department laboratory in Kentucky, as you 
have noted, the State did have the test laboratory facilities. And b 
that I assume they mean it has the testing laboratory facilities whic 
do blood and other tests which are sent to that laboratory from all 
parts of the State. 

Mr. Bussey. As I understand, the biggest part of the laborato 
was used by the agricultural and dairy division of the State health 
department. 

Dr. Cronin. Which must be a part of a public health department, 
as you can see. 

Ir. Bussey. Oh, yes. 

Dr. Cronin. And what I am going to comment on, I think, is 
applicable and apropos of that matter; and, that is that if they do 
not have located in the State of Kentucky, and usually at the capitol, 
where there is a medical school—and there is no medical school, 
State medical school—there is a school, medical school, located in 
Louisville, the city of Louisville has the only medical school, and it is 
natural to assume that the laboratory would be located nearby, or 
in close proximity of the medical school, which is the place where we 
have the scientists congregated. 

If the State of Kentucky, at the State public health laboratory, 
did not have facilities for doing blood tests, for syphilis, and doing such 
tests for various viruses and so forth, such facilities would have to be 
established in many of the hospitals throughout the State. Those 
facilities being centralized at the State health laboratory in Louisville 
can render assistance and services on a statewide basis much more 
economically, both from a capital outlay and from the standpoint of 
operational expenses, and since we are talking about the question of 
the proper treatment of people, it is important that we have these 
facilities to meet such conditions. 
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Mr. Bussey. How many hospitals in Louisville would use this 
service? 

Dr. Crontn. Necessarily all of them. 

Mr. Bussey. In Louisville? 

Dr. Cronin. Practically all of the hospitals in Kentucky will use 
the service. I am thinking of the very essential, the matter you 
referred to, dairy and agricultural and especially milk tests and so 
on. Milk, as you know, is one of the spreaders of undulant fever, 
and it is very hard to track it down. It has created terrific economic 
loss in this country in hours and days losses, and it has created a great 
deal of economic loss to the Nation. 

Mr. Bussey. But what about the Department of Agriculture work? 

Dr. Cronin. The Department of Agriculture does work on it but 
not from the standpoint of human beings. 

The work that is being done at the State health laboratory in 
Kentucky would not be like other projects at hospitals. They have 
to have the facilities to make the necessary tests and to make the 
necessary examinations of blood to determine whether a person was 
suffering from undulant fever, and they do have those problems. And, 
I think it is only right and proper that we supply Federal funds to 
the State health laboratories to render the necessary ancillary service 
which they would have to have; and if we did not have the services 
there, they would have to be put in the other hospitals. 

Mr. Bussey. But why cannot the State do it without having to 
come to you for Federal funds? 

Dr. Cronin. That is for the State to decide, not me, and I think it 
is proper for them to decide. 


Ir. Bussey. I have been talking here, day after day, on the philos- 
ophy of responsibility, and I have been waiting for several years, as 
a member of this committee, to have somebody, from some depart- 
ment, come up here—I have said this before and I am going to keep 
on saying it probably several times before the hearings close—I have 
been waiting for someone to come up before this committee and make 
a —e as to how-these things could be done in a way whereby 


the States would shoulder a larger responsibillty. 

I wish somebody would have the convictions, and have the courage 
of their convictions, to come up here and say what they think, al- 
though it may not be in keeping with the thinking of their superiors; 
and i don’t have reference to you or to the Department of Health 
Education and Welfare when I say that. I am just making a general 
observation. 

Dr. Cronin. Mr. Chairman, I am perfectly willing to tell you that 
I believe very much in the principle enunciated by Abraham Lincoln 
in a speech with reference to the role of Government, which he said 
was to furnish the things the people need and had to have, to try to 
give them things they were unable to do for themselves. And the 
principle thinking underlying this program is a perfect example of 
that particular principle that Abraham Lincoln advocated. 

Mr. Bussey. I also subseribe to the same philosophy enunciated 
by Abraham Lincoln, but it has not been proved as yet that the city 
of Louisville was not able, or the State of Kentucky was not able to do 
these things without the use of Federal funds, so I do not think that 
the statement of Abraham Lincoln would apply here. 


& 


647 


Dr. Cronin. Well, I am just an administrator, trying to do the best 
I know how, and I think it is for the people in Kentucky to decide 
what they think should be done. 

Mr. Bussey. | appreciate that, and I am not criticizing you in the 
least in the administration of the program, as the law says it should be 
done, but my criticism is aimed at the policy of not making an attempt 
to get people in the local communities, the cities and the States, to 
assume their responsibilities. 


OCCUPANCY RATES 


Now, if I may, I would like to get back to the task-force report. 
I hate to keep harping on the occupancy rates, all of the time, but 
Doctor, would you say there has been much improvement in the matter 
of occupancy rates during the past year? 

Dr. Cronin. In regard to which group? 

Mr. Bussey. General hospitals. 

Dr. Cronin. Throughout the Nation? In all of them? 

Mr. Bussey. Throughout the country. You can separate them if 
you wish, or you can combine them. 

Dr. Cronin. That is a very difficult question to answer, Mr. 
Chairman. I know what information we acquired for the group of 
hospitals which we furnished to the investigator, that came to us. 
I have the statistics on those hospitals. We did not gather statistics 
on the occupancy rates throughout the Nation. But they are avail- 
able; they have been compiled by the American Hospital Association, 
and we can readily supply them. I think the occupancy of hospitals, 
to a fair degree, is in accordance with the demand of the hospital 


service by the people who live in the community. 


MISSOURI PROJECT NO. 20 


Mr. Bussey. Referring to page 6, under Missouri project No. 20, 
which is a general 50-bed project, there apparently is a recent report 
on the occupancy rate. I assume, Doctor, that must have been 
secured by your Division? 

Dr. Cronin. We have what we gave to Mr. Gromel. 

Mr. Bussey. Can you tell us what may the expected occupancy 
be in the next 2 years while you are looking up the other data? 

Dr. Cronin. While that is being looked up, Mr. Chairman, T would 
like to comment on that matter, of the occupancy for the next 2 years, 
and what it would be. 

We are not able to provide the Milan rate offhand. If it were a 
new hospital in a town that never had a hospital before—and we have 
over 465 such projects under the hospital survey construction program, 
if it were a project in a town—and may I say there are 165 of this 
character—where the only hospital facility was a 2-bed room in a 
physician’s home, and if it were in one of those kinds of towns 

Mr. Bussey. But this isa 50-bed hospital. 

Dr. Cronin. I know, but we still have over 600 projects of towns 
that never had a hospital before and they could be 50 or they could be 
10, or whatever it may be. And if it is in the kind of town that never 
had a hospital before, the occupancy rate of that particular hospital, 
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in a town of that kind, is not likely to be very high for the first 2 or 
3 years, or even for 5 years, because the people have not learned how 
to use such a hospital in the town. 

Mr. Bussey. Incidentally, they say in this report that the popula- 
tion of the entire county is reported to be 11,000 and that the Krag 
man of the housing board indicated that the sentiment of the com- 
munity was about equally divided concerning the need for the hospital. 
The project was opened in May 1953 and in November, some 6 
months later, the hospital had 2 inpatients. 

Dr. Cronin. We have no information here on Milan, and we did 
not furnish, so far as I know, to the investigator, any information. 

Mr. Bussey. I am talking about their being a difference among the 
people in the community concerning the hospital project. 

In that connection we had a statement here the other day concern- 
ing one hospital, where they got subscriptions for the hospital to be 
located at a certain place in the town, and the board later decided to 
select another location, and some of the people who had subscribed 
to the hospita] on the basis of it being at the first location, refused to 
fulfil] their subscriptions. So that is another thing you run into in a 
program of that kind. 

Dr. Cronin. Mr. Chairman, I found out a long time ago that 
human nature is the most prevalent thing on earth and it does not 
always run true to form. That is true in a program of this kind, 
the same as in others. 


HOME CARE RATHER THAN HOSPITALIZATION 


Mr. Bussey. Has there been anything done to turn the trend of 


demand for hospitalization by encouraging home care, wherever pos- 
sible, instead of providing clinical beds‘ 

Dr. Cronin. Mr. Chairman, in many parts of the country, there 
have been programs providing home care. In New York City, at the 
Montefiore Hospital, which is one of the first hospitals in the country, 
and incidentally it was under Dr. Bluestone, who is one of the great 
men in hospital administration in our Nation, that they instituted a 
program of home care. Now home care is in reality an attempt to 
get people out of overcrowded hospitals into their own homes, when 
they are able to be cared for in their own homes, by supplementin 
the normal facilities used in their own homes, with the advice an 

idance and even, to some extent, equipment, such as hospital beds, 
in their own homes, by a group who know about caring for the needs 
of people who are ill. 

Now, home care in a city such as New York, works out very well in 
many instances. It may not in a small town do so well, because in 
some small towns, in some cases, it may be regarded as interfering with 
the prerogative of the private physician. The small town hospital 
does not always have a staff, a full-time staff with paid physicians and 
a fuJl-time worker that can be sent to the home. 

Many of the health workers, particularly physicians, in the small 
town hospital, are only there a part of the day, and he has his own 

ractice to take care of. He might even regard the home care program 
in the small town as invading upon his rights, interfering, you might 
say, with private enterprise. 
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So that the home care program, like everything else in the field of 
care, and hospital care, has to be related in order to fit the particular 
attern of the basic local findings of need of the community. That, 
in my opinion should be determined by the people who live in the 
community. 
WEST MEMPHIS PROJECT 


Mr. Bussey. There has been a little concern about the Hill-Burton 
project at West Memphis, Ark., which is right across the river from 
Memphis, Tenn.; Memphis being a rather large medical center. I 
hope I am wrong but I certainly question somebody’s judgment in 
putting a hospital of that size right across the river. Have you had 
any recent financial report, or any report at all, on that hospital since 
it was opened? 

Dr. Cronin. All I know about the West Memphis Hospital is that 
about a year ago they were having some difficulty, and in rather 
recent months the State agency director’s report from Arkansas—and 
he was not here due to some reason that he could not attend the 
association meeting, and all the information I have about the project, 
and I have no recent information, which leads me to assume that they 
are getting along very well, because we have not heard anything about 
it otherwise. 

I know they did intend to hire someone to put the hospital before 
the people so the people could appreciate what the hospital was; 
appreciate the fact that they would not have to go over to Memphis; 
cross the bridge; that they had a good hospital in West Memphis, 
with adequate facilities. They were using a firm to do a public-rela- 
tions job. Someone who was here about a year ago thought that if 
the West Memphis hospital were written up presswise—and I am sure 
if they do a proper job, it will be put before the people. We have no 
indication or report on the West Memphis hospital since then. 

Mr. Bussey. Could you obtain for the record a report on the 
present occupancy of the hospital? 

Dr. Cronin. I will be glad to-do so. It may take a little time 
but we will try to get it as soon as we can. 

Mr. Busszy. I do not think it will take such a long period of time 
but what we can get it in the record. 

(The information requested follows:) 

The occupancy rates for Crittenden County Hospital, West Memphis, Ark., 
for the first 4 months of the calendar year 1954, are: January, 62 percent; Feb- 
ruary, 69 percent; March, 50 percent; and April, 51 percent. Net operating 
profit, the current year to date, is $2,400. Net current profit calendar year 1953 
was approximately $7,500. 


Mr. Bussey. Do you have any idea of the amount of money that 
was spent in trying to sell this project to the people of West Memphis? 
Dr. Cronin. I have not, Mr. Cheam. I would like to point out, 
since I know a little about it—I have seen the Arkansas State plan— 
that it is not just for people of West Memphis, but it is the country 
around West Memphis, the trade area up and down the river, and the 
eople who come to the hospital are not just those who come from 
est Memphis but some of them may be coming from rural towns. 
Mr. Bussey. West Memphis, of course, is closer than Little Rock, 
which has a medical center, but it seems to me if I were going to get 
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hospitalization and medical care, it is only natural that I would like, 
as a good many other people, to go over to Memphis if | lived close to 
it. 

Dr. Cronry. But there are other controlling factors, Mr. Chair- 
man, and that is, Where does the physician have the staff privileges? 
The chances are that you would go to the hospital where he has staff 
privileges. And if he has staff privilege at the Memphis hospital, 
you will likely go there if you want him to take care of you. 

Mr. Busnry. The doctor is not likely to also have staff privileges 
at West Memphis, the physicians from the local communities back 
away from the river 

Dr. Crontn. Those that are in local communities far back from 
the river usually will go where the doctor wants them to go. 

Mr. Bussey. And those doctors who are in Memphis, specialists 
in many instances, may be selected rather than the one at West 
Memphis. 

Dr. Cronin. The hospital at West Memphis should have some 
special services. If they maintain a hospital, with specialties, it can 
very well drain off a part of what is going over to Memphis. That 
happens many times. 

Mr. Bussey. When the State planning board submitted its plan 
for the West Memphis hospital, did you point out certain adverse 
factors to them, call to their attention what things should be taken 
into consideration, before going ahead with the plans for the hospital? 

Dr. Crontn. We do within the minimum program staff available. 
I am glad you referred to the State plan in this connection because 
the State plan itself comes through the Surgeon General’s Office and 
must be approved by him, by law. Again there is a small staff in 
the regional office which submits comments on the State plan and 
makes innumerable suggestions and innumerable questions arise so 
that we do look over the situation, limited only by the personnel, 
with the finances available, to see that they do get a good State plan 
and that we do not duplicate. And may I add that they have done 
a very fine job, the people at the State level, in the formulation of 
their own plans; they do a very good job. 

Mr. Bussey. I do not mean that they were not, but at the same 
time, I think we also have a responsibility to point out the pitfalls 
that might be avoided. 

Dr. Crontn. I made that statement to bring out for the record 
that I was not claiming that we have all the knowledge in the Federal 
office on the program at headquarters, but we do believe that one of 
the necessities for this program has been the very fine cooperative 
relationship between us and the State agency people. 


EFFECT OF OVERSUBSCRIPTIONS ON FEDERAL PARTICIPATION 


Mr. Bussey. What happens when a community has its own fund- 
raising campaign to obtain its matching funds and it is oversub- 
scribed? Are those funds used to reduce the Federal participation 
in any way? 

Dr. Cronin. No, sir. It could be. It is not beyond the realm of 
possibility, but as far as I know, it has not happened. 

Mr. Bussey. But it is not now being done? 
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Dr. Cronin. But there is another side to this. I remember as 
you do too, that in the early days, a hospital depended primarily on 
charity. Hospitals were financed through gifts. And in many of 
these hospitals if they do oversubscribe in their campaign the neces- 
sary funds to erect and construct the building, they utilize the over- 
subseription to operate the hospital because they all know they are 
going to have to spend more money because hospitals, by and large, 
are not making a profit. So if they did raise more money, over- 
subscribe the funds requested, the money becomes available for other 
projects in the State. 


PETERSBURG VA., PROJECT 


Mr. Bussey. There is a hospital at Petersburg, Va., which was 
built with Hill-Burton funds. What was the total amount of Federal 
funds allocated to that project, Dr. Cronin? 

Dr. Cronin. According to our report on the Petersburg Hospital, 
at Petersburg, Va., whieh is a 180-bed hospital, the total estimated 
cost was $3,107,000, and the estimated Federal share was $1,454,248. 

Mr. Bussey. After they obtained the Federal funds, did not the 
hospital association have quite a surplus of funds of their own left 
over? 

Dr. Cronin. I do not know exactly, but I have a recollection of it. 
In Look magazine some comment was made in regard to this hospital. 
1 do not know what the details were, but 1 think they were saying in 
this article what a fine thing it was for communities to try to build up 
their community facilities, and | think this hospital was one of them. 
Now, whether they oversubscribed their amount, | am not sure. [ 
think the investigator asked a question about that, and Mr. Hilsen- 
roth can look it up for you. They did subscribe, but I did not know 
exactly how much they subscribed. We can put that in the record 
for you if you desire to have it. 

Mr. Bussey. Maybe | had better read what the task force put in 
the report here. It says: ’ 


Petersburg, Va., obtained approval for a $3.1 million general hospital. Funds 
were obtained from the following sources: 


Dr. Cronin reports that the sponsor’s share was obtained through a grant from 
the city of Petersburg and by a fund-raising campaign. The application shows 
that, in addition to cash on hand, a grant of $440,000 was made by the city. ‘A 
loan of $460,000 was made available to sponsors, the loan to be secured by pledges. 
Face value of pledges exceeds $1 million. 

Dr. Cronin also states: 

“The results of the fund-raising campaign had no effect on Federal participation. 
An applicant is entitled under the law to Federal aid equal to the percent of the 
total cost fixed by the State agency as the rate of Federal participation for all 
projects, in this case approximately 47 percent.” 

The same Look magazine article, in describing Petersburg as another winner, 
mentions the $3 million, 180-bed general hospital, and, in describing the cam- 
paign for funds, states: 

“The number of volunteer workers, including many civie groups, increased 
rapidly, and more than one-third of Petersburg’s 35,000 people gave so generously 
that the goal fixed at the outset of the drive was exceeded by 50 percent.” 
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Dr. Cronin’s office reports that the original part 2 submitted for this project 
showed the following financial data: 


$349, 382 

529, 290 

Grant from city 440, 000 
Pledges received, $1,100,000 (with a cash value based upon a loan 

commitment received) 460, 000 


1, 778, 672 


It is interesting to note that the part 1 form submitted by the applicant showed 
State aid of $349,382, as against State aid shown in the final part 4 as $254,602. 
It is also interesting to note that the pledges of $1,100,000 were valued at only 
$460,000. The applicant apparently has a potential surplus in this case consisting 
of the following: 


Difference in applicant’s share between part 2 and part 4 
Difference between face value of pledges and loan value 
Difference between original State commitment and final commit- 


This surplus is presumably available either for retention or for expenditure in 
increasing the scope of the facility or its equipment. 

Now, I have seen the hospital, although I have not been down there 
since it has been opened. What is your thinking on projects like that? 
Do you think that the law ought to be amended so if a community gets 
an oversubscription on their drive that Federal funds could be reduced? 

Dr. Cronin. Let me put it this way: In the first place I do not 
think it is exactly correct to assume that if they discounted their 
pledges when they were over $1 million, and they discounted them 
down to $460,000, that they had a surplus of money in the amount 
of that discount on the pledges. 

I have been through too many campaign funds and campaign 
drives not to know that sometimes pledges given in the heat of emo- 
tions around a dinner banquet in the evening are sometimes given 
for the primary purpose of not letting the other fellow in the same 
competitive business you are in know that you are not doing too well. 

Very frequently those pledges, when you go around to collect them, 
are worth under 50 percent of the face value of them. 

Mr. Bussey. Off the record. 

(Discussion off the record.) 

Dr. Crontn. So, I feel if I were to make a statement on the amount 
of campaign funds raised, if it were predicated on such flimsy evidence 
as the amount of pledges received I would not have any assurance of 
feeling that that project, or that those sponsors, could raise the actual 
dollar value necessary to build that hospital and to match the Federal 
money. 

Mr. Bussey. Just assuming that the figures are correct, the 
pledges would have to be discounted almost 50 percent, according to 
this article, to come out even. 

Mr. Fernanpez. You do not give grants based on pledges, do you? 

Dr. Cronin. No, sir. 


ESTIMATED COSTS AS BASIS FOR FEDERAL PARTICIPATION 


Mr. Busrey. If we have participation, let us say, on a 50—50 basis, 
and there is a $2 million project involved, the Federal funds would 
amount to $1 million. I say “we,’’ speaking the same as you, as a 
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servant of the Federal Government, If that project, instead of costing 
$2 million, as anticipated, turns out to only cost $1,600,000—that 
may be a little extreme, but it will suffice for the example—on a 
50-50 basis it seems to me that it would reduce our participation by 
$200,000. Now, do we have to go through with the $1 million grant? 

Dr. Cronin. Mr. Chairman, our participation in that instance 
would be half of what the project actually costs and we would get a 
cutback, or the State would not have paid out the money, is what it 
amounts to. In other words, if the project, as you say, was to cost 
$2 million the Federal participation would be $1 million on a 50-50 
basis. This was on an estimate basis, but in the final analysis this 
program is a payment for services rendered on the program, and 
no money can be paid out of Federal funds without identifiable costs 
being presented. 

Although the project might have been estimated on at a cost of 
$2 million if, in the final analysis, when the books are all in on it, the 
project only costs $1,600,000, the Federal share would only be one-half 
of $1,600,000, instead of one-half of $2 million. 

Mr. Bussey. Notwithstanding the fact that the Federal share was 
committed as $1 million? 

Dr. Cronin. The Federal share is not committed as $1 million. 
That is submitted as an estimate. We pay only on the identifiable 
pres incurred and there may be some considerable difference between 
them. 

Mr. Busszy. And that difference would go back into the unallo- 
cated funds of the State? 

Dr. Cronin. That is correct, if the statute of limitations on those 
funds had not run out. If they had run out, then those funds come 
back to the Treasury of the United States, and that is what comprises 
the bulk of the very low figure of less than $1 million that we have 
returned to the Treasury of the United States from the very large 
sum of $607% million which has been appropriated to date since the 
beginning of the program. 

r. Fernanpez. More often the projects cost more than they are 
estimated to cost? 

Dr. Cronin. That is correct, sir. 

Mr. Bussey. I thought that these Federal projects, Mr. Fernandez, 
were different. 

Mr. Fernanpez. Human nature is human nature everywhere and 
costs are rising everywhere too. 

Mr. Bussey. When the Hill-Burton formula was worked out, it 
was based on several factors, and was not one of those factors an 
estimate that average occupancy would be 80 percent? 

Dr. Cronin. No, sir, not necessarily. 

Mr. Bussey. Was there not a factor of 80 percent occupancy taken 
into consideration in working out the Hill-Burton formula? 

Dr. Cronin. No, Mr. Chairman, there was not, because 80 percent 
occupancy is a goal, Mr. Chairman, that most of the hospitals in this 
country will never achieve unless there is a complete stoppage of 
hospital building. We are talking about average occupancy rates, 
and the average occupancy rates vary with the size of the hospital, 
and it is only the larger hospitals of 100 beds or better that get near 
that. The 80 percent occupancy referred to is average occupancy. 
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UNAUDITED PROJECTS COMPLETED OVER 6 MONTHS AGO 


Mr. Bussey. Could you inform the committee as to how many 
Hill-Burton projects have been open for more than 6 months without 
final payment of Federal entitlements? 

Dr. Cronin. We can submit that for the record, sir. 

Mr. Bussey. All right. 

(The matter referred to follows:) 

The number of projects with Federal aid under the hospital survey and con- 
struction program open to patients for 6 months or more (since August 1, 1953) 
and not yet audited number 59. 

Mr. Bussey. What is the aggregate amount of Federal funds still 
due on hospitals that are now in operation, but where the project 
has not been closed as to final payment? 

Dr. Cronin. We will have to submit that for the record, too. 

Mr. Bussey. All right. 

Dr. Cronin. I can submit this now, Mr. Chairman. 

ea the 1948 funds, the unliquidated balance is $562,375 out of $75 
million. 

Of the 1949 funds, again in the amount of $75 million, the unliqui- 
dated balance is $1,433,209. 

Mr. Bessey. It would be perfectly all right to submit a table for 
the record on that, Doctor. 

Dr. Cronin. All right, sir. 


For the remaining 59 projects open since August 1, 1953, but not yet audited, 
the total funds remaining unpaid to the sponsors amounts to $2,087,772. 


REASON FOR DELAY IN MAKING FINAL AUDIT 


Mr. Bussey. I have heard that there are attempts now and then on 
the part of project sponsors to resist attempts to make the final 
audit and final payment of Federal funds. Why is that; what is 
their object in that, Doctor? 

Dr. Cronin. I do not think that is basically factual, Mr. Chairman, 
because I do not think they do resist those attempts. 

Mr. Bussey. Well, there are a lot of times when the State auditor 
thinks he should go ahead with the final audit, and they keep telling 
him that they are not ready for the final audit. 

Dr. Cronin. I can think of some reasons why a project would not 
be ready for final Federal audit, and they would most center around 
the nondelivery of equipment items for the hospitals. 

We went through a period in relation to the Korean incident where 
we had shortages of certain alloys and of nickel, steel, and aluminum 
of which most hospital equipment is made. 

Although orders were very slow in being placed and filled, and the 
projects were not ready to have it, they had not yet received their 

uipment and it would be impractical to try to audit a project without 
all of the equipment being delivered to the project. 


Mr. Bussey. The task force reports a situation in South Carolina 
on page 14 of their report to the committee as follows: 

The program director of region 6 reported the status of 11 projects opened 
between October 1950 and September 1952 and added— 


“In addition, there are 16 health centers and auxiliary health centers which 
have been open from 1 to 2 years that have not been terminated.” 
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While there have been periodic State agency staff shortages and malassign- 
ments, there is, in our opinion, no adequate excuse for not closing out these 
projects. Our most recent request for action has gone direct to the State health 
officer. 

Why should that be held up over the request of the program director 
of the region for such a long period of time? 

Dr. Cronin. I do not know exactly what your investigator has 
reference to, but I can tell you this, that a summary of our audit 
situation as of March 31, 1954, shows that of the 1,541 projects which 
have been opened, 1,399 have had their audits, which leaves us in all 
of the whole country, out of 1,541 opened projects the very small 
number of 142 projects which have not yet had their audits completed, 
and most of those are in the process of being audited. 

Mr. Bussey. They also refer to three projects in Iowa, projects 
Nos. 20, 23, and 25. Would you check the situation and see what is 
the current sta..s of each, and put the information in the record, 
please? 

(The information requested is as follows:) 


Iowa No. 20—Guthrie County Hospital, Guthrie Center, Towa 

This facility was opened to patients in November 1951. The building has shown 
moisture leakage and some cracks from builcing settling. The applicant has not 
asked for final payment until he has had a satisfactory adjustment with the con- 
tractor, that is, either complete correction of the condition or a reduction in con- 
tract price. 

It is anticipated that an audit can be requested by July 1, 1954. 
lowa No. 23—Sioux Center Community Hospital, Sioux Center, Iowa 

This facility was opened to patients in June 1951. Some laundry equipment has 
not yet been delivered and a large bronze plaque showing the names of the con- 
tributors was ordered but has not yet been delivered. They anticipate receipt 
of this equipment by July 1, 1954, and as soon as it is received an audit will be 
requested. 
lowa No. 25—Community Memorial Hospital, Sheldon, Iowa 

This facility was audited and received its final payment of $6,977 in Febru- 
ary 1954. - 

Dr. Cronin. Very good, sir. What is the project number on 
South Carolina that you had reference to? 

Mr. Bussey. The report does not give any project number. It 
said: 

The program director of region 6 reported the status of 11 projects opened 
between October 1950 and September 1952, and added— 

In addition, there are 16 health centers and auxiliary health centers which have 
been open from 1 to 2 years that have not been terminated. 

I take it by termination he means the final audit. 

Dr. Cronin. That is right. 1am glad to know that. 

Mr. Bussey. According to this report, still quoting the program 
director of region 6: 

While there have been periodic State agency staff shortages and malassignments, 
there is, in our opinion, no adequate excuse for not closing out these projects. 
Our most recent request for action has gone direct to the State health officer. 

Dr. Cronyn. I think he has reference to the fact that the Federal 
Government cannot send in a Federal auditor to make the final audit 
until the sponsor of the project requests the State agency officially for 
the audit, and then the State agency requests the Federal official to 
have the auditor come out and make the audit. 


45836—54—pt. 2——-42 


656 


Mr. Bussey. But these projects that they are talking about here 
have been open, some of them, as far back as October 1950. 

Dr. Cronin. That certainly could not happen under the new rigid 
policy on audits. We are glad to know about that, Mr. Chairman, 
and we will check into it. 

Mr. Bussey. Just check it and make a statement for the record 
on it, please. 

Dr. Crontn. Yes, sir; we shall be glad to, Mr. Chairman. 

(The matter referred to is as follows:) 

As of April 30, 1954, our records indicate four South Carolina projects opened 


prior to August 1, 1953, and not as yet audited. Final payments amounting to 
$157,346 are outstanding. 


RELATIONSHIP BETWEEN AUDITORS AND PROGRAM STAFF 


Mr. Bussey. On page 15 of the task force report under, ‘‘Relation- 
ship between auditors and program staff,” they say: 

An illustration for the disregard of the auditors’ work is contained in the case 
of the audit of North Carolina project No. 102, in which the administrative section 
contained a report of equipment (consisting of 4 tables, 4 costumers, and 5 desk 
lamps that would not fit desks) stored because it could not be used or because 
there was no room in the hospital project for it. The auditor also reported 
“tar from the roof of the building was running over the eaves of the building and 
also running down through the ventilators throughout the building.’’ In answer 
to a request by the task force to furnish information as to the action taken on 
this report, Dr. Cronin, under date of February 23, 1954, replied: ‘‘No particular 
comments were made by the Public Health Service in response to the adminis- 
trative comments in the audit report.” 

Now, what action was taken on the auditors’ comments, in the 
administrative section of their reports, for example, on North Carolina 
No. 102? 

r. Cronry. In answer to the first allegation made, when I made 
response to the investigator’s request, my response should not be 
taken to mean that we did not, in the Public Health Service, inquire 
about the situation as expressed by the auditor. It really means that 
we did not reply to the auditor as to what action we intended to take, 
or what we would do in the future, or what we could do in regard to 
that particular project. 

As far as I know from what you told me there was no exception 
taken to the equipment, the tables, the desk lamps, and costumers 
there by the auditor. 

As far as the utilization of the administrative comments are con- 
cerned, by all means I welcome any comments that the State director 
of the program or any auditor or anybody else who visits the project 
can give me. 

However, there are certain angles that I have no jurisdiction of. 
For instance, tar from the roof running over the eaves, that is a 
maintenance item. We are not allowed to have anything to do with 
the maintenance of this project. 

However, as far as following through and an investigation of what- 
ever administrative comments the auditor cares to make, we do that, 
and we have done that routinely. 

We have a new audit policy on the general method of handling audit 
exceptions which has been fairly recently established. 

When there is a disagreement between an auditor of the Department 
and the program officials of the Public Health Service that disagree- 
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ment will be referred to the Secretary’s office for the necessary arbitra- 
tion, decision, and disposition relating to that project in the proper 
manner. 

We do pay attention to the auditor’s comments. We do not 
necessarily follow them, but we find out about the projects, because 
basically while the auditors are a part of the total Department, they 
do not have the responsibility of following through on their adminis- 
trative comments to us and finding out what we do about them. 


RELATED FACILITIES 


Mr. Bussey. The task force, on page 15, in commenting on “Re- 
lated facilities,” refers to the following: 


The Secretary on September 1, 1953, asked the General Counsel to attempt to 
clarify the language of the law to prevent this kind of administration. However, 
on September 8, 1953, the Surgeon General submitted the following, among other 
material, to the General Counsel: 

“Tt has been suggested that the law should now be clarified by amendment, 
in order to prevent the approval of projects for certain types of facility which, 
though operated in connection with a hospital and perhaps important in its opera- 
tion, do not add directly to bed capacity. It is believed that the present authority 
of the Surgeon General under the statute to prescribe by regiilaticn, with the 
approval of the Federal Hospital Council, procedures relating to priority of 
projects and interpretaticns as to the scope of ‘related facilities’ is sufficient to 
provide adequate safeguards against the use of grant funds for marginal-type 

rojects such as have in a few instances given rise to some criticism. This course 
is believed preferable to a legislative change which, in an attempt to eliminate 
less essential projects, might jeopardize projects for central facilities which are 
most needed. Central or related facilities which will permit more effective utiliza- 
tion of existing beds are in some cases more necessary than additional beds.” 


That entire passage refers to the Surgeon General’s memorandum 
of September 8, 1953, dealing with the question of whether the law 
should be amended because of what has happened in the case of related 
facilities. 

What is the probable effect on Federal funds in 1955 of the fact, 
referred to in the statement, that there are now adequate safeguards 
against the use of grant funds for marginal-type projects such as 
have in a few instances given rise to some criticism? 

Dr. Cronin. Relative to your total remarks I do not know what 
the investigator is referring to when he talks about this kind of an 
investigation. 

Mr. Bussey. I should have read the preceding paragraph too, which 
is as follows: 

In the administration of the program, however, the Hill-Burton staff has 
approved projects which indeed are questionable and have resorted to obtaining 
opinions from General Couns! that the act allowed such approval. As Federal 
funds were to be used primarily to alleviate any serious deficit in hospital beds, 
no administrator could possibly justify approving the us? of Federal funds to build 
a calf barn or milkhous> on the grounds of the tuberculosis sanatorium owned by 
the State of South Carolina. A memorandum from Dr. Cronin, dated May 1, 
1953, states that: 

“The adjunct services were included only after careful consideration and 
considerable discussion of the merits of the case by the State agency and the 
regional office.” 

Dr. Cronin. That refers to the opinion, as I understand it, of the 
investigator, and how he feels about the approval of these related 
projects, and is not a quote of the General Counsel. 
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Mr. Bussey. Part of that quotation was the comment of the task 
force, that is correct. 

Dr. Cronin. We are of the opinion, and from the benefit of counsel 
from the General Counsel, that related facilities that do not add beds 
are eligible under the act, and they so remain until something is changed 
under the act. 

The approval of such projects is predicated, first, upon eligibility 
from a legal point of view and, second, upon the role that they play 
in the total program that a State presents in the State plans backed 
up by what they specifically state about that particular project in its 
role in the total program of rendering hospital services in a State. 

Now, if such roles, as defined to us in the State plan and in the 
specific description of the project make sense and are reasonable, 
feasible, and practical and are legal they will be approved. 

Mr. Bussey. All right, now, let us forget about the opinion of the 
General Counsel for a moment and also the law as it is now written. 
Do you think that such projects as those should be included under 
per ln and the regulations governing the use of Hill-Burton funds, 
and why? 

Dr. Cronin. Well, each project has to be specifically dealt with. 


CALF BARN AND MILKHOUSE 


Mr. Bussey. The ones that are referred to in this case are the calf 
barn and the milkhouse. 

Dr. Cronin. That, to me certainly is something that has to be 
viewed in its total aspects. I was not with the program when the 
project was approved. I do know something about it because it was 
in issue last year. 

Mr. Bussey. [| am just asking for your opinion. 

Dr. Cronin. Yes; it tessonal y would approve that project. 

Mr. Bussey. I am merely asking you for what the na call a 
curbstone opinion. 

Disregarding the General Counsel’s opinion and also the provisions 
of the Hill-Burton Act, I am asking you, as an individual, if you think 
projects of that kind should be eligible for Federal funds? 

Dr. Cronin. As | understand that project, speaking as a physician, 
because that is what I am, and thinking as a physician, thinking of 
that project as a public health official, | would approve that project. 

In the first place that is a project which is a part of the tubeseaticnis 
sanatorium in the State of South Carolina, and the furnishing of milk 
to those tubercular patients at that institution is something which is 
one of the top therapeutic needs as far as the treatment of tuberculosis 
patients is concerned. The milk they receive is going to, of course, 
come from the dairy, and so forth, the dairy herds. 

Now, that project being a part of a State institution, and that 
sanatorium being a State institution has as part of its total program 
a dairy herd. That is normal and conventional in the case of many 
State institutions. That dairy herd supplies the milk for this tuber- 
culosis sanatorium and no place else supplies it. As part of the 
tuberculosis sanatorium which is directed to the care of TB patients 
the use of milk is part of the overall therapeutic program of the insti- 
tution. The dairy herd and the necessary facilities in connection 
therewith, and concerning the appropriate care of that dairy herd, 
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and the protection of the milk for the sanatorium becomes a very 
vital integral part of the total medical program at that institution. 
Therefore, that project, in my opinion, was sound in its approval. 

I will grant that there will not be many such projects approved, 
because there are not many such situations throughout the country, 
but where the situation did come into existence, as was defined in 
this project, and as presented to our regional office, if I were in the 
regional office I would approve that project, and if I had been in 
charge of the division when it came through on the basis of that 
knowledge and information from the regional program director I 
would have approved it, because I think it is in the direction of 
what was the object of the total program of the State tuberculosis 
sanatorium. That program did encompass a dairy barn and the 
— handling of the milk for those people. 

Mr. Bussey. Have any instructions been issued to the regional 
offices to review applications carefully and particularly as to related 
facilities? 

Dr. Cronin. We have issued instructions on that. When they 
came in last week we discussed it with them. 

Mr. Bussey. What was the general nature of the instructions? 

Dr. Cronin. The general nature of the instructions was to the effect 
that when related facilities came along they should review them to see 
if they were in line with what was reasonable, feasible, and practical 
in relation to the State plan of the State. 

Mr. Bussey. Have you any way of estimating the total amount 
that will be spent on related facilities if the 1955 budget request is 
granted? 

Dr. Crontn. No, sir, we have no way of estimating that, Mr. Chair- 
man, because we do not know what the projects are going to be in the 
1955 request until they are presented to us. 


INDIANAPOLIS FOOD SERVICE CENTER 


Mr. Bussey. I would like to discuss with you the project that 
started out to be a food service center at Indianapolis and which now 
has turned out to be more or less of a students’ union building. Would 
you be willing to supply the committee with a summary of the equip- 
ment purchased by type for the students’ union facility at the medical 
center in Indianapolis? 

Dr. Cronin. Mr. Chairman, the final approval of the equipment 
lists for the food service center building at the University of Indiana 
in Indianapolis has not yet been completed. We are still negotiating 
with the State, which is the sponsor, and their regional office for those 
items of equipment. The audit has not yet been done on that project, 
nor even requested. We will be glad to furnish you the equipment 
list when it is finally approved, but it has not yet been finally approved, 
and we are still negotiating on equipment for that project at the 
present time. 

Mr. Bussey. They have not submitted a list to you, in other words, 
of the equipment that they have purchased to date? 

Dr. Cronin. They wotlld not do that. They would submit to us 
an equipment list for us to approve it in toto, or to modify it, or to 
delete some of the items from it, or to indicate to them what we will 
approve. That is the stage of negotiations that we are going through 
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now, but the equipment oo have already received, we would not 
have a final list of. We will approve only the essential equipment. 

Mr. Bussey. What would be our procedure to obtain a list of 
equipment that has been purchased for that building so far? 

Dr. Cronin. We can request that of the sponsor who will buy both 
Federal and non-Federal equipment. The State of Indiana has pur- 
chased a great deal of equipment for that building which we do not 
pecrcoeane in at all. In fact, we are not participating in the whole 

uilding. We are participating in a segment of that whole building, 
which is the food center service aspect of it and the related facilities 
described in the original project for those five hospitals on the Uni- 
versity of Indiana campus. 


PENNSYLVANIA PROJECT NO. 74 


Mr. Bussey. The task force makes a brief reference at the bottom 
of page 17 of their report, as follows: 


Another example of a related facility requiring a large Federal expenditure 
without providing additional beds is Pennsylvania project No. 74. 


They state: 


Federal participation in this project is limited to an 8-story outpatient depart- 
ment being added to Temple University Hospital at an estimated cost of 
$3,400,000; $1,345,000 of this amount represents Hill-Burton funds. 

Could you tell us briefly about that or describe that project? 

Dr. Crontn. I could not describe that project, Mr. Chairman, 
because this is the first time I have heard of the project since we 
were notified it was approved. 

From what you say there, however, I cannot see how there will be 
any question about that project because it is an outpatient department, 
and outpatient departments are eligible under the Hill-Burton Act. 
The General Counsel has ruled that they are eligible, and the Federal 
percentage, and so forth, I would assume would be in line, so there is 
no problem involved there. The project is eligible. 

Mr. Bussey. I do not raise a question about the eligibility of most 
of these allocations of funds. Frankly, so there will be no misunder- 
standing about it, I raised some of these questions today principally 
to get something on the record so that it will be there for the con- 
sideration of the proper legislative committee if it wants to consider 
any amendments to the law concerning related facilities. I think it 
is a proper thing to do as an appropriations subcommittee. If the 
Congress wants to continue the current law regarding these related 
facilities that we have been discussing here, that is up to Congress. 
On the other hand, if some of these things are not brought to the 
attention of the Congress there is nothing on which to base a recon- 
sideration. 

Dr. Cronin. I may have misunderstood, Mr. Chairman, because 
from the tone of that report it has been fairly critical, and if I under- 
stood it was commendatory I would be well pleased. 

Mr. Bussey. I think a report of this kind if not intended to be 
commendatory. That is not the object of a task force. 

The object of a task force, as far as I see it, is to survey the situation 
and raise questions for consideration. I accept their report as being 
useful for discussion to see if some improvement caunot be made, 
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because there is no program that is perfect. That is the reason I 
said earlier that as far as I was concerned, I was going to suggest that 
not only these reports be turned over to the various departments but 
also ‘that the people who made the survey and who wrote the reports 
sit down with the heads of the various agencies so that they can dis- 
cuss things in a friendly way to see what constructive ideas might 
come out of that. I mentioned that several weeks ago to you; is that 
correct, Mr. Larmon? 

Mr. Larmon. Yes, sir; that is correct, and we welcome that oppor- 
tunity, Mr. Chairman. 

Mr. Bussey. The trouble with a lot of these reports in the past has 
been that only the membership of the committee might have seen the 
report. I do not think that is the end result we should strive for in 
having surveys made of these situations. 

Mr. Larmon. Mr. Chairman, if this is to be examined by a legisla- 
tive committee—— 

Mr. Bussey. No, this is not to be examined by a legislative com- 
mittee. Iam raising the questions so that if a legislative committee 
might care to look at the hearings, they will see at least the questions 
that I have raised for consideration, and of course it is entirely up to 
the legislative committee whether they want to take any action or not; 
I have nothing to say about that; but I do think I have a respon- 
sibility as chairman of this committee to raise some of these questions 
for thoughtful purposes. 

It is a quarter after 4 now and I think we had better adjourn until 
10 o’clock tomorrow morning. 


Wepnespay, May 12, 1954. 


EQUIPMENT FOR INDIANAPOLIS PROJECT 


Mr. Bussey. The committee will come to order. 
Dr. Cronin, I believe I asked you, yesterday, to summarize the 
equipment to be purchased, or the request for equipment they wanted 
to — at Indianapolis. 

r. Crontn. Yes. Mr. Chairman, you asked me and my reply 
was we have not as yet finally approved all of the equipment lists 
that came in on the Indianapolis Food Service Center. Some are 
not in yet. We have approved lists and supplemental lists. We 
are in the position of negotiating and making a total survey of the 
es as to just what the project will comprise in the final analysis. 

e have not completed that yet. 

Mr. Bussey. You at least have a list of equipment that they 
propose buying for the food service center building and that portion 
of it in which they expect Federal participation, have you not? 
aor Cronin. We have a list of equipment, yes, sir, that will cover 

at. 

Mr. Bussey. I would appreciate it if you would submit that for 
the record and indicate what they expect or are asking Federal 
participation in. 

Dr. Cronin. Mr. Chairman, I would like to point out, too, that 
although project sponsors may ask for that equipment, it is entirely 


made. 


662 


possible and in some instances has been the decision of our regional 
office staff in Chicago that handles the project on an operational 
basis, that the equipment they are asking for is not eligible equipment 
and would not be permitted any Federal participation. 

Mr. Bussey. Yes, but it would give the committee a pretty good 
idea of what they have asked for and, later, what was disallowed when 
the final decision was made. 

Dr. Cronin. That is right, and the final decision has not yet been 


Mr. Bussey. All I am trying to get in the record is the list and 
that list of equipment should take in all types of equipment, including 
equipment in the gift shop, beauty shop, lounges, etc. 

Dr. Crontn. We will be glad to do so. 

(The requested information follows:) 


INDIANA Foop Service CentER, INDIANA Prosecr No. 46 


The following are the equipment lists contained in the files of the Division of 
Hospital Facilities in Washington, D. C., on May 138, 1954. These lists were 
initially submitted by the project sponsor and do not necessarily represent the 
final items of equipment in which there will be Federal participation of the cost. 
The final scope of the project and the appropriate equipment have not been 
determined. The project is still in the negotiation stage between the Public 
Health Service and the project sponsor (State of Indiana). 


Room legend sheet 


GROUP II EQUIPMENT 


Department or subdepartment|! Cost 


_..do 


Women employees lounge... 


Women employees locker. 
Women employees toilet and shower room. - 
Elevator machine 
Building supply 
Electrical equipment room... .........-..-- 


Well ptt........ 
Maintenance su 


Business office... .......-..-.- 120, 00 
Service department. 
Service department. 201. 00 


Women employees’ Administration department__. 


“Administration department 
(nonparticipating). 


>> > > > > > > 


0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

| 0 

Room No. Title 

department... $444. 00 
Paper and pamphlet storage.................| Service department. 
| Men employees’ lockers..._.. Administration department. 
62. 00 
422. 00 
771. 00 
| 437. 00 
92. 00 
24. 00 
Employee dining 660. 00 
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Room legend sheet—Continued 
GROUP II EQUIPMENT—Continued 


Department or subdepartment 


Dressing room 


Receiving room office 
Receiving room. 

‘Treat end can 
Garbage refrigeration. 

Ice cream stores 
Ice cream preparation. 


refrigeration... 
Corridor 
Janitor’s closet 
Vegetable preparation... 
Refrigeration (veget 


Frozen food eed 
Dietitian’s office 


Dish room 
Meat preparation... 

Refrigeration (fish). 
Refrigeration 
Refrigeration (meat) 
Dietitian 
Dietitian toilet__- 
Refrigeration (dairy) 
Corridor - 


Men employees toilet. 
Vestibule 
Telephone (public) 
Display room 


Beauty 


Stora: 


Women’s toilet..._- 
Women’s lounge - - 
Corridor... 


Barber shop-_-- 


age 

Cafeteria dining 
Corridor 

Vestibule _ 


Secretary’s office. 
Assistant manager’s office 
Conference. 
Lo 


Front office... 
Telephone booth__- 
Vestibule 
Telephone booth_- 
Closet_. 


Women’s toilet... 
Men’s toilet... __- 
Vestibule. 


do 


do 
Bookstore Department_- 
Department - 


Service department _- 
Administration department. 


“Service ¢ department 


“Service department. 
Housekeeper department... = 
Administration 


Administration department-_- 


Room No. Title (Cost 
| Business office $302. 00 
| Food 200. 00 
Gi 
| Administration department- 24. 00 
| 24. 00 
a 1, 100. 00 
047..............| Corridor 
Men’s toi 37. 00 
.....---....| Administration department___| 5, 136. 00 
1, 556. 40 2 
62. 00 
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Room legend sheet—Continued 
GROUP II EQUIPMENT—Continued 


Department or subdepartment 


Administration department. 


Cook’s refrigeration 
Dai! 


Salad refrigeration 
Salad preparation 
Dietitian’s office 
Janitor’s closet 


do a 
_| Cafeteria serving area Administration department __- 
Table storage Food department (nonpartici- 


room 
dining room 


Business office 
Apartment 
Bath 


Administration department... 
aintenance depart: 
Food 


Janitor’s room 

Dining room 

Storage (chair and table) 
Storage linen 


65. 00 
50. 00 
816. 71 
300. 00 


GROUP IIT EQUIPMENT 


Administration se 


Room No. Title Cost 
3, 420. 00 
pating). 
5.00 
35, 148. 00 
Service 1,470.10 
Business office... 189. 00 
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GROUP II EQUIPMENT 
Progect No. IND-46 


Room No. and title 


Quantity 


Description 


Unit cost | Total cost 


Gymnasium 
Gymnasium... 
Equipment room 
Equipment room 
Corridor 
006 Stairs 

BOOL Women, kitchen, em- 
ployees’ lounge. 


B002 Women employees’ 
locker. 

B003 Women employees’ 
toilet and shower. 


B0O4 Fan 
B005 Receiving room...__...- 


B005a Elevator 


room. 
Bogs. 
B007 Kitchen, dry storage... 


machine 


Building supply storage. 


or 
BOlla Elevator 
room. 


machine 


ow 


No equipment required... 
soiled 25. 00 50. 00 
Urn, sand 12. 00 12. 00 
Disposal, ni apkin. 15. 00 45.00 
Vending machine---_.__...-- 20. 00 20. 00 
Dispenser, napkin bag- 5. 00 5.00 


No equipment required_.._. 

Truck, 2-wheel 40.00 
Dolly, frame 40. 00 
40.00 


do 
Bin, metal, 


portable. 30.00 | 150.00 
a 48 by 60 inches, steel 25. 00 125. 00 
egs. 
60. 00 60.00 
— 35. 00 70. 00 
Ladder, step, pantry 6.00 6.00 
Desk, office, w ae 100. 00 100. 00 
were 25. 00 25. 00 
Chair, swivel, no arms---..-__-- 25. 00 25. 00 
File, 75. 00 75.00 
Ladder, platform, with rail- 75. 00 75. 00 
ing, 16 foot. 

Platform, 14 foot, portable____- 14.00 14.00 
Can, 20-gallon, galvanized 10.00 10. 00 
Dolly, round __ 20. 00 20. 00 
Ladder, step, ini. 16. 00 16. 00 
Ladder, step, 8 foot_.........-- 8.00 16. 00 
Platform, 50. 00 50.00 
Dispenser, 4.00 4.00 


com 


moth repellent 


2 |...@0....| Lemp, table. ................ 14.00 
4 |...do....| Smoking 20. 00 
; 
3 \...@0...- 
‘ 
Total....... - | 132. 00 
| 
2 
ES 
poun 
4.00 
Boosh Trunk 20. 00 20. 00 
Electrical equipment No equipment required 
room. 
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GROUP IT EQUIPMENT—Continued 
Project No. IND-46—Continued 


BOWb Well pit 
Maintenance supervi- 
sor’s office. 


BO15 Corridor-. 


BO16 Corridor- 


BO18 Men employees’ locker 
and lounge. 

BO019 Paper and pamphlet 
sto 


rage. 
B02 = Printing room 
Bo021 


B02: Housekeeping equip- 
ment. 


B025 Women employees’ 


er. 
B026 Women employees’ 
lounge. 


Men employees’ toilet 


Men employees’ locker. 
B022 Men employees toilet__- 


B023 Men employees lounge_- 


No equipment required 
Cabinet, filing, 4 drawer 
Lamp, desk 

Chair, swivel. 

Sign kit... .. 


Urn, sand... ..-.. 


No equipment required... _. 
Receptacle, soiled towels... . 
Urn, sand. 


Urn, sand_. 


Bed, day 
Lamp, 
Sofa, 2-seat 
Chair, lounge 
floor 
Table 


Table, work 

Marking machine, linen 

Ladder, step, pantry type____- 

Sewing machine 
desk 


Chair, swivel 
Cabinet, filing. 
Vacuum, por be, 
Sweeper, 


Sofa, 2 seat 
Chair, lounge 
Lamp, floor 
Lamp, table 
Smoking stand 


Sssssess 


Room No. and title Quantity} Unit Description Unit cost |Total cost 
BO12 Furniture 1 | Each...- bench $100. 00 $100. 00 

1 |...do. Drill 25. 00 25. 00 

Truek, 20. 00 20. 00 

50. 00 100. 00 

8 |...@06...}. Dolly, 3.00 24. 00 

1 |...do._..| Easel, glass 10.00 10.00 

BOl3a_ Clothes chute....____- 1) Cart, 75.00 75. 00 


| 


3x43 


Bisse 


| 


| 
| 
| 


S| 


j 


358 


35.88 
S| sssssses 


1 | 100.00 100. 00 
1 --d0.... | | 5. 00 5.00 
1 |...do-.... 25. 00 25. 00 
100. 00 100. 60 
L__.___ 305. 00 
| 
12.00 12.00 
2 | Each_.__| Receptacle, soiled 25. 00 50. 00 
12. 00 12.00 
| 
...do a) | 
| 
| 
dah 
— 
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GROUP II EQUIPMENT—Continued 
Proyect No. IND~6—Continued 


Room No. and title Quantity Description Unit cost |Total cost 


Receptical, soiled towels 
Urn, sand. 

Disposal, napkin 
Vending machine 
Dispenser, napkin bag. 


BO027 Women employees’ 
toilet. 


B029 Corridor No equipment 
B030 Maintenance and hos- 

) pital storage. 

B031 Bookstore storage Ladder, step, 3-foot 
Bench, work 

Desk, office. 

Marking ms achine, 
Chair, swivel 
Truck, two wheel 
File, 4 drawer. 
Chair, straight. 
Twin tank outfit, with castors 
Seale, P. P 
Truck, book 
Truck, 4 wheel. 
Scale, platform 
Marking machine, jewelry 
’ dining 


Em Table, fol .ing 
(commuter lunch area). Chair, folding 


Women’s shower room... 
Swimming pool 
Women’s dressing room 
Storage wire basket 
Control room 
008 Men’s shower and 
dressing room. 


“Desk, rle pedestral 
Cabinet, ling, 4-drawer_ 
Cabinet, storage, 2-drawer- 
Chair, swivel 
Chair, side 


Sssssss 


Receiving room_......-.-- Truck, 2 wheel 


Dolly, frame 
Dolly, round 


Recipients, tin can 
Recipients, paper. 


Can, galvanized, 20 gallon... 
Dolly bases, round 


No equipment required 
Baker’s dough seale, 8 pound, 
ounce. 


1 To be furnished from other funds. 


12. 00 12.00 
(A 15. 00 30. 00 
| 20.00 20. 00 
5. 00 5. 00 
B028 2 Urn, 1200] 24.00 
| | 24. 00 
() 
50. 00 100. 00 
660. 00 
003 Receiving room office..__- 1 
| 
} 
1 |...do_...| Lamp, desk 
1 |...do._..| Receiving 
20. 00 40. 00 
Maine CK, 4 wheel... 30.00 120. 00 
220. 00 
005 Loading dock..........-.- |---4o.....| 10.00 "30.00 
10. 00 80. 00 
006 Trash and can wash_..... 10 |...d0....| 10.00 100.00 
20.00 100. 00 
200. 00 
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GROUP II EQUIPMENT—Continued 


Progect No. IND-46—Continued 


Room No. and title 


Quantity 


Unit 


Description 


Unit cost 


009 Bakery stores. 


009a Ice cream mix storage. 


010 Ice cream preparation 


011 Ice cream refrigeration. 
Olla Ice cream refrigeration __- 
012 Bakery refrigeration 
013 Corridor.............. 
014 


Vegetable preparation .._. 


Refrigeration (vegetable) - 
Frozen 


019a Dish 


Ladder, step, 


with 


1 ounce, g 


Container, dry s 


without cover 


1 |...do.___| Receptacle, white, waste, gal- 
vanized liner, self-closing 
sanitary top, 16 inches by 16 
inches by 37 inches. 

1 |...do.___| Truck, ice cream can, 54 


Truck, janitor’s, 


3 .| Chair, straight_- 
1 |...do__..} Scale, platform, 
pound beam 
Teds, vegetable, 
60-inch by 37-inch. 


15-inch. 


Each__..| Desk, double pedestal... 
..do__...| Desk, single pedestal 

Cabinet, file, 4 drawer___ 
..do____.| Cabinet, storage, 2 


Chair, swivel____ 
Chair, side 
Adding machine 
Costumer ‘ 


floor, 
36 inches wide. 


latform, 


Scale, 


cap 
beam. 

2 Seale, portion, 32-ounce, 
ounce, glass dial cover. 

36 a Utility lug pan 


= 


Seale. 25 pounds by 
dial cover. 


do___.| Truck, for 
Ladder, pantry-type, step ____ 
Scale, utility, 25 pounds by 
1 ounce, glass dial. 


Ice cream can, Welded seam, 


lons, 9 inches by 1814 inches 
outside diameter. 


inches by 3416 inches by 
37% inches, platform size, 
3044 inches by 50 inches. 


-| Atomizer, 


capacity, 4% pound by 100 


Lug pan, utility, 26-inch by 


Stand, typewriter 


uipment 
Mastin 


ty, 1- by 100-pound 


1544 by 18 inches, seamless, 
stain-resistant. 


, low, 5 gal- 


twin tan 


| pound 


2834-inch by 


86 feet by 


1,000-pound 


meat, 26 by 


214. 00 


— 


§ | 


02 


— 


e 
| pe -| $6.00 $6.00 = 
he 50. 00 50. 00 
i 60. 00 60. 00 
---do_. 5.00 25.00 
ae | 50. 00 50. 00 02 
6. 00 6.00 02 
eT 60. 00 60. 00 02 
02 
36 |...do____ 4.00 144. 00 
10. 00 10.00 
02 
| 40.00 | 40.00 
75.00 75.00 
10. 00 20. 00 
75.00 75.00 
20.00 120. 00 
0 
018 Dietitian’s office... 
75. 00 
50. 00 
15. 00 
30. 00 7 
0 
020 Meat preparation ......... 1| Each....| pi 100. 00 100. 06 
| 75.00 150. 00 
| 20. 00 720. 00 
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GROUP II EQUIPMENT—Continued 
Prosect No. IND-46—Continued 


Room No. and title Quantity} Unit Description Unit cost /Total cost 


Meat preparation—Con. 


-do.... | Meat chopper-_----- 550. 00 550. 00 


a 


Sy Meat saw, power....___.____. 600. 00 600. 00 
_do.....| Angle feed slicer .__ 425. 00 425. 00 
..do_....| Meat truck, 2 deck, 0. D. “4514 60. 00 60. 00 


by 2314 by 35 inches. 


024 Dietitian lounge. 1 | Each___| Bed, day 60. 00 60. 00 
‘ 20. 00 20. 00 
1 |...do....| Picture 10. 00 10. 00 
4 Stand, ash_ 


024a Dietitian toilet. 1 Receptacle, soiled towels_- . 
1 |...do____| Disposal, napkin - 15. 00 15.00 
1 |...do_...| Vending machine 20. 00 20. 00 
Dispenser, napkin bag... -- 5. 


027 Women employee, toilet 1 | Each.__- soiled towels..._- 25.00 25.00 
Disposal, napkin. ___- 15.00 { 30.¢0 
1 |__-do___._| Vending machine 20.00 20.00 
1 | Dispenser, napkin 5. 


Men employee, toilet... Receptacle, soiled towels- 


-do.....| Rack, coat and hat, 40 hangers 


Telephone (public) 


| 
| 


041 Women’s 2 | Each___.| Receptacle, soiled towels. 50. 00 

Disposal, ns apkin 15. 00 45.00 

1 |...do____| Vending, machine _..______- 20. 00 20. 00 

1 |_..do___._| Dispenser, napkin bag. 5.00 5.00 

132. 00 


020 | 

021 No equipment required 
| | | 340,00 

| | No equipment required 

12.00 12.00 

1 |...do_....| Chest, ice, 75.00 75.00 

75.00 

12.00 12.00 

24.00 

040 Storage 
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GROUP II EQUIPMENT—Continued 
Prosgect No. IND-~46—Continued 


Room No. and title Quantity Unit cost | Total cost 


042 Women’s lounge 4 


Lamp, floor - 
Lamp, table_- 


043 Corridor Ne required. 
egister, cas 

Rack, hat and coat... 

Table, 

Lamp, manicure 

Desk, appointment 

Vanity, comb-out 

Chair, 

Table, lamp, 18 inches by i8 
inches 44 24 inches. 


Bo 
SS 


045 Barber shop......-.-- Stand, eash 


Chair, pull-up 
Seat, child’ 


No required. 


Men’ .| Receptacle, soiled towel_..__- 


049 Fan eek No equipment required. 
Sotled. “room Do. 


“Board menu glass 
Register, cas 


Matting, fl floor, 12 feet by 5 


No equipment required 

Table, 24 inches by 30 inches, 
formica top. 

Table, 36 inches by 36 inches, 
formica t: top. 

Table, inches by 48 inches, 
formica top. 

Table, 1 inch diameter, for- 


ica top. 
Table 72 inch diameter, for- 


mica top. 
Table, 96 inch diameter, for- 
mica top. 
Chair, side 
Smoker, 44% receptacle _ 
Chair, loung: 
Table, 24 inches by 24 inches, 
formica 
Box, ‘driftwood 
Chair, dining, slip seat 
Box, plant, wood, 
inches by 10 feet 6 inches b 
38 inches high with 12-inc 
deep galvanized container, 
boxes to be double faced. 


150. 00 | 150. 00 

75. 00 300.00 

20. 00 40. 00 

10. 00 20. 00 

| 450. 00 

| 30. 00 

35. 00 

7.50 

172. 00 

165. 00 

225. 00 

114. 40 

} 54. 60 

16. 00 

amp, table, with 52. 00 

j.<:d0.....) Register, cash... 450. 00 450. 00 

15. 00 30. 00 

108. 00 108. 00 

6 |...do.... | 75. 00 450. 00 

046 Fan room.........- 

25. 00 25. 00 

re 12. 00 12. 00 

A101 Snack 1 | Each.... 35. 00 35. 00 

..----| 1,202.98 | 1, 202.98 

A102 Dish washing..........4.....-.---]--<..-.--- 75. 00 75. 00 

23 | Each__.. 33. 18 763. 14 

47.02 | 3, 667. 56 

14 |...do-.... 52. 05 728. 70 

116. 58 116. 58 

he ee 170. 64 341, 28 

| 357. 92 357. 92 

| 38,87 194. 35 

8.00 32. 00 

93. 28 373. 12 

| 50.05 50. 05 

|...do...- | 144.30] 144.30 

} 11.70 5, 218. 20 

| 279.00 837. 00 
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GROUP II EQUIPMENT—Continued 


Proyect No. IND-46—Continued 


Room No. and title 


Quantity 


Unit 


Description 


Unit cost 


Total cost 


101 Cafeteria—Continued 


102a 


45836—54—pt. 2 


2 


— 


ao 8 


Each.__- 


Box, plant, wood, 8 feet 9 
inches by 1 foot 6 inches b 
38 inches high, with 12-ine! 
deep galvanized container 

single faced, plain back. 


$283. 40 


Urn, sand. 


Post, guide, with hook....---- 8. 
5 


Rope, guide, 
Sofa, right, curved 
Sofa, left, curved. ___- 
Box, plant, room divider, 
curved, with copper con- 
tainers, front finished in 


ax. 
Table, 18 inches by 30 inches 
by 22 inches, formica top. 


Table, cocktail, ebony, formica 
top, 60 by 24 by 17 inch. 

Table, tear drop, formica top, 
24 by 24 by 24 inch. 

Table, end, formica top, 24 
by 24 by 24 inch. 

Table, cocktail, formica top, 
60 by 72 by 16 inches high. 

Chair, easy 

Table, low, formica top, 39 
inch diameter by 17 inches 
high. 

Chair, easy 

Chair, card table 

Table, card, checkerboard, 
formica, with ashtrays. 

Chair, wing back, 36 inches 
high. 

Chair, easy........... 

Chair, pull-up_____. 

Sofa, crescent shape, back 31 
inches high, 

Settee, 6 feet 

Chair, 

Chair, large tub : 

ot, love , 56 inches long 


Sofa, sectional, 48 inches 
ong. 

Sofa, right sectional, 48 inches 
ong. 

Sofa, left sectional, 72 inches 
ong. 

Sofa, right sectional, 72 iiches 


long. 

Lamp table, 18 by 18 by 18 
inches, formica. 

Cabinet, magazine, 48 inches 
long, open shelves, formica 
top. 

Desk, double writing, 40 by 
36 by 30 inches, formica top. 

Radio, combination and rec- 
ord player. 

Stand, smoking, with 44-inch 
receptacle. 

Jar, sand, 
loose grill. 

Lamp, table, 4 candle 

Lamp, table, hinge 

Lamp, table, wrought iron, 
hand woven shade. 

Lamp, table, wrought iron, 

grass cloth shade. 


round tapered, 


$566. 80 


438. 10 
1, 274. 00 
1, 274. 00 

163. 80 

188. 50 


286. 00 
355. 00 
176. 00 

37. 95 
627. 90 
156. 00 
409. 50 
260. 00 


178. 75 


) 
) 
) 
00 32. 00 
1.40... 00 10. 00 
254. 80 764. 40 
254. 80 764. 40 
6 |.--do.___| | 560.20 | 3,361.20 
) 
| 174.85} 524. 55 
| 87.20] 286.00 
| | 
| 54.60} 436.80 
| 
| 109.20| 436.80 
| 94. 90 949. 00 
} 114.40 686. 40 
112. 32 449. 28 
44. 85 538. 20 
| 140.40 421. 20 
| 
| 138.78 555.12 
a | 162. 50 650. 00 
94. 25 942. 50 
273. 00 819. 00 
| 44.85 179. 40 
do... 299. 00 897. 00 
| 76.38 916. 56 
do._...| 105. 30 315. 90 
do... | 292.50} 1,170.00 
| 290. 55 581.10 
| 219.05 438. 10 
| a | 219. 05 
..do.....| | 254. 80 
| | 254. 80 
| 
ae do___. | 54. 60 
eee... | 188.50 
143. 00 
| 355. 00 
8. 00 
| 
12. 65 
|---do.... | 104. 65 
_.do__. 52. 00 
100... | 58. 50 
52. 00 
do.___.| | 35.75 
1 Lamp, floor 55. 25 | 55. 25 
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GROUP Il EQUIPMENT—Continued 
Prosect No, 


Room No. and title Quantity! Unit Description Total cost 


103 Lounge—Continued Each.._. table, desk, wrought $58. 50 


lie a table, with gold leaf ¥ 325. 00 
crackle shade. 


18,4 487 16 


908, 00 
140. 00 
194. 00 

75. 00 


Desk, executive, 40 by 72 
Chair, swivel 

Chair, pull-up_- 
Cabinet, file, 4 drawer. 
Cabinet, key, file 

Costumer 

Table, end. 

Lamp, end 
Dictaphone - 

Table, work, 36 by 24 inches__. 
Lamp, work 

—. 54 inches long 


104 Manager's office... 


8 


Desk, typing 
Chair, side 


Cabinet, ‘file, 4 drawer 
Cabinet, file, 2 drawer_- 
Cabinet, storage 

machine 


1 
2 
1 |- 
2 
1 
1 
1 
1}. 
1 |. 
Sib 


104b Assistant manager’s of- Dest, bomen, double pedestal, 
fice. 


by 
cm swivel 
Chair, side 
Cabinet, file, 4 drawer__ 
Cabinet, storage 
Costumer. 
Dictaphone 
Typewriter 
Bookcase 


and hat, 40 hangers 

each, 

Table, conference, 42 inches 
by 80 inches. 


_| Urn 
Cabinet, 6 feet long b 
inches high, with 4 ine 
false doors or. 
with Tahiti Strawtex. 
Chair, wing, leather uphol- 


stery. 
Sofa, 78 inches long, leather 
upholstery. 
= leather uphol- 


Chair. tub, leather upholstery. 
.--do._..| Table, end, formica top, built- 
in smoker. 


ah = | 
00 
00 
00 
00 75. 00 
00 15.00 
90 42. 90 
40 23. 40 
00 350. 00 
00 100. 00 
10 22.10 
00 295. 00 
00 16. 00 
Secretary’s office. 204.10} 204. 10 
_.do.....| Chair, posture 49. 63 49. 63 
15. 00 15. 00 
75.00 150. 00 
do_... 50. 00 50. 00 
50. 00 50. 00 
250. 00 250. 00 
30. 00 30. 00 
do__._..| Typewriter 150. 00 150. 00 
..do.....| Shaver, 100. 00 100. 00 
178.10} 178.10 
140. 00 140. 00 
55.12 110. 24 
75. 00 75. 00 
50. 00 50. 00 
15.00 15.00 
350. 00 350. 00 
= weer 150. 00 150.00 
20. 00 20.00 
25. 00 25. 00 
50. 00 50. 00 
104c 50. 00 200. 00 
105 Conference .....---------- 195. 00 195. 00 
15. 00 15. 00 
8 |...do_____| Chair, conference table.____._- 64.35 514. 80 
1 |...do___..| Easel, glass 25. 00 25.00 
4 1200] 48.00 
335. 40 335. 40 
4 |..-do.- 278.00 | 1, 112.00 
1 |..-do. 435. 00 435. 00 
2 |_..do 127. 40 254. 80 
2 143. 00 286. 00 
2 52. 00 104. 00 
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GROUP Il EQUIPMENT—Continued 
Proyect No. IND-46—Continued 


Room No. and title 


Quantity 


Unit 


Description 


'Totaleost 


106 Lobby—Continued 


106a_ Front office 


Telephone booth. 
— booth 
Cc 


Women’s toilet_- 


113. Men's 


Cook’s refrigeration... 
Daily stores. fe 


_Salad refrigeration 
Salad preparation 
Dietitian’s office 


Janitor’s closet 


124 
125 


AM101 Table storage 
AM102 Private dining room... 
AM103 Corridor 


NK 


Each.._. 


Stand, smoking, 44-inch 
receptacle. 

Lamp, end table. ____. 

Lamp, Credensa, hand woven 
shade. 

Bench, 5 feet long by 21 

inches wide. 


Chair, posture 
Rack, P. B. X., 
Pen, registration 
Timestamp 
Cash 
Machine, adding 
Name plate 

Machine, postage 
ewriter 


No equipment required. __ 


Truck, mop, 

wringer. 
Receptacle, paper 
Urn, sand 
Disposal, napkin. 
Vending machine ; 
Dispenser, napkin bag 


small, with 


Total 
Receptacle, 
Urn, sand 


Total ; 
No equipment required = 
Register, cash___. 

Urn, sand_ 


Scale, utility, 24 inches by i 
ounce, glass dial cover. 

Truck, delivering 

Mixer, 10 quart... 
Desk, "double pedestal... 
Chair, 
Desk, single pedestal 
Chair, 
File, 
Stand, typewriter, portable _- 

Costumer 


Truck, janitor 
Floor maintenance machine 
Floor scrubber machine 


No equipment required 
Checking machine 
Checking desk and stool 
Changemaker.- 


> 
= 


250. 09 


$24. 00 


195, 00 
110. 30 


195. 00 


3, 124. 70 


50. 00 


| Unit cost 
| 97. 50 
| | 
195. 00 
tion 10. 00 
50.00 
ast 1, 850, 00 
...do 290. 00 
25. 00 
1 | Each__ 40. 00 40. 00 
_.do 12. 00 12.00 
15. 00 60. 00 
20. 00 20.00 
wi 5. 00 5.00 
147.00 
62. 00 
4 | Each___. 1,944.68 | 7,778.72 
119 1 | Each... 60. 00 60.00 
| 
120 50. 00 5.00 
121 wos | 300. 00 300. 00 
122 “SP 150. 00 150. 00 
| 30.0 60.00 
180.00 150. 00 
75. 00 75. 00 
50. 00 50. 00 
15. 00 15. 00 
515.00 
40. 00 
1,350.00 | 1,350.00 
Cafeteria serving area___._ 2] Each---- 1,290.00 | 2,490.00 
an | 335.00 670. 
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GROUP II EQUIPMENT—Continued 
Prosect No. IND-46—Continued 


Room No. and title Quantity Description Total cost 


M101 Housekeeper’s room ...-| Truck, maids and linen 
Ladder, step, pantry type_.._- 


Private dining room - - - _..do_..._| Lectern, table 
wale Table, folding, 36 by 72 inches, 
Masonite top. 
Chair, folding 


Table, folding, 36 by 96 inches, 
Masonite top. 
Chair, folding 


asonite 
Chair, folding? 


Private dining room... .-..-| Table, ities, 36 by 96 inches, 
Masonite top. 
Chair, folding 


Tables,’ 36 by 72 
inches, Masonite top. 
Chair, folding 


M108 conference room 


table 
Tables, folding, 36 x 72 inches, 
Masonite t top. 
Chairs, folding 


M109 trustees dining room ....| Table, dining, with leaves 
Chairs, side, dining 
arm, dining 

e 


M110 trustees board room Table, trustee board __..._..-- 
Chairs, a leather. 
Chair, w 
ag 30 inches long 
Stand, smokin 

sand, —. tapered, 


SS 


— 


$40. 00 $40. 00 

6. 00 6.00 

M102 : 5.00 5.00 
31. 65 63. 30 

28. 08 393. 12 

M103 Private dining room__- 37. 05 74. 10 
28. 08 561. 60 

M104 37.05} 74.10 
x 28. 08 561. 60 

M105 37.05 | 74.10 
é 28. 08 561. 60 

M106 Corridor. ..........---- 28 96. 00 
96. 00 

BE 31. 65 63. 30 

F 28. 08 393. 12 

5.00 5. 00 

31. 65 63, 30 

14 |...do__._. 28. 08 393, 12 

141. 05 141. 05 

ane 36. 34 436. 08 

Se 49. 34 98. 68 

154. 70 154. 70 

Se 175. 50 175. 50 

55. 25 55. 25 

1, 202. 50 

1, 456. 00 

159, 25 

513. 50 

8.00 

12.65 

15. 00 

5.00 

M111 men’s 1 Receptacle, soiled towels... 25.00 25.00 
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Room No. and title 


Description 


Unit cost 


M113 women’s toilet. 


3 |- 
1 
1 


Mil5and M116, business office. 


RR 


...do....| Duplicator machine. 


M120 Janitor’s room 


Ladder, step pantry type--.-- 


...| Receptacle, soiled towel... 
..---| Disposal, 
“BRS Urn, sand__ 


Dispenser, napkin 


No equipment required 


Desk, office, double pedestal. - 
Desk, typewriter__............ 
Chairs, swivel, posture 
Typewriter. __- 
Chair, straight 


do....| Cabinet, 4-drawer, file. 


Cabinet, storage, 
Safe, fireproof 


Calculator 


Bed, lounge, 1 

Chest desk, formica top, 48 
by 20 by 30 inches. 

Mirror, 48 by 30 inches, bev- 
eled. 

Commode, 20 by 24 by 24 
inches, 3 drawers. 


Desk and dinette chairs______- 

Dinette table, extension, for- 
mica top, 30 by 46 by 60 
inches. 


ESP Coffee table, 24 by 24 by 17 


inch. 


weer Server base, 38 by 18 by 32 


inch. 
Server, hutch 


Lamp, floor, satin brass 
Lamp, table, satin brass____._- 


Lamp, desk, satin brass_-_---_- 


Sofas, 8 feet 
eis’ Square 30-inch lamp table 


with formica top. 


dente’ Mirror, 6 feet long by 4 feet high, 


center divided, each section 
beveled -inch. 
Table lamp, 50-inch. 
Console table, 8 feet long by 
24 inches wide by 32 inches 
high, ebony formica top. 
Settee, armless, 4 foot. 


_..do ...-} Console table lamps with base 
“ers Floor lamps and brass tray, 


black rods. 


bene Smoking stand, 4% inch 


receptacle. 


Sand jar, round, tapered. 


..do.....| Truck, mop, small with caster 
..do.....| Machine, floor maintenance-_. 


Truck, 


50. 00 
50. 00 
30. 00 
150. 00 
15. 00 
75. 00 
50. 00 
00 
00 
00 
00 
00 


~ 


g 


z 


| sssessessess 


ad 


1 


Quantity} Unit | | T otalcost 
Eac $25.00 $25. 00 
do 15.00 45.00 
do 12.00 12.00 
do 20.00 20.00 
.-do 5.00 5.00 
107.00 
Each____| 
| 
| 
..do 
do _. L 
83. 20 
31. 20 31. 20 
| 82. 55 82. 55 
| 48.37 48. 37 
§ |...do.. } 11. 96 59. 80 
1 | 58.76 58. 76 
| 50. 05 50. 05 
78. 00 78. 00 
45. 50 45. 50 
...do 24. 05 24. 05 
...do 17. 88 17. 88 
-..0_....| 21. 45 21. 45 
| 
2 |_..do 297. 70 595. 40 
1 |...do 123. 50 123. 
1 |__.do 240. 50 50 
4 |...do 58. 50 234. 00 
1 |...do 65. 00 65. 00 
1 |...do 292. 50 292. 50 
_.do 208. 00 208. 00 
I 55. 25 110. 50 
42. 90 85. 80 
1 |-..do 8.00 8.00 
1 |...do 12. 65 12. 65 
...do.....| Can, trash... 10. 00 10. 00 
| 40. 00 40.00 
: 250. 00 250. 00 
M121 Store room... | ...do 6. 00 6.00 
40. 00 40. 00 
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GROUP II EQUIPMENT—Continued 
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Room No. and title Quantity; Unit Description Unit cost |Total cost 


Conveyor, -. 


Table, folding, 54-inch diam- 


eter masonite top. 

Table, ys 30- by 72-inch 
masonite top. 

Chair, folding 


No equipment required 

Sofa, hide-a-bed, 73 by 22 

Coffee ts ble, 24 by 24 b 

ee ta 24 24 17 

inches high. 

Desk, student, 36 by 20 by 
30 inches. 

Eas 

Des 

Commodes, 20 by 24 by 24 
inches high. 

Chest em, 48 by 30 inches 
y 20 inches, formica 


Pl 48 by 30 inches 
Beds, 3 feet 3 inches 
| 3 feet 


3 feet 3 inches box sp 
18 


inches high. 
Dinette table, extension, 30 by 
rver, y 18 by es, 
serving board. 


Sas 8 


P, no glass 
Double dresser, 52 4 19 by 47 
inches, formica to 


M136 Apartment...... Sofa, hide-a-bed, double, with | 
Beautyrest mattress, 3 by 


22. 
Coffee table, 24 by 24 by 17 
inches high. 


M122 1 | Each... | $250.00 | $250.00 
M123 Women’s toilet......... 1 | Each....| Receptacle, paper... 25. 0C 25. 00 
1 |._.do.....| Disposal, napkin... 15. 00 15. 00 
1 |...do.....| Vending 20. 00 20. 00 

1 |__.do.... | Dispenser, napkin 5.00 5.00 
M123a Janitor’s room... .... 10. 00 10. 00 
1 |...do.....| Pail, mop with casters and 40. 00 40.00 
M1% Dining 48.95 832. 15 
TT. 286) 28. 40 312. 40 
202 |...do____. 28.08 | 5,672.16 
M125 Storage (chair and 75.00 75.00 
table). § |...do.....| Skid, chair....................] 25.00 125. 00 
3 | Each___.| Rack, checking, hat and coat, 50.00 150. 00 

40 hangers. 

M135 1| Each... 250. 00 250. 00 
50. 05 50. 05 
68. 90 68. 90 
48. 37 96. 74 
6 |..-do.__. 11.96 71. 76 
82. 55 165. 10 

83. 83. 20 
31. 20 
87.10 
55. 90 
‘00. 72 
37.70 
58. 76 
78.00 
45. 50 
129. 35 
31. 20 
21.45 
13. 98 
21.45 
35. 76 
| 250.00 250. 00 
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GROUP II EQUIPMENT—Continued 
Proyect No. IND-46—Continued 


Room No. and title Quantity Description Total cost 


Desk, 36 by 20 by 30 inches, 
student, formica top. 

Easy chairs 

Desk and dinette chairs. 

Commode, 20 by 24 by 4 
inches high. 

Double dresser, formica top. 

Mirror, 48 by 30 inches... 

Beds, 3 feet 3 inches 

3 feet 3 inch mattress, inner- 


spring. 
3 feet 3 inch box spring 


Mirr 

Dinette extension table, 30° 
by 46 by 60 inches formica 
top. 


M136 Apartment—Con. 


ASS 


SS 


M137 Apartment 3 Sofa, hide-a-bed, double with 
Beautyrest mattress, 73 by 


Vv 22. 
Coffee table, 24 by 24 by 17 
inches high. 
Desk, student, 36 by 20 by 30 
inches, formica top. 
Easy chairs 


Commode, 20 by 24 by 24 
inches. 

Double dresser, 52 by 19 by 47 
inches, formica top. 

Mirror. 

Beds, 3 feet 3 

3 feet 3 inch mattress 

3 feet 3 inch box spring. 

Chest desk, 48 by 20 by “30° 
inches high, formica top. 

Mirror, 48 by 30 inches. 

Dinette extension table, 30 by 
46 by 60 inches, formica top. 

oo base, 38 by 18 by 32 
ne 

Server, hutch top_- 

Lamp, desk- 

Lamp, dresser 

Lamp, vanity 

Lamp, ta’ 


1 
1 
2 |- 
6 
1 
1 
1 
2 
2 
1 
1 
1 
1 
1 
1 |- 
2 
2 


Sofa, hide-a-bed, double with 
Beautyrest mattress, 73 by 
22 inches 

Coffee table, 24 by 24 by 17 
inches high 

Desk, 36 by 20 by 30 inches, 
student, formica top. 

Easy chairs 

Desk and dinette chairs... 

Commode, 20 by 24 by 24 
inches hig’ 

Double Greener, 52 by 19 by 47, 

Pp 


3 foot 3 inch mattress, inner- 
spring. 

3 foot 3 inch box spring 

Chest desk, formica top 

Mirror, 48 by 30 inches 

Dinette extension table, 30 by 
46 by 60 inches, formica top. 


Each.___ $68. 90 $68. 90 
96. 74 
71.76 
82.55 
1 129. 35 
31.20 
87.10 
1 |...do.....| Server, hutch top............. 
250.00 | 250.00 
Gece] 50. 05 50. 05 
68. 90 68. 90 
@6..... . 48.37 96. 74 
..do_....| Desk sir os 11. 96 71. 76 
do___- 82. 55 82. 55 
129. 35 129. 35 
31.20 31. 20 
43. 55 87.10 
@0....: 27. 95 55. 90 
30. 36 60. 72 
83. 20 83. 20 
31. 20 31. 20 
58. 76 58. 76 
-do_... 45. 50 45. 50 
21. 45 21. 45 
13. 98 13. 98 
se 13. 98 27.96 
17. 88 35. 76 
M138 250. 00 250. 00 
50. 05 50. 05 
68. 90 68. 90 
48. 37 96. 74 
11. 96 71. 76 
82. 55 82. 55 
129. 35 129. 35 
M139 Apartment_.........._. _..do.....| Mirror, 48 by 30 inches ‘idee 31.20 31. 20 
..-do_....| Beds, 3 feet 3 inches oak 43. 55 87.10 
27.95 55. 90 
30. 36 60. 72 
83. 20 83. 20 
= 31. 20 31.20 
58. 76 58.76 
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GROUP IL EQUIPMENT—Continued 
Proyect No. IND-46—Continued 


Room No. and title Quantity; Unit Description Unitcost |'Total cost 


M138 Apartment—Continued & Severe base, 38 by 18 by 32 
Server, hutch top 
Lamp, desk 


M139 Apartment e Sofa, hide-a-bed, double, with 
mattress, 73 by 


Coffee table, 24 by 24 by 17 
inches hig 

Desk, 36 by 20 by 30 inches, 
formica top. 

Easy chairs 

Desk and dinette chairs 

..| Commode, 20 by 24 by 24 
inches. 

Chest-desk, 48 by 20 by 30 
inches high, formica top. 

Mirror, 48 by 30 inches_. 

Beds, 3 feet 3 inches 


Springs, 3 feet 3 inches 

Commode, 18 by 16 by 28 
inches. 

Dinette table, 30 al 46 by 60 
inches, formica to 

Server base, 38 fos Pig by 32 
inches high. 

Server, hutch top 

Double dresser, 52 by 19 by 47 
inches, formica top. 

Mirror, 48 by 30 inches 

Lamp, night table 

Lamp, dresser 

Lamp, vanity 

Lamp, 

Lamp, table 

Lamp, floor 


GROUP II EQUIPMENT 


Administration department. - - 30 | Each_._.| Basket, metal___. 
1 |_..do____| Bell, 
24 


..do_- 


ooks: 
meister The Hotel Lease, Fred W. 
Eckert. 
Hotel Management, Prin- 
ciples and Practices of, 
Lucius M. Boomer. 


- 


Front Office Psychology, 
V. Heldenbrand. 


$78. 00 $78.00 

; 45. 50 45. 50 

21.45 21.45 

1 |..-do.....| Lamp, dresser................. 13. 98 13. 98 

13. 98 27.96 

250.00 250. 00 

1 |_..do 50.05 50.05 

1 |..-do.. 68. 90 68. 90 

2 48. 37 96. 74 

6 |..-do... 11. 96 71. 76 

1 j...do... 82. 55 82. 55 

1 [...@0.. 83. 20 83. 20 

i= = 4 31. 20 31. 20 

2 |...do._. 43. 55 87.10 

2 |-.-do.....| Matt €8, 3 feet he ‘: 27. 95 55. 90 

30. 36 60.72 

37. 70 37.70 

1 .-.0....-| 58. 76 58. 76 

1 78.00 78.00 

. 45. 50 45. 50 

129. 35 129.35 

31. 20 31. 20 

1 21. 45 21. 45 

abe 13. 98 13. 98 

13. 98 13. 98 

21.45 21. 45 

17. 88 17. 88 

MMO “Terrace. 20. 00 40. 00 
M144 Terrace. ner 20. 00 40. 00 

$3. 00 $90. 00 

5. 00 5. 00 

2.00 48. 00 

814 by 11 inches. 
12 |_..do.___| Binder, looseleaf, 3 ring, large, 3.00 36. 00 
844 by 11 inches. 

1 5. 00 5.00 

1 4.00 4.00 

1 | | Hotel Front Office Man- 5.00 5.00 

| agement, Francis F. 
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GROUP III EQUIPMENT—Continued 


Room No. and title 


Description 


| 
Total cost 


Administration department— 
Continued 


Books—Continued 


& 


— 


Front Office and Floor 
Clerk Manual, Waldorf 
Astoria, Manual I. 

Mechanical Communica- 
tions and Uniformed 
Service Manual, Wal- 
dorf-Astoria, vol. I 

Personnel Management in 
Hotels and Restaurants, 
Donald FE. Lundberg. 

Profits Through Promo- 
tion, C. D. Coffman. 

Hotel Statler, Washing- 
ton, D.C. 

Uniform System of Ac- 
counts for Hotels (A. 
H. A.). 

Hotel Accounting, Hor- 
wath and Toth. 

Expense and Payroll Dic- 
tionary, Horwath and 
Horwath. 

Adminstrative House- 
keeping, LaBelle and 
Barton. 

Housekeeping Depart- 
ment and Building Op- 
erations and Mainte- 
nance, Waldorf-Astoria 
Manual IV. 

Housekeepers Guide to 
Selecting and Training 
Employees, Dahl & 


Woolley. 
Bedding Manual for Pro- 
fessionals, Dahl. 


200 Ways to Reduce En- 
gineering and Mainte- 
nance Costs, Brent, 
Dawis, Mosher & Pet- 
erson 

Dictionary, Webster’s 
Collegiate, Merriam- 
Webster, No. 11. 

Hotel Red Book Direc- 
tory (A. Hl. A.). 

Hospitality, John Me- 
Govern. 

Covers, magazine. 
Cutter, paper, 15- inch blade_- 
Dispenser, scotch tape 
Duster, 
File, steel, 3 inches by 5 inches 
File, steel, 4 inches ws 6 inches 
Flashlight 
Flag, 
Flag, State of 
carpenter’s claw, 
14-inch 
Holder, desk 
Machine, counting 
Machine, numbering, repeat 
movement. 
Pad, 
Pliers, side cutting, flat nose, 
&-inch. 
Pole and stand, for flags._.___- 
Punch, paper, 
Punch, paper, 
Rack, wrapping paper, 24- 
inch, 
sho 


Ruler, 18-inch 
Screwdriver, common, normal 


= 


PP 


_ 


SSSsSS SSS SSSAR SESSSSSSSSE 


S888 SSS SSSSE SESSESSSS 


duty, 3-ineh blade. 


$4. 00 


4.00 


5. 00 


1.29 
1.29 


12.00 


Quantity; Unit | Unit cost 
| 
1 4. 25 4. 25 
5.00 
| 2.00 2.00 
2. 50 2.50 
7.00 7.00 
1 1.50 1.50 
5. 50 5. 50 
4.00 4.00 
1.29 | 1.29 
1.29 
| | 
| 
60. 00 
| | 
| ...do...-| | 5.00 
| 
6.00 
| | 
do___- 
do... | | 
do. | 
} 
| 
} 
| 
.do_.__} 
| 
do_.. | 
do.....| 
do.....} 
--do.....| | 
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GROUP III EQUIPMENT—Continued 


Quantity 


~ 


.| Letter, changeable, cast-alu- 
minum, 1 single-prong 
inch, 

Letter, changeable, cast alu- 
1 single-prong % 


Basket, wastepaper, metal 
...do_...| Binder, looseleaf, 3-ring, small, 
8% by 11 inches. 


Ss ss 


. 
<< 


8888335 
883333383 


14-inch. 
...do....| Hatchet, claw, cutting edge 
4inch. 


flat-nose, 


2 
6 
6 
3 
6 
2 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
4 
2 
2 
2 
4 


one 


228 


81888883 838 338 


~--do...- 


.--do...- The Epicurean by Charles 
Ramhofer, the Hotel 
Press. 
.--do...- Palmer House Cook Book, 
E. E. Amist. 
a Hotel St. Francis Cook 
Book, Victor Hirtzler. 
Betty Crocker’s Picture 
Cook Book, del 


tion. 
.--do.... Encyclopedic Cook Book, 
Ruth Izheimer, 
.--do__.. Gold Cook Book, Louis 


ie 


ing, Halliday & Noble. 


Room No. and title HE, Unit Description 
Administration department— Each....| Scale, mail, first-class.......___ 
Continued ...do.....| Seale, parcel-post, mail..___.__ 
..-do.....| Sharpener, 
|...do___.- Shears, 
..-do.....| Stamp, 
...do__._..| Stamp, 
|...do Stapler remover_______________ 
5 |...do_.._.| Letter, changeable, cast-alu- 8.00 40.00 
minum, 1 single-prong 1 
inch. 
Business 
1 
File, 3- by 5-inch, 
File, 4- by 6-inch, steel 
| Hammer, 
Punch, paper, | 
...do._..| Ruler, 12-inch... 
...do....| Screwdriver, common, nor- 
mal-duty, 3-inch blade. 
Sharpener, pencil. 
...do....| Tray, letter. 
Food Basket, waste paper, steel_.... 3.00 12.00 
OOKS: 
1 10. 00 10. 00 
1 3. 50 3. 50 
1 5.00 5.00 
1 3.95 3.95 
1 4.95 4.95 
1 7. 50 7. 50 
1 10.00 10.00 
1 10.00 10.00 
1 10. 00 10. 00 
1 3.75 3.75 
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GROUP III EQUIPMENT—Continued 


Room No. and title 


Quantity 


Description 


Food department—Contiriued 


2: BR. 


ok 


—Continued 
pes of All Nations... 
Wenzel’s Menu Maker_--- 
Chef’s Guide to oe f 
Cookery, J. H. Bre 
yd Fifty, Fowler 


Group Feeding, Clifford 
Allen Kaiser. 

Quantity Cookery, Rich- 
ards & Treat. 

Reci and Menus for 
Fifty, Smith & Stod- 
dard. 


Recipes for Servi 
U.8 Navy Cook 
The Soup Book, Louis 
DeGouy 
Long Island Seafood Cook 
Book, “Froderick-Joyes. 
Magic in Herbs, Leonie De- 


Sounes. 
Cook It in a Casserole, Flor- 


ence Brobeck. 
Chafing Dish Cookery, Flor- 

ence Brobeck. 
Serve It Buffet, Florence Bro- 


beck. 
Edgewater Salad Book, Ar- 
Shircliffe. ac 
ors d‘oeuvre.an 
1,001 Sandwiches, Florence A. 
Cowles. 
o- — Recipes, L. P. 
Paul Richard: Book. 
Hotel and Resta‘ t Dessert 
Book, K. Camille Den 


Dooven. 
Roll and Hot Breads Makeup, 
W. E. Broeg. 
The Pie Book, L. P. DeGouy. 
Menu Translator, Duchamp 


and Jenning 
Menu Making for Profession- 


zhi. 

Miliburt Master Menu, Sum- 
ner G, burn. 

Training Sales 
Personnel, . Office of 

Fountain Management, 
J. O. Dahl. 

Food Service in Institutions, 
West and Wood. 

Wedding Etiquette Complete, 
Marguerite Bently. 

Binder, looseleaf, 3 ring, small 


File, steel, 3 inches by 5 inches. 
File, 4 inches by 6 inches. 


Unit Unit cost /Total cost 
B 
) 1 | Each. $3. 50 $3. 50 
) 27. 50 27. 530 
) 6. 00 6.00 
) 
3. 50 3. 50 
2. 50 2.50 
2.75 2.75 
4.50 4.50 
3.00 3.00 
3.00 3.00 
— 2.00 2.00 
— 3.00 3.00 
| 2. 50 2.50 
5.00 5.00 
2. 50 2. 50 
2.50 2.50 
2.00 2.00 
5.00 5.00 
4. 50 4.50 
4.50 4.50 
9.20 9. 50 
~75 
3.00 3.00 
5.00 5.00 
4.00 4.00 
2.00 12.00 
84 by 11 inches. 
..do.....| Binder, looseleaf, 3 ring, large 3.00 9.00 
844 by 11 inches. 
Dozen. .| Brush, 15.00 
Each._..| Clip board 
| 
..do.....| Hanger, coat, 
Dozen . Jacket, 
— 
= 4) 
---do.....| Punch, paper, 
...do.....| Rack, wrapping paper, 24. 
..-do_....| Ruler, — 
.--do.....| Sharpener, pencil 
..-d0_....| Squeegee, floor. 
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GROUP III EQUIPMENT—Continued 


Room No. and title 


Quantity 


Description 


= 


Food department—Con. 


Mezzanine kitchen 


2 
8 |-..d 
0 
1 


ep 4 


Dozen..| T 


.| Staple remover 


Tray, letter 


Scale, 1,000 pound 


1 pound by 100 
eam. 


Spoon, soup) 
Spoon, iced te 


Plate, dinner, 9-inch 
Plate, salad and dessert, 74- 


inch. 

Plate, bread and butter, 646- 
inch. 

Cup, tea 

Cup, bouillon, unhandled 

Saucer, tea 

Soup dish, rim deep, 834-inch_ 

Sauce boat, individual, 3- 


ounce. 
Gravy boat, large, 11-ounce_.. 


Forks, utility 

Forks, salad 

Forks, oyster 

Knives, dinner, hollow handle, 
stainless steel blade. 

Butter spreaders, flat handle. 

Ladles, punch, hollow handle 
with 444-ounce bowl double 


Food or ice tongs 
Cake or pie server, hollow 
Pendle, offset stainless steel 


e. 
fork, large, hollow 


Carving knife, large, hollow 
handle, 8-inch blade. 

Cake knife, sabre handle 

Salad serving fork, hollow 


andle. 
spoon, hollow 


Cane itcher, 16 ounces 

Sugar wl and cover, 21 
ounces. 

Waste bowl, 18 ounces 

Lemon dish, 456 inches, with 
glass | ining. 

Waiter, round, 10 inches 

Waiter, round, 14 inches 

Meat dish, oval, 16-inch 

Meat dish, oval, 18-inch 

“plan deep top, 7-inch, 

a with gadroon 


Table itcher frame, 
complete with crystal lining. 
ba plain, 50 


‘pall. with bail handle, 4- 
pint, applied gadroon 
mount, with base. 

umbler, water, 9}4-ounce, 


reated. 
Tumbler iced tea, 12-ounce, 
heat treated. 


SSSERARR SESS S555 


SSeun oo 
RS S 


Fo 


2 
S238 


2228 


= 


as 
SZ 


— Unit Unit cost —. 
1 Unifor Cooks } 
| 
| | 
| 
pound be 
1 |_..do__...| Tenderizer, 
1 
1 Slicer, angle 
1 |...do___._| Seale, hanging dial, 15-pound 
capacity. 
250 | Dozen_.. 
100 00 
170 |_..do__...| Knife, one 841. 50 
6 |._.do_..._| Plate, service, 288. 00 
125 806. 25 
100 | 530. 00 
75 |__.do.....} 543. 75 
30 j...do.....| 178. 50 
511.75 
61. 50 
6 |...do..... 79. 20 
2|..do..| 
65 |_..do___._| Spoons, 
12 |__.do_..._| Spoons, dessert (oval soup) .... 
500 | Each___- 
6 | Dozen_-_| Spoons, table... 
65 |...do._..| Spoons, iced tea.............__ 
425 |...do__.- 
65 | ...do.__-. 
65 |...do._.- 
65 |...do...- 
4 | Each... 
lip, 
1 | Dozen_..| Sugar tongs................... 18.00 18.00 
3 Each... _| 3.40 10. 20 
< 4.75 4.75 
4.75 4.75 
10.15 10. 15 
|...d0....| 4.00 12.00 
— 3.50 10. 50 
| 
37. 50 75.00 
21.00 42.00 
10.90 21.80 
4 we 80. 10 
20. 85 125. 10 
21.70 130. 20 
a 28. 80 172. 80 
23. 35 140. 10 
12 | 32.10 385. 20 
6 2.95 17.70 
10 31. 80 318. 00 
120 .9 | 114.00 
120 1.45 174. 00 
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GROUP IIl EQUIPMENT 


—Continued 


Room No. and 


title 


Unit | 


Description 


Unit cost 


Cafeteria.........--. 


Main kitchen supply 


Mezzanine kitehen—Con. 


cw 


“Dozen... 


.| Tumbler, juice, 5-ounce, heat 


treated. 

Punch bowl, 16-inch, erystal__ 

Punch bow! foot only. 

Salt shakers, l-ounce, crystal, 
SS top. 

Pepper shakers, l-ounce, crys- 
tal, SS top. 

Vinegar cruets, finger, crystal 
ground stopper. 

Sugar, U/N, 4-ounce, ground, 
with stopper. 

Creamer, handled, 3}4-ounce, 
ground. 

Sherbet, footed, 

Goblet, 1014-ounce, crystal --- 

Parfait, 44-ounce, 

Ash tray, 334-ineh_. 

Sherbet, 


| 5 compartment relish dish, 


13}4-ineh 


13 compartment relish dish, 8- 


inch. 
Punch cups, crystal. 
Buffet plate, 
Sandwich plate, 14-inch 
Service plate, 
Salad plate, 
Tray stand, chrome, 3-strap__- 
Tray, oval, aluminum, 2754 
inches by 22% inches. 
Tablecloth, linen, white... 
Napkin, linen, white, 20-inch- 
square. 
Uniform, waitress and maid’s, 
dress canary, apron match- 


Coffee server, seamless drawn, 
stainless steel hollow ware. 

Banquetier covers, aluminum, 
9-inch-plate. 

Ring mold, aluminum, 2-quart_ 

Pitcher, water, stainless steel, 
with ice lip, 3-quart. 

Bread basket, oval, bamboo-_- 

Water tumbler, 9}¢-ounce, 
heat-treated. 

Iced-tea tumbler, 12-ounce, 
heat-treated. 

Juice tumbler, 5-ounce, heat- 
treated. 

Saltshaker, 2-ounce, stainless 
steel top. 

Pepper shaker, 2-ounce, stain- 
less steel top. 

Vinegar cruet, 6-ounce, fin- 
ished, ground stopper. 

Sherbet, junior, 44¢-ounce 

4}»-inch-square, crys- 
ta. 


Bake pan, aluminum, 10% 
inches by 16 inches by 24 
inches. 

Bake, pan, aluminum, 12 
inches by 1734 inches by 24 
inches. 

Bake pan, aluminum, 124% 
inches by 23 inches by 2% 
inches. 

Bake sheet, aluminum, 12 
inches by 18 inches by 1 inch. 

Bake sheet, aluminum, 18 
by 25% inches by 1 
inch 

Eggbeater, stainless _ steel, 
heavy duty, institutional. 

Cake pan, aluminum, 9 inches 
by 9 inches by 1% inches. 

Can opener, heavy duty, in- 
stitutional type. 

Colander, aluminum, seam- 


$0. 95 


less, 11-quart. 


3. 50 
1.75 
1. 00 


2s 


- 


6. 95 


13. 80 


125. 10 


109. 20 


= | MEE Total cost 
4 | Each... | 14. 06 
6 | 6.00 
| 
3) 9.70 29. 10 
| 4.80 28. 80 
6 | 2.80 16. 80 
65 |...do_._. 3.85 | 250. 25 
3. 55 21.30 
6 |.-.do.... 3. 55 21. 30 ; 
15 |...do.--- | 1.75 26. 25 
12 |..-do.... 3. 55 42. 60 
12 | Each. | 3.60 43. 20 
12 |...do. = 19, 20 
| 
50 Dozen... 125. 00 
12 | 86. 40 
24 |...do._.- 67. 20 
12 21. 60 
24 |..-do-..... 24. 00 
36 |-.-do.._-- 376. 20 
36 |..-do..... 293. 40 
144 |...do...._| 1, 857. 60 
750 an 450. 00 
120 |_..do..... 690. 00 
| 
40 | 17M | 700.00 
10 | Dozen...| | 23.05 230. 50 
12 | 1. 85 22. 20 
12 8.80 | 105. 60 
6 | Dozen____| 3.45 20. 70 
204 -95 | 193.80 
120 |_..do..... 1.45| 174.00 
96 |..-do..... - 95 91. 20 
12 |...do..... 1.05 12. 60 
12 |...do..... 1.05 12. 60 
3 |..-do..... 9.70 29. 10 
48 |-..do....- 1.00 48. 00 
24 | 34.80 
ee --..-.---. 18 |....do....| 3. 80 68. 40 
18 4.00 72.00 
| 
| | 
| 
| 
24 |__.do____| | 1.85 44. 40 
24 |__.do-..| | 45) 
| 1.40 8.40 
...do....| 1.00 60. 00 
| 
27. 60 
| 8. 80 52.80 
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GROUP III EQUIPMENT—Continued 


Quantity 


Unit 


Description 


Main kitchen supply—Con. 


6 
24 
12 
6 


12 


RPE eee = 


Dozen... 
---d0__.. 
---do__.. 
Sp 


---do-_.. 


Colander, aluminum, seam- 
Kaif 3-inch, rose- 
Knife, utility, rosewood 
Slicer, roast beef, 14-inch, rose- 
Knife, carving, 8-inch, rose- 


wood handle. 
Spatula, 10-inch, rosewood 
hand 


16-quart. 
ing, 


Spoon, solid, 11- inch, heavy 
gage stainless steel. 

Spoon, solid, — heavy 
gage stainless stee 

boiler, 

7 duty, 11-quart insert, 
heavy duty bot- 


tom. 
Double boiler, aluminum, 
duty, 1744-quart in- 
25-quart heavy duty 
bottom 
Fe@ slicer, 2-way, nickel plated. 
Fry pan, aluminum, 7-inch 
diameter. 
pen, aluminum, 10-inch 


pan, ‘aluminum, 12-inch 
—— aluminum, 14-inch 


Ice quam size No. 8__- 
Ice cream disher, size No. 16__ 
Ice cream disher, size No. 20_- 
Ice cream disher, size No. 24_- 
Transfer ladle, 3-quart, stain- 


less steel. 
Transfer ladle, 4-quart, stain- 
less stee! 


Mixing dle, aluminum, 
48-inch, 1 piece seamless. 
Measure, alumiuum, 1-quart 


seamless. 

Measure, aluminum, 2-quart 
seamless. 

Measure, alumiuum, 4-quart 
seamless 

Measuring — set, alumi- 


Mixing stainless Steel, 
1\-quart. 

con bowl, stainless steel, 

Mixing bowl, stainless steel, 


Muffin pan, aluminum, 12’s__. 

Pie tin, 9-inch_..... 

Pitcher, aluminum, “bakelite 
uart. 


handle, 2'4-quart. 
Piteher, aluminum, bakelite 
handle, 34-quart. 


Pudding pan, aluminum, 6- 
quart, 12'4-inch diameter. 
Pudding pan, aluminum, ng 
quart, 141-ineh 

Roast pan, aluminum, 16 by 20 
by 

Roast uminum, 16 


alum 
inches 20 inches by 4 


with straps an 


inches, 
jugs. 


BS » pp 
S 88 & SS 


Room No. and title lr | PY Unit cost /Total cost 
P| $10. 35 $62. 10 
18. 00 
1,25 15. 00 
| 3.85 23.10 
5 2.50 12. 50 
2.00 24.00 
12 Fork, cook’s, heavy, 64-inch 2.00 24.00 
36 .80 28. 80 
3 1.05 37. 80 
3 27.80 83. 40 
3 113. 85 
6 12. 30 
3 |-..do__.. 6.90 
3 13. 35 
3 |...do__.. 16. 65 
3 |...do.... 22. 80 
3 |...4o..... 10. 50 
8 |.--do..... 28. 00 
|...do..... 42.00 
10. 50 
27.00 
30. 00 
..-do.....| Mixing paddle, aluminum, 22. 40 44. 80 
36-inch, 1 piece seamless. 
...do.....| Mixing paddle, aluminum, 23. 50 23. 50 
42-inch, 1 piece seamless 
sid 24. 70 24.70 
...40..... 1.90 7.60 
...d0..... 2.75 11.00 
.--d0..... 3.90 15. 60 
.--d0..... 
1.85 11. 10 
...d0..... 2. 25 13. 50 
4.45 13. 35 
o-quart 
— uae 3. 80 547. 20 
Dozen. 1.15 27. 60 
6 | Each.._. 3. 25 19. 50 
6 |...do.....| Pitcher, aluminum, bakelite 3.70 22. 20 
6 |...do.....| Piteher, 44-quart, cool handle. 4.45 26. 70 
12 |-..do-..... 2.15 25. 80 
12 3. 20 38. 40 
12 |...do..... 14.70 176. 40 
° 12 |...do..... 16.45 197. 40 
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GROUP III EQUIPMENT—Continued 


Room No. and title 


Quantity 


Unit 


Description 


Unit cost 


Total cost 


Main kitchen supply—Con. 


12 


& a 


Each. 


Roast pan, aluminum, 18 
inches by 24 inches by 4% 
inches, with reinforcing 


pan, aluminum, 18 
inches by 24 inches by 4 
inches, with straps an 
lugs. 

Saucepan, aluminum, 
quart, heavy duty. 
Saucepan, aluminum, 
quart, heavy duty. 
Saucepan, aluminum, 
quart, heavy duty. 
Saucepan, aluminum, 
quart, heavy duty. 
Sieve, aluminum, 
diameter, 


Oe 


16-inch 
replaceable 


26- 


Stock 32-quart, heavy, 
aluminum. 

Stock pot, 40-quart, heavy, 
aluminum. 

French whip, 12-inch 


French whip, 
French whip, 16-inch_________- 


Piano whip, 12-inch 

Piano whip, 14-inch 

Piano whip, 

Balloon whip, 16-inch 

Cake turner, offset 

Fruit 

Lemon sectionize' 

Pie knife, steel blade, 
mirror finish. 

Ice chipper 

= remover and bottle 


len with breaker 
8-inch, rosewood 


stainless steel, 
i 

stainless steel, 644- 


mf brush, rubberset, 2- 

neh. 

Urn gage brush 

Gong brush, sea scout, nylon, 
20-inch. 

Super gong brush, short han- 

le, nylon. 

Urn bow! brush 

Kleencut combination kitchen 
utility shears. 

Cutting board, hardwood, 
15 by 20 by 144 inches. 

Decoratirtg 

Masher, veg 

Dollies, Kank adjust- 


able. 

China strainers, aluminum, 
5-quart. 

Sugar and ingredient scoop, 
aluminum, No. 1. 

Sugar and ingredient scoop, 
aluminum, No. 3. 

Storage container, <r 


6-gallon. 
Icing bowls, aluminum, 


quart. 
Icing bowls, aluminum, 11- 


quart. 
Icing bowls, aluminum, 19- 
quart 
Pail, 


aluminum, 12-quart, 
seam less. 

Tray, aluminum, 14 by 18 
inches. 


Pan, stainless steel, 4 inches 
deep. 


$18.45 


SS 


RS 


$221.40 


SS 


stra 
19 } 19. 95 239. 40 
12 |__.do_____ 5. 40 64. 80 
7. 60 91. 20 
10. 80 129. 60 
13. 35 160. 20 
3 |__.do._... 10. 00 30. 00 
screen. 
_..do.....| Sauce pot, aluminum, 29. 95 179. 70 
ao 30. 80 184. 80 
> Wwe 35. 50 213. 00 
1 
| 
17 
1 
---do.....| 
2.40 
m 
- 90 2.70 
2. 25 6.75 
1.75 5.25 
-16 1.20 
1.15 6.90 
4.00 24.00 
1, 25 7.50 
| 1.00 6.00 
| 5.25 31. 50 
| 8.00 8.00 
1.00 3.00 
TEs | 13. 50 54. 00 
5.15 15. 45 
---do.._..| 2. 65 15.90 
3.25; 1950 
| 12.75 76. 50 
| | 14. 50 
| | 
| 5.20 | 31.20 
| 
---do.....| 3.00} 525.00 
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GROUP III EQUIPMENT—Continued 


Room No. and title 


Quantity 


Unit 


Description 


Unit cost 


Total cost 


Butcher shop. ..-.------ 


Main kitchen supply—Con, 


woe 


Urn cup, 4-quart, stainless 
steel 


Scale, utility, 1 ounce by 25 
pounds, glass-covered dial. 
Scale, portion, 32 ounces by 4 

ounce, glass-covered dial. 

Dishpan, a steel, heavy 
gage, 12-quar 

Pie peel, iii, 34 inches 
by 754 inches 

Jello individual, alu- 
minu 

Ham holier, stainless steel __ 

Pie marker, 9 inches, 6 cut... 

Roasting thermometers ______ 

Candy and jelly thermometers. 

Oven thermometers ____- 

Porter’s uniforms, white 
trousers, white shirt, shane, 
tie, and size selection to be 
determined. 

Cook’s and maid’s uniforms, 
dress, white, shane, sizes to 
be determined. 

Meat cleaver, 8 inches, rose- 
wood handle. 

Ham boner, 6 inches, flexible 
rosewood handle. 

Special curved boner, 6 inches, 
rosewood handle. 

Straight boner, 6 inches, rose- 
wood handle. 

Cimeter steak knife, 12 inches, 
rosewood handle. 

Butcher knife, 10 inches, rose- 
wood handle. 

Butcher knife, 12 inches, rose- 
wood handle. 

Butcher steel, 14 inches, rose- 
wood handle. 

Petrel wire meat brush 

Wire bonded block brush----- 

Cold storage thermometer___- 

Utility lug pan, meat, 26 
inches by 1544 inches by s 
inches seamless, stain-resist- 


ant. 
Multioil 
Block scraper, 6 inches by 3 
inches, rosewood handle. 
Poultry knives, 3 
Butcher saw, 24 
Can opener, heavy duty, 
instant type. 
Ice a spade, stainless 
tee 


steel. 

Ice cream can 

Measures, aluminurn 1 quart__ 

Steel pinch bars, crate 

Utility basket, welded, heavy 
construction tapered sides, 
wood runners, 20 by 30 by 10 
inches. 

brushes, tampico 

r. 

Mechanical apple parer and 
corer with slicer. 

Chopping bowls, maple, na- 
tural supreme finish. 

Paring knife, 3 inches, rose- 
wood handle. 

Fruit and utility slicer, rose- 
wood handle. 

Measuring spoon sets, alumi- 
num, 4 spoons. 

Canister sets, hinged cover, 
aluminium 

Pan, stainless steel, 6 inches 
deep, torage. 

kitchen utility. _-..... 


Storage container, aluminum, 
5 gallon. 


6. 50 
10. 00 


as 


p Be, 


1.00 
12. 75 


$6. 90 


$27. 60 
6. 50 


as 


sees 8 


| 
| 
2 | 20. 00 
12 |...do.....| | 5.95 71. 40 
3, 8. 55 25. 65 
10 | Dozen__- 60 6. 00 
3 | Each___- 2. 95 8.85 
Oi 1.15 3.45 
3.00 36. 00 
2. 50 5.00 
1.50 3.00 
48 | 7.00 336. 00 
- - - -- -- - 3. 95 11, 85 
1, 25 5. 00 
1.15 4. 60 
1, 25 5. 00 
| 3.80] 11.40 
2. 70 8. 10 
do... 3. 60 10. 80 
---do.....| 4.00 12.00 
| 1.35 
1. 25 2. 50 
2.75 8, 25 
ht 10. 60 381. 60 
|_| 
Ice cream Bae 
19 
| 
Vegetable supply room. -- 
ege pply | 
| 15 1,80 
| 32.50 32. 50 
| 7.0) 14.40 
| 60 3. 60 
40... | 1.00 6.00 
-15 .90 
| 5. 90 11. 80 
| 11. 80 70. 80 
6.00 


Room No. and title | Quantity, Unit | 
| 
Salad preparation 1 

| 
12 |. 
12 |_..do..... 
4 |...do....- | 
2 J 
| 
hh. .d@uz. 
| 
6+. 
12 |...do..... 
5 |.--do__- 
Miscellaneous cafeteria supply - 24 |...do-.-. 
24 |...do_. 
18 |__.do. 
6 |.-.do 
12 |.-.do.. 
12 |.-.do_. 
12 |...do_. 
6 |...do___- 
6 
6 |.-.do_. 
6 |-.-do_.- 
2 
4 |...do_. 
4 |...do_. 
90 | Dozen -_| 
B| 
12 | Each. 
| 
2 |._.do- _| 
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GROUP III EQUIPMENT—Continued 


| Chopping boards, hardwood, 


| Salad bowl, supreme hard- 


| Salad bowl, plastic, birchwood 


Description 


stitution type. 
Trays, aluminum, 142 by 18 | 
inches. 
Solid spoon, stainless steel, 13 
inches. 


Can opener, heavy duty, in- | 
| 


Slotted spoon, stainless steel, 
13 inches. 


| Paring knife, 3 inches, rose- 


| 
| 
| 
wood handle. 
Sabatier knife, 10 inches, rose- | 
wood handle. 
Utility knife, 6 inches, rose- 
wood handle. 


15 by 20 by 144 inches. 
Refrigerator thermometer 


wood finish, 11 inches. 

Salad bowl, supreme hard- 
wood finish, 15 inches. 

Canister set, hinged cover, 
aluminum. 

Mechanical apple parer and 
corer. 

Ice pick with breaker 

Ice 

Sugar and ingredient scoop, 
aluminum. 

Shears, kitchen utility. 

Cheese grater, wood plunger. - 

Pan, stainless steel, storage, 4 
inches deep. 

Storage container, aluminum, 
5 gallons. 

Serving spoon, stainless steel, 
slotted, heavy duty, 13 
inches. 

Serving spoon, stainless steel, 
solid, heavy duty, 13 inches. 

Serving tong, stainless steel - 

Duplex ford tong, stainless 
steel. 

Ladle, solid, stainless steel, 2 
ounces, sauce. 

Ladle, solid, stainless steel, 4 
ounces, gravy. 

Ladle, solid, stainless steel, 8 
ounces, soup. 

Sandwich spreader, 344 inches, 
rose'wood handle. 

Pie knife, offset, rosewood 
handle. 

Spatula, 8 inches, flexible, 
rosewood handle. 

Buteher knife, 7 inches, rose- 
wood handle. 

Carver, 8 inches, hollow 
ground, rosewood handle. 
Serving fork, 5 inches, rose- 

wood handle. 

Butcher steel, 12 inches, rose- 
wood handle. 

French slicer, 10 inches, rose- 
wood handle. 

Ham slicer, flexible, 10 inches, 
rosewood handle. 

Cream dispenser, 6 quarts, 
with stand. 

Cafeteria tray, linen finish, 
first quality. 

Can and bottle opener. 


finish. 


Dixie ice scoop, stainless steel - 

Coffee server, stainless steel, 
2\4-quart, with cover pour- 
ing spout. 

Dial straw dispenser, regular 

Holder for banana split liner, 

stainless steel. 


$13. 80 | 


3. 


00 


| | 
Unit cost | Total cost 


$13. 80 
216. 00 
5.40 
5. 40 


|| 
| 
90 | 
4.50} 54.00 
1.00 | 12. 00 
5. 25 | 21.00 
| 1. 50 | 3.00 
2.45 | 4.90 
7.20 | 14, 40 
5.90 | 11. 80 
32. 50 | 32. 50 
40 | 2.40 
90 | 5.40 
2.65 | 15. 90 
1.00 | 3.00 
3.95 | 23. 70 
11.80 141. 60 
12.75 | 63.75 
0 | 21.60 
21. 60 
| 1.00 18. 00 
| . 50 3.00 
10,80 
| 1.10 13. 20 
1. 50 18. 00 
5.40 
| 1.35 8.10 
1.55 9. 30 
1.25 7. 50 
2. 50 15.00 
1.80 10. 80 
| 3.75 7. 50 
4. 25 17.00 
| 226 4. 50 
69. 75 279.00 
32.80 | 2, 952.00 
| 152.00 
1. 65 19. 80 
11.20 67. 20 
15. 60 | 62. 40 
45836—54—pt. 2——44 
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GROUP III EQUIPMENT—Continued 


Room No. and title Quantity; Unit Description Unit cost | Total cost 
Fountain supply-..-.-.....--. 8 | Dozen...| Holder for fountain dixies, $12.00 $96. 00 
chromium plated. 
6 |..-do_.... Holder for divte sundae dishes, 10. 55 63. 30 
chromium plated. 
2 Each....| Dispenser for 6-ounce Dixie, 8.45 16. 90 
2 |...do Dixie 8.45 
penser for 1 16.9 
Stainless steel. 
Stand for dispensers... 9. 50 19.00 
OF. Dispenser for 6-ounce sun 3.55 7.10 
fo open type, nickel- 
Miscellaneous catering service. ‘chafing dish, stainless 150.00 150. 00 
steel, 12 by 20 by 4 inch 
water pan, 24-inch food 
, dome cover; 2 sterno 
ners; accessories, 2 com- 
template, 2 stain- 
steel food pans and 
covers to fit. 
Miscellaneous cafeteria supply 13 |...do_.... Glass baskets for glass washer 5. 50 71. 50 
14 by 18 by 5 inches. 
8 |...do____. Glass baskets for glass washer 6.00 48. 00 
14 by 18 by 6 inches. 
12 | Dozen___| Sugar dispensers, 12 ounce, 4.20 50. 40 
stainless steel top. 
10 |...do____. Custard cup, china... 2.55 25. 50 
§ |...do..... Pot-pie dish, vitri china... 5.10 25. 50 
6 | Each__ Beach disher..- 3. 50 21.00 
24 |...do____. Maia’ s uniforms. 5.95 142. 80 
Biscuit cutters - «15 
3 | | Funnels, aluminum, 1 quart_. 1.75 5. 25 
1 |...do.. Rolling pin, revolving handles. 2.78 2.75 
Hotel flour sifters.._ ___- 2. 25 4.50 
O1LG.... Follansbee forge-welded seam 3. 50 21.00 
ice cream cans. 
Service department (includes 4 |...do..... Applicator, 3.00 12. 00 
locker rooms, housekeeping 1 |...do_.... Bar, crow, wrecking, goose- 2.00 2.00 
and maintenance depart- neck. 
ment). 6 |..u@m...; Basket, waste paper, steel. ___ 8.00 48. 00 
de, saw, compass, 14-inch 3. 00 6.00 
Blade, saw, hack, 12-inch 50 1.00 
2 Blade, saw, ke: hole, 10-inch. 2.00 4.00 
Box, miter and saw... 35. 00 35. 00 
12 |_..do_.... Broom, wed 1.50 18. 00 
6 |__.do____. Broom, whisk....... 4.50 
6 Brush, counter 1.50 9. 00 
12 |...do..... Brush, floor sweeping... 5.00 60. 00 
4 Brush, 2. 00 8.00 
6. Brush, paint, assorted sizes_- 10. 00 60. 00 
6 |._.do_.._. Brush, 4. 50 
10 | Dozen.__| Brush, scrub__._..........-.-- 7. 50 75. 00 
2 |...do..... 10. 00 20. 00 
6 | Each_. rush, wire, clothes._______- 2. 00 12.00 
12 | ...do....| Bucket, galvanized, 14-quart_. 9.00 
4 |...do...._| Can, waste 10. 00 40. 00 
12 |_..do_.._. Chamois skin, 24 by 36 inches. 5. 0C 60. 00 
6 Clipboard 3.00 
2 |_..do..... ch el, machinist, 34 by 8 in- 2.00 4.00 
Chisel, woodworking handle 2.00 4.00 
1-inch blade. 
100 | Yard_.__| Cloth, dust, cheese cloth. 25 25. 00 
4) Cord, 50-yard ball, drapier.___- 4. 50 18. 00 
20 | Each..___| Cover, mattress (twin) 2.50 50. 00 
18 |...do____. 4.00 72. 00 
1 Cutter, glass. ..............- 2.00 2. 00 
.... File, standard, flat, 2.00 2.00 
bastard 10 inch. 
1 |...do_.._. File, American standard, flat, 2.00 2.00 
bastard 12 inch. 
2 |_..do.___. 4.00 8.00 
12 |.__do.....| Foree cup, suction, plumbers. 2.00 24. 00 
36 | Pair____- Gloves, . 50 18. 00 
12 |...do____. Gloves, rubber. 9. 00 
8 | Each_.__| Hammer,-carpenter’s, claw 3.00 9. 00 
1 |_..do__... saw, frame, adjustable __ 4.00 4.00 
1 atchet, ‘claw, cutting edge, 3.00 3.00 
— 3.00 6. 00 
2! Dozen_- brush, floor. 5.00 10. 00 
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GROUP III EQUIPMENT—Continued 


Room No. and title 


Quantity 


Description 


Service department, etc.—Con. 


oe 


Handle, mop, metal fitting___- 
Handle, hammer, cla 

Handle, hatchet 

Hanger, coat 


firs’ 

Knife, folding —_— type 8 
inch (jack knife). 

Level, carpenter’s wood, 12 
inch, 

Mallet, carpenter’s, round, 
3% by 5'4 inches. 


Pan, dust, lobby, 30-inch_____- 
janitor, with 


, iron, length 14 


block, adjustable, 

ic slip-join 
combin p-joint 
wire cutter, 

Plier, side cutting, flat nose, 

Pump, y, hand 

pin, 5$2 inch 

Punch, pa’ 

Rack, ‘wrapping paper, with 
cutte' 

Rack, 

Ruler, a 

Ruler, 13- inch. 

Rule, multiple, folding wood, 
72 inch. 

Rule, yardstick, 36-inch 

Saw, nested, 3 blades (compass, 
keyhole, nail cutting). 

Screwdriver, close quarter, 
%-ineh blade. 
river, heavy 

y, 3-inch 

Screwdriver, aon heavy 
duty, 6-inch blade. 

Screwdriver, common heavy 
duty, 12-inch blade. 


Sponge, rubber, 4 by 6 by 24% 
inches. 

Sponge, sheep wool 

Squeegee, window, rubber- 

Squeegee, floor, rub 

Square, steel, 


ches. 

Tray, letter (mail) 

Jase, bud 

Water bottle, hot. 

Wrench, adjustable, crescent 
type, '%e-inch, jaw open- 
ing, 8 inches. 

Wrench, screw monkey, 1%4- 
inch jaw opening. 

Wrench, screw monkey, 244- 
inch jaw opening. 


S388 88 88 8 8 88888 8 88888 


nN 


8 


S 


poss 


(Unit Unit cost | Total cost 
Dozen... 
Each...- 
Hun- 
Fach.. Horse 
Dozen eed, mop, wet..............-. 
_do_....| Head, mop, oil 
Each... 
mattress 
handle 
| ...do.....| Plane, jack 
| 
| 
| 
| 
| 
} 
| 
) 
) 
) 
) 
) 
) se | | 
) 
) } b 
) ! 
) -do.....| Sharpener, pencil... 
) Set....._| Slides, cushion .. 
) Dozen___ 
) 
) 
) 
) 
) 
) ..do_....| Staple 
.-.do.....] Sweeper, carpet. 
) _..do.....| Tape, measuring, cloth, 72 
) inches. 
) ...do.....| Tape, measuring, steel, 50 
) inches. 
) ...do.....| Tape, measuring, steel, 72 
) 
) 
) 
) 
) 
) | 
) ‘ 
) 1 4 ‘ 
) | 


RECAPITULATION OF GROUPS II AND HI EQUIPMENT AND COSTS 
Prouget No. IND~46 


Department 

Department and/or Rooin numbers or subde- 
subdepartment eost cost partment 

total 


Administration depart- | B016, B032, 031, 082, 034, 035, 038, 039, , 217. $2,110.12 | $47,327.94 

ment. 043, 044, 045, 047, 102, 102a, 108, 104, 
104a, 104b, 104c, 105, 106, 106a, 107, 
109, 110, 114, 116, 116a, M106, M107, 
M108, M109, M110, M112, M114, 
M119, M129. 


Administration depart- | B001, B002, B003, BOI7, BOIS, 
ment employee’s locker, B022, B027, 041, 
lounge and_ restrooms, 113, 113, "Mill, M113, 81, 
public restrooms, stairs. S4, § 

Administration depart- “M130, M131, M132, 
ment apartments. M133, M134, M135, M136, M137, 

M1338, M139, M140, Mi4l, M142, 

M143, M144. 

Bookstore... ...| 040, 115._- 
Business office B005, BON7, 003, 004, 005, M115, M116__ 

. Food department 001, 002, 006, 007, 008, 009, 009a, 010, 011, 

Olla, 012, 013; 14, 015, 016, 017, 018, 

019, 019a, 020, 021, 022, 023, ‘024, 024a, 

024b, 025,, 026, 029, 030, A161, A102, 

Al02a, 101, 117, 118, he 120, 121, 122, 

123, 124, 125, M101, M102, 

M104, M105, M121,’ M122, M122a, 

M124, M125, M126, M127, 

Food department em- | 027, 028, M123 ¥ 194. 00 
ployee’s restroom, 

Service department (in- | B004, BOO05a, B006, BOO08, BO008a, 1, 470. 10 3, 516. 10 
cludes housekeeping and B008b, BOO09, Boll, 
maintenance depart- Bolla, BOI2, BO13, BOl3a, BO13b, 
ment). BoM, Bose Bo19, 8020, , 

B030, 046, 049, 050, 111, "M120. 


109, 008. 60 A 147, 925. 82 


GROUPS II AND IIT EQUIPMENT CERTIFICATION 


Name of project: Food service building, Indianapolis, Ind. 
Project No. IND-46. 
It is hereby certified that the attached list includes groups II and III equipment 
items only and that such equipment is sufficient to adequately equip the facility. 
Trustees OF INDIANA UNIVERSITY, 
J. A. FRANKLIN, 
Vice President and Treasurer. 
Jury 1, 1952. 
Inp1ana Strate Boarp or HEALTH, 
L. E. Burney. 
SerTeMBER 4, 1952. 


SUPPLEMENTAL LIST OF GROUP III KQUIPMENT CERTIFICATION 


Name of projert: Ee Food Service Building, Indianapolis, Ind. 


Project ND-46. 
It is hereby certified that the attached list includes supplemental group IIT 
items only and that such equipment is sufficient to adequately equip the facility. 
TrustEEes oF INDIANA UNIVERSITY, 
. A. FRANKLIN. 
September 8, 1952. 
InpIANA State Boarp or Heatran, 
L. E. Burney, 


September 23, 1952. 
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Recapitulation of supplemental list of group III equipment and costs 


PROJECT NO. IND~6 


Department 


Department and/or | Group II | Group III | or subde- 
subdepartment Room numbers cost partment 
tota 


| 
Administration Depart- | 034, 101, 103, 104, 105, 106, M102, M106, |....-_-___- $28, 076. 50 | $28, 076. 50 
ment. M109, M110, M117, M135, M136, | 
M137, M138, M139. 
| 
Supplemental list of group III equipment 
PROJECT NO. IND-46 
Room No. and title Quantity} Unit Description Unit cost | Total cost 
Administration Department __. 34 | Yards...| Apartment, M117: Carpet, 27- $8. 42 $286. 28 
inch width, over 40-ounce 
hair lining. 
Allowance for installation... 1,000. 00 
1} Pair..._- Lobby, 106: Draperies, 4 | 208.39 208. 39 


widths each, lined with 

ecru 64/104 sateen, rigged to 

draw on Kirsch heavy-duty 
traverse rods, hang to floor, 
pleat on hooks. 

4 |__.do___.| Lounge, 103: Draperies, 2 pairs | 370.8244) 1, 483. 30 
4% widths each, 2 pairs 6 
widths each, lined with ecru 
64/104 sateen, rigged to draw 
on Kirsch heavy-duty tra- 
verse rods, pleat on hooks, 
hang to floor (140 square 
yards.) 

Cafeteria, 101: 

Single draperies, 1 pair |1,048.1244) 4,192.50 

5344 widths, 3 pair 6 

widths each, 1 single 5 

widths, unlined, rigged 

to draw Kirsch 
heavy-duty traverse 
rods, pleat on hooks, 
hang to floor (380 square 


yards). 
Po re Draperies, 4 widths each._| 242. 66 242. 66 
ry ee ieee Draperies, 8 widths each, | 485. 34 485. 34 


unlined, pleat on hooks, 
hang to floor from ceiling 
on Kirsch heavy-duty 
rods with carriers, hung 
Stationary. 

1 |--.do..._.| Manager’s office, 104: Draper- | - 152.10 152. 10 
ies, 2 widths each, lined 
with ecru 64/104 sateen, 
rigged to draw on Kirsch 
heavy-duty traverse rods, 
tops pleated on hooks, hang 
to floor. 

Conference room, 105: Draper- | 152. 10 152. 10 
ies, 2 widths each, lined with 
ecru 64/104 sateen, rigged to 
draw on Kirsch heavy-duty . 
traverse rods, tops pleated 
on hooks, hang to floor. 
Private dining room, M102: | 279.50 279. 50 
Draperies, 544 widths each, 
lined with 36 inch, 64/104 
sateen, special color, rigged 
to draw on heavy duty 
Kirsch traverse rods, tops 
pleated on hooks, hang to 


floor. 
2 |..-.do____| Display room, 034: Draperies, | 242. 66 485. 32 
4 widths each, unlined. 
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Supplemental list of group III equipment—Continued 
PROJECT NO. IND-46—Continued 


Room No. and title Description 


Administration Department— M135, M136, 
Continued M138, M139, M117: 
Draperies, 2 pair 3 widths 
ms, room divider, 6 
unlined. 


Curtains, fiber glass, 3 widths 
each, unlined. 
Draperies, 1 pair 34% widths 


each, 
fiber: glass, 3 widths 
each, unlined. 
Allowance for installation 
Cc t, Wilton, round wire 
3 frames, 27 inches. 


40 
Bar, binder brass 


ugs, Hartford Saxony, 
10 feet 6 inches by 21 feet, 
made from 27-inch 
ae bound on 2 sides 


and 1 end. 
i Pads to fit above, 10 feet 
ve Bean inches by 
ugs 


by 21 feet. 
el Rug, Hartford Saxony, 1 
feet 6 inches by 94 feet 6 
inches, made from 27- 
inch width, bound on 2 
sides and 1 end: 
---d0__-. Pad, rug, 10 feet 6 inches 
by 94 feet 6 inches. 
at Rug, Hartford Saxony, 6 
feet 9 inches by 89 feet 
made from 27-inch 
width, bound on 2 sides 
and 1 end. 
— Pad, ad, rug, 6 fet 9 inches by 


floor corridor, 
M106, M119: 
Yards... Carpet, Hartford 
cut, sew, and lay sol d 
in M106-M119 
and M127. 
Lining, all hair, 48-ounce - 
Bar, binder, b 
room, 034: Carpet, 
ilton, round wire, 48-inch. 
Apartment, M135: Carpet, 27- 
width, over 40-ounce, 
r li 
Carpet, 27- 
ver 40-ounce, 


ton M137: Carpet, 27- 
“4 width, over 40-ounce, 


A harry M138: Carpet, 27- 
tng over ce, hair 


‘aaa M139: Carpet, 27- 
h, over 40-ounce, 


Unit eost | Total cost 
$143. 00 $715.00 
143. 00 715. 00 
132. 60 663.00 
1 | Set...... 122. 20 122. 20 
1 | Pair_.... 66. 30 66. 30 
126 | Yards__. 11.72 1, 476. 72 
126 |...do___.. ounces. .... 80 100. 80 
30 | Feet___- | ae SA 1.65 49. 50 
38,076.50 
6| Each...| Rim 507.95 | 3,047.70 
6 54.05 324. 30 
2 250. 89 501. 78 
width, bound on 2ends. 
2 34. 41 68, 82 
1 2, 250. 27 2, 250. 27 
1 244, 68 244. 68 
1 433. 10 433. 10 
1 145. 95 145. 95 
255 14. 23 3, 628. 65 
255 96 241. 80 
6 1.65 158. 40 
6 11.72 70, 32 
68 8.42 572. 56 
75 8.42 631. 50 
75 |...do._._- 8.42 631. 50 
8,42 631. 50 
73 |..-do_.... 8.42 614. 66 
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Title 


Department or subdepartment 


Administration 


GROUP ILE 


QUIPMENT 


Maintenance su 
‘How 
Employee dining room 


Kitchen 
Dietitian’ 
Cafeteria serving 


de, 
“Administrative departihent 


Business office 


Administrative 
epartment 


&| 


Room No. and title 


B-014 Building supply office. 


B-024 Housekeeping equip- 
ment. ~ 


B-032 Employee dining room. 


004 Receiving 


Floor maintenance 
Scaffold, 


Costumer 
Racks, garment, 


Tables, 


259. 00 

25. 00 

50. 00 

290. 00 

Machine, steak and patty, 227. 50 
Hollymatic. 

Plate, He-inch................ 34. 50 

13.00 


ss 


8 


Room 
No. mz Cost 
| $28, 076. 50 
010 | lee cream pre: 
101 | Dining room-cafeteria...__._...............|- 
104 
119 1, 
122 
Group II additional equipment 
Pe Quantity| Unit Description Unit cost | Total cost 
1 | Each....| Chair, $24.25 $24. 25 
6. 64 6. 64 
1 |_..do_....| Vacuum, wet-dry, heavy duty. 242. 08 242. 08 
210. 00 210. 00 
cna 6. 64 6. 64 
44.45 177. 80 
44.31 88. 62 
1 |_..do__.._| Seale, Toledo portable........_.| 622.60 622. 60 
694. 00 
010 Ice cream preparation. 
018 Dietitian office. 
019a Dish 
020 Meat preparation. | 
< 
| 
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Group II additional equipment—Continued 


Room No. and title Unit | Description Unit cost | Total cost 


Cups, soup... 
Cups, mix_._. 
Dispenser, iced tea 
Dispenser, hot chocolate 
Dispenser, juice 
Dispenser, malt_____ 
Food warmer, double. - 
Fudge warni 
Mixer, drink 
kitchen... 
Roller, grill 
Roll warmer 
Silver dip 


A-101 Snack bar 


101) =Dining room 
104 Managers office 


119 Kitchen Coffee boiler, Wearever No. 


ll. 

Pan, roast 24 by 18 by 7, Wear- 
ever No. 4491. 

Pan, roast 20 by 17 by 7, Wear- 
ever No. 4493. 

Pans, roast, 21 u. 18 by 2, 
Wearever No. 

Roll former, clov 

»scribe thermometer 

No. 
Tub, quart, No. 


Tub 68 quart, Wearever No. 
thermal liquid car- 


rier. 
ba receptacle, self-closing 


122 Dietitians office 


125 Cafeteria serving area... __ Dispenser, iced tea 
.| Lowerator racks 


N-115 Business office stad ...| Cabinet, duplicator 
.| Telephone stand 
File, 4-drawer, legal 


M-122 Kitchen _...| Food conveyor 
é Bun and bread toaster con- 


Room legend sheet 
GROUP III EQUIPMENT 


Department or subdepartment 


| 2.00 24 00 J 
37. 96 37.96 
65. 35 65. 35 
89. 95 89. 95 
16. 95 16 95 
..--| 47.50 47.50 
37. 50 37.50 
29. 25 87.75 
do.... 33.15 33.15 
194. 50 194. 50 
200. 00 200. 00 
er 75. 00 75. 00 
1 |...do.....| Telephone 70. 00 70. 00 
5.85} 41.55 
| 3 40. 95 122. 85 
3 |_.-do...- 44.08 44.94 
| | 
3 | 13. 25 39. 75 
| 17.00 17. 00 
| 51.00 153. 00 
14. 36 28. 72 
— 21. 57 43.14 
80. 00 160. 00 
9. 93 29.79 
1 |...do__..| Vacuum cleaner_.............. 100. 00 100. 00 
2 |...do..._| Dispensers, 300.00 600. 00 
1 |...do....| Telephone stand. 70. 00 70. 00 
10. 00 1290. 00 
38. 00 
70. 00 70. 00 
happend 100. 00 100. 00 
| | 208. 00 
270. 00 270. 00 
| | veyor. 
Room 
No. Title ee Cost 
Food department-__-.._............--- 1, 662. 55 
Service department. 44. 28 
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GROUP III.—ADDITIONAL EQUIPMENT 


Room No. and title 


Quantity | | Unit 


Description | Unit cost | Total cost 


Food department 


| 


Ohhh 
; 
2 


5 
H 
H 


ae 

oS 


2 

= 


Y 
i=} 


oa 

‘ 
a 


| 


| Basket, glass, No. 602, ice tea 


| Covers, 34 size, Thurmaduke.. 


Beuket, french fry for model 
K-3 Hotpoint. 

Basket french fry for model 
HKG—46. 

Basket, to hold 6 silverware 
cylinders. 

Basket, glass, No. 602, reguiar 
tumbler. 


tumbler. 
Book, inventory, No. 1049K___ 
Bowl, Supreme Boltabilt, No. 
Covers, inset, Thurmaduke _-_- 
Covers, 44 size, Thurmaduke-- 


be rs, liquid, Wearever, | 
No. 4624. 

liquid, Wearever, 
No. 5784. 

Cups, custard, No. 352, 6 


ounce. 

Cylinders, 

Dipper, pie bakers 16 ounce, 
Wearever No. 5346. 

Dipper, pie bakers 24 ounce, 
Wearever No. 5324. 

Dispenser, sugar, No. 102 

Dispenser, toothpick 


Dripeut, 48 ounce 


Dripeut, 14 ounce______- 


File, recipe, Mealmaster —_ 


Griddle, brick 

Holder, griddle, brick... 

Inset, 8 quart, Thurmaduke__ 

Kit, price marking 

Knife, grapefruit, Dexter_ 

Knife, cheese, Dexter. 

Liner, supreme, Boltabilt No. 
914. 

Measure, pharmaceutical. 

Minute minders. 

Molds, jello, individual. _ 

Opener, cardboard 

Pads, ch: ange 

Pads, table, 72 inches by 72 
inches. 

Pads, table, 63 inches by 108 
inches. 

Pads, table, 72 inches by 108 
inches 

Pan, hotel, 10-quart, Thurma- 
duke, 

Pan, hotel, 4%4-quart, Thur- 
maduke. 

Pan, hotel, 834-quart, Thur- 
maduke. 

Pan, hotel, 434-quart, Thur- 
maduke. 

Pan, cake, loaf, Wearever 

Pans, cake, angel, Wearever__. 

Plate, top, Thurmaduke No. k 

Plate, top, Thurmaduke No. 4. 

Plate, top, Thurmaduke No. 9- 

Poachers, egg, Wearever 

Pots, 14-quart Baine Marie_ 

Pots, 2-quart, Baine Marie___- 

Pots, tea, stainless steel... ___- 

Press, 

Racks, 

I 914. 


pan, Dexter, 3-inch 

stiff. 

Scraper, pan, Dexter, 3-inch 
flexible. 

SAR... 

Shakers, salt and pepper, 
aluminum. 


Scoop, parisienne or mellon 
aller. 


$12.50} $25.00 
11. 50 | 46. 00 
. 50 15. 00 
4. 60 105. 80 
4.95 59. 40 
1.95 7.80 
7. 20 14.41 
4.75 28. 50 
1.62 6.48 
1.75 7.00 
3.25 13.00 
4.99 14. 97 
4.76 14. 28 
2. 40 24. 00 
2. 25 54. 00 
2. 38 | 4.76 
| 
2. 67 5.34 
7.20 86. 40 
90 1.80 
1.95 11.70 
1.15 27. 60 
15. 55 15. 55 
3. 28 6. 50 
2. 25 4. 50 
5. 46 43. 68 
8. 00 8. 00 
65 3.90 
2:50 7. 50 
2.95 17.70 
3. 25 9.75 
2. 50 10. 00 
50 15. 00 
75 1. 50 
3. 60 
2.07 31. 05 
2.75 68. 75 
4.13 41.30 
4.75 85. 50 
3.15 56. 70 
6.90 82. 80 
4.10 49. 20 
1. 69 10.14 
1. 84 7. 36 
6. 50 13.00 
6. 50 13.00 
6. 60 13. 20 
1.52 6. 08 
3.00 18. 00 
4. 00 16. 00 
29. 95 299. 50 
80 1. 60 
1.75 10. 50 
2.25 13. 50 
2.70 
2.85 
1.00 6.00 
15 3. 60 
12 


|| 
— 
- 
- --------- 2| 
4 
} 
2 |. 
23 |.--do..... 
12 
| 
| 
2 
18 
18 |...do___.| 
| 
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GROUP III EQUIPMENT—Continued 


=} 


Room No. and title Quantity Description 


Food department—Con. Slicer, lunch, 8-inch Dexter_.__ 


“| jug set 
TMOs Jug se 
Tongs, ice 


eS ew 
Ss 


Administration department... 


Waxer, liquid 
Poles,, window, to fit into 


sqteegee. 
.| Connector for window poles._- 


Recapitulation of groups II and III additional equipment 


Department and/or Group II | Group III 
subdepartment cost cost 


Administrative depart- $278. 62 $8. 33 
ment. 


902. 60 201. 10 
119, 018, Ae 101, 125, 008, 010, 4, 643. 77 1, 662. 55 


019a, 1 
14, B 991. 66 44. 28 
6, 816. 65 1, 916. 26 


GROUP Il AND III ADDITIONAL EQUIPMENT CERTIFICATION 


Name of project: Food Service Building, Indiana University Medical Center, 

Indianapolis, Ind. 

Project No. IND—46. 

It is hereby certified that the attached list includes groups II and III additional 
— pone items only and that such equipment is sufficient to adequately equip 
the facility. 

Boarp or Trustees OF INDIANA UNIVERSITY, 
J. A. FRANKLIN, 

SEPTEMBER 18, 1953. 

InpIANA StaTE BoarRp oF HEALTH, 
L. E. Burney. 
NoveMBER 4, 1953. 


| Total cost 
20 $7. 20 ] 
6 |...do.....| Slicer, lumch.................. 00 18. 00 
2| Pair.....| Shears, 50 11.00 
2 | Dozen.. 00 6. 00 
26. 00 
4.20 
13. 20 
3.00 
| 
10 |...do....| Master keys... 
12 | Dozen__| Combination padlock 11,30 | 
201.10 
Service 9 | Each_...| Pads, liquid 9 8.91 
6 |...do._._| Squeegee, rubber replacements, 1,24 7.04 
24 inches. 
6 |...do.__.| Squeegee, rubber replacements, -2 1.20 
3 |-..do___- 7.50 22. 50 
5 }...do.__. 39 1.95 
4 |...do___ . 67 2. 68 
44. 28 
Department 
or subde- 
partment 
total 
$286. 95 
Business office__._...____- 1, 103. 70 
Food devartment__________ 6, 306. 32 
Service department........| B 1, 035. 94 
8, 732. 91 
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Room legend sheet 
GROUP III EQUIPMENT 


Department or subdepartment 


ADDITIONAL GROUP III EQUIPMENT 


Quantity Description 


< 200 .| Dinner plate, 9-inch, cord edge. 
400 |_..do..... Salad and dessert plate, 634- 6.65 | 1,920. 
inch, Como. 
400 |...do_.__. Fruit dish, 44-inch, cord — 9 3.60 | 1,440.00 
150 |...do-...-- Soup bowl, 36'S, 534-inch, 6. 65 997. 50 
somo. 
250 |...do..... Cup, tea, Ashton 5.90 | 1,475.00 
250 |...do..... Saucer, tea, Jefferson_____.___- 3. 60 900. 00 


Recapitulation of additional groups II and II equipment and costs 
PROJECT NO. IND~46 


Department and/ G |} Ill bd 
or roup roup or subde- 
subdepartment Room No. 1 cost cost partment 


ADDITIONAL GROUP II AND III EQUIPMENT CERTIFICATION 


Name of enact: Food Service Building, Indianapolis, Ind. 
Project No. IND-—46. 
It is hereby certified that the attached list includes groups II and III equipment 
items only and that such equipment is sufficient to adequately equip the facility. 
TrustTEEs OF INDIANA UNIVERSITY, 
J. A. FRANKLIN, 
Vice President and Treasurer. 


April 5, 1954. 


InpIANA State Boarp or HEALTH, 
L. E. Burney. 


April 6, 1954. 


ST. JOHN’S HOSPITAL, SPRINGFIELD, MO. 


Mr. Bussey. Now, on page 18 of the task force report, I see they 
——— in regard to the St. John’s Hospital in Springfield, Mo., as 
ollows: 


An application by St. John’s Hospital in Springfield, Mo., was submitted 
originally in May 1948, with an estimated cost of $5,183,000, the Federal share 
of which was one-third, or $1,719,666. The application was amended in De- 
cember 1949 to provide for an estimated total of $6,818,620, with the Federal 
share of one-half, or $3,397,310. The final part IV of the application was 
approved in June 1950, for $7,357,826, with the Federal share of $3,639,028. 

This project had a B priority, but was approved because no application had 
been submitted for higher priority projects. The original application was sub- 
mitted and approved to facilitate a drive for funds. 


It gives a list of the equipment, and so forth, that I will ask be 
inserted in the record so that it will not take up the time of the 
committee. 


No. Title | Cost 
oe $8, 252. 50 
Room No.and te | rota cos 
Cafeteria 
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(The information referred to follows :) 


The project consists of a new 7-story hospital of 265 beds plus a nurses’ home 
and school.for 61 nurses. 

The cost of equipment in which Federal funds were used totals almost $500,000, 
which includes the following: , 


Ranging in price from $265 to $687. 


Including 120 dozen each: sheets, pillow cases, bath towels, face 
towels, wash towels ; 220 blankets, 110 bed spreads. 


Furniture for nurses’ quarters, exceeded_______--__------------------- 24, 384 
Ranging in cost from $253 per room for nurses to $370 per room 
for guests. 
Equipment for auditorium in nurses’ home___-_------.---------------- 4, 684 
Including a cyclorama for $2,500. 


Including 1 bookkeeping machine, $5,500; 1 posting and billing 
machine, $1,500; 4 transcribing machines, $1,000; 5 adding machines, 
$1,052; 4 cash registers, $2,500; 61 file cabinets, $6,670; 62 desks, 
$7,073; 24 typewriters, $3,990. 

Including 5 cabinets, ranging in price from $150 for a linoleum-top 
unit to $1,405 for 1 with a’stainless steel top. Total $4,565. 

Mr. Bussey. With all of these changes in the application and the 
amounts approved from the time of the original application, I think 
it would be well if you could trace the handling of the application for 
funds for St. John’s Hospital in Springfield, Mo., and indicate how 
much the Federal share was changed in the process. They report 
three different figures here. 

Dr. Cronin. Mr. Chairman, IT am not acquainted with the details 
of this project; I will be glad to supply them for the record. I ean 
comment in this way about that project in general. That is a large 
Federal participation. The percentage of participation is established 
by the State and would apply to the final total cost of the project. In 
other words, if the Federal participation in Missouri was 45 percent 
of the total cost, then the total cost. after the change orders were in 
would be the total cost which the Federal Government participated in. 

On a project of $7 million and better, as this project is, in the origi- 
nal estimate, it is not surprising to me to see they had change orders in 
the amount they have. That is not an unusual amount of money 
involved in change orders for a project. of that size; because, in the 
first instance, we are dealing with estimates and as they move through 
the construction phase of the project toward completion, certain 
change orders are necessary and essential. 

( ren following additional information was subsequently sub- 
mitted :) 


Progecr No. Missourr 4—Sr. JoHN’s HospiTat, SPRINGFIELD, MO. 


An original application was submitted September 23, 1948, for the construction 
of (1) a 210-bed new general hospital, (2) a 90-bed nurses’ home on three floors, 
(3) a boiler plant, and (4) alaundry. The total estimated cost was $5,159,000, of 
which 331% percent or $1,719,000, was to be the Federal share. While the facility 
was in the planning stage, the sponsors decided to expand the scope of the project 
and in January 1950 an amended application was submitted, increasing the 
capacity of the proposed hospital to 265 beds and increasing the nurses’ home 
and training school by the addition of a fourth floor. The total cost was $6,794,620 
and a Federal share of $3,397,310, on a 50-percent matching basis existing at 
that time. These estimates were low when bids were taken and the final cost 
was $7,278,055.81, of which $3,639,027.90 was the Federal share. The reason for 
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the increase in Federal percentage from 3314 percent to 50 percent was the fact 
that Public Law 380, 8ist Congress, permitted such increase in Federal partici- 
pation. Fifty percent was the matching basis used by Missouri at the time the 
project was finally approved. 


DETERMINATION AS TO PROPER EQUIPMENT 


Mr. Bussey. They state in their report to the committee that the 
cost of equipment in which Federal funds were used totaled almost 
$500,000, which includes a lot of items that I have asked be inserted 
in the record. Who makes the determination on whether the equip- 
ment purchased in a hospital like this is too costly and elaborate, 
or of the proper type? Does the hospital board itself make that 
determination 

Dr. Cronin. Not entirely. The sponsoring construction board indi- 
cates what they want in the way of equipment in the hospital. Our 
regional office staff has the responsibility to determine whether or 
not the equipment requested in that project is in line with reason 
for equipping a project of that kind, and whether or not the cost 
of such equipment items is exorbitant, or the going market rate. 

Now $500,000 worth of equipment on a $7 million project is not 
out of line from the aspect of what the normal equipment needs, 
percentagewise, are in the total project. 


CHAPELS 


Mr. Bussey. I think this might be just as good a place as any to 
discuss the question of chapels in the Hill-Burton ospitals. We 
discussed it briefly last year, as you will recall. And I want the record 
to show, as far as I am personally concerned, I think that a chapel 
is a very important part of a hospital. I am not talking against 
chapels as such; but of the various hospitals I visited last year I 
must say that the or a as it is called, in this St. John’s Hospital 
is by far the most elaborate. I spent quite a great deal of time at 
St. John’s Hospital, foing through it from top to bottom, because 
it was new and one of the most modern hospitals I had ever been in. 
This really is not a chapel. It is a church that they built in this 
hospital. I think the auditorium would probably seat at least 200 
people very comfortably. The thing I could not understand is why 
they put is up on the fifth floor, because I doubt if the patient load of 
the hospital would ever be enough for ambulatory patients to fill it. 
I was informed this chapel was paid for by outside subscriptions, 
which I commend very highly. On the other hand, in order to build 
the chapel and also meet their share of the cost of the rest of the 
hospital they had to go to the local bankers and borrow $2,500,000 if 
my memory serves me correctly, and put a first mortgage on this hos- 
pital that was a prior claim to any other funds. 

Just what are the regulations that the Department works under 
with regard to chapels and the putting of a prior claim on these 
Hill-Burton hospitals? 

Dr. Cronty. As far as the regulations are concerned, chapels have 
been declared eligible by advice of our General Counsel. In other 
words, our General Counsel has ruled that the inclusion of chapels 
in hospitals is an eligible participating aspect of the total hospital. 

Mr. Bussey. I might say, I really did not appreciate a chapel in 


> 
) 
) 
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a hospital until I had to spend 6 weeks in a hospital last fall. I ob- 
tained an appreciation of chapels that was greater than I would have 
had by just viewing them from the outside. 

Dr. Masur. I think you would be very much interested to know 
that the installation of chapels in Army, Navy, Air Force, and Vet- 
erans’ hospitals and in all Public Health Service hospitals and the 
Clinical Center of the National Institutes of Health, is well accepted 
and, as you indicate, is a very desirable part of the healing process 
in the treatment of patients and forms standard practice in our own 
hospital procedure. And it is very gratifying to see hospital patients 
who are given an opportunity to worship according to their particular 
faith in these chapels which, interestingly enough, provide for worship 
of the different faiths. 

Mr. Bussey. That is right. 

Dr. Cronty. As far as your remark about the chapel being on the 
fifth floor, the only thing I can think of is that the hospital design 
with the chapel on the fifth floor to me would indicate it was cer- 
tainly not designed for outside use or for others than the patients 
and hospital staff on duty, because I certainly would assume that an 
administrator with a chapel on the fifth floor would not invite the 

ublic to come through the corridors and elevators in the hospital. 

t is not unusual to find chapels in institutions designed and placed 
on floors above the first floor level, and even below the first floor level 
in some cases. 

As far as chapels in general are concerned, which are eligible, and 
' we do approve them, the extent of the chapel, the equipment of the 
chapel, the furnishing of the chapel is certainly something that our 
regional office looks at with a very practical eye, to see that it is not 
luxurious, and so forth, is not exorbitant in cost, and they try to 
keep it within the range of what is a conventional facility of that 
kind in a conventional hospital, as far as Federal participation is 
concerned. 

MORTGAGES ON HILL-BURTON HOSPITALS 


As far as your other question concerning the placement of mort- 

es, and so forth, on institutions, we have no regulations on that. 
Tt is not anything we are concerned with under the law. The opera- 
tion of that hospital and the administration of the hospital is some- 
thing that, as far as the Federal Government is concerned, is excluded 
by law, in section 635 of the law, from any Federal participation. 
So if an institution wants to put a mortgage on its place, they have 
every right to do so and there would be no comments from us. 

Mr. Bussey. I appreciate what the law says, but I would like to 

t your personal thinking on some of these problems. I am not 
interested from the point of view of this particular hospital, but in 
the practice in general. 

Dr. Crontn. I have a mortgage on my house. I do not like it, 
but it is the only way I can havea house. I think under normal living 
procedures, in our cultural pattern, mortgages are a part of our way 
of life, depending on what we want to do. If I think I can, with 
my income over a period of time, mortgage my house and make for 
a beter living situation for my own family and am willing to pay the 
penalty of the interest rates, I see nothing wrong in mortgages. 

Mr. Bussey. We are not talking mortgages as such, we are talking 
about a practice in financing Hill-Burton hospitals. 
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Now do you think the fact they can secure a mortgage on a hospital 
that participates in Hill-Burton funds might have a tendency to 
decrease the enthusiasm and willingness of the community to go 
out and raise additional funds in the community ? 

Dr. Crontn. In order to answer that question, I think it is only 
right to point out that eventually they are going to have to pay 
for that mortgage and pay off the sum of money they are raising by 
this mortgage. That is an obligation that the community assumes 
and if the community wants to approach the situation through that 
channel, I think it is their prerogative to make the decision. 

My hometown in Ohio built a hospital. I know something about 
how they raised the money and what they did. I know the people in 
the town. It is in the northern part of Ohio, in a town in an indus- 
trial area. I also know what the hospital life is in general in that 
community. I know before we built that hospital, or attempted to, 
the leaders of the community sat down around the table and tried 
to figure out how they could raise money. I am sure that same type 
of thing is done in many other areas. And when they make the 
decision on how they are going to raise the money and how much 
they want to raise, it is my personal opinion it is their decision. 

If I lived in that community permanently, I might have had a 
voice. I think each community differs, and I think it is basic to 
the way of life in our country that they do differ. 

Mr. Larmon. Mr. Chairman, I could give you a personal illustra- 
tion which has made me enthusiastic in this individual instance, par- 
ticularly in regard to contributions under the Hill-Burton Act. 

I live in a community of 5,000. There are some 40 members in the 
medical staff. The hosnital serves an area of 100 miles in Vermont 
and New Hampshire. We had a waiting list that was depressing in 
terms of serving the people when the campaign was begun to raise 
funds. The final amount used for construction was about $3 million. 
In raising funds, we had to go well beyond the community of 5,000 and 
when we went to those other communities and organized campaigns, 
we found a number of those other communities had their own local 
hospitals. It happens that the most severe cases, the most compli- 
cated cases are sent to the hospital I have described. So in attempting 
to raise funds in those communities, persons who were already con- 
tributing to the small local hospitals could not be asked to contribute 
to the hospital in our particular community; but in raising the funds 
we were fortunate in that there was a very gracious and generous lady 
in a nearby community who contributed about $I million. It would 
have been impossible. I think, to raise the funds from persons of aver- 
age incomes around that area under the conditions I have described— 
to raise the extra $2 million. But due to the Hill-Burton funds and 
putting on a mortgage loan, the campaign was finally completed and 
the hospital is built. 

As a member of the board, I know we assumed there would be an 
occupancy possibly of 60 percent for the period of a year or 2 years, or 
3 years, and there would be a very important responsibility on the part 
of the trustees to somewhere get the funds that would be lost through 
the operating expenses on an income of less than that. 

It happens that the demands and needs are so great that although it 
was built about 15 months ago and ready for occupancy, the average 
occupancy now, I am told, is about 80 percent and there are periods 
when people have to wait for beds. 
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I think it is the best indication, I personally know of, of contribu- 
tions over a wide area that could not have been made otherwise. 


PERCENT OF OCCUPANCY NECESSARY TO BREAK EVEN FINANCIALLY 


Mr. Buper. In your experience, then, what percentage of occupancy 
did it take for you to break even in the operation of the hospital ? 

Mr. Larmon. In that particular hospital, it would be an average of 
somewhere around 75 to 80 percent, I think. At the present time it is 
in the black and I think in this case it is due largely to the need and 
the drawing power of the excellent specialists on the staff and to an 
extent the fact that the area served has only small local hospitals with- 
out specialists available. 

Dr. Crontn. May I comment for just a minute on Mr. Budge’s ques- 
tion? As Mr. Larmon has indicated, about 75 to 80 percent is the level 
at which they can operate in the black. I would like to point out that 
that hospital is a 158-bed hospital, and a hospital of that size can be 
expected to run on an occupancy rate of approximately 75 to 80 per- 
cent. Beyond that, that hospital is overloaded as far as the com- 
munity is concerned. Hospitals of smaller size do not run an occu- 

ancy of 75 to 80 percent; they cannot run an occupancy of that 

gure. If they do, they are overloaded. And there are tables that 
are generalizations that are established by the leading authorities 
in the country and were published at one time by the Commission 
on Hospital Care, which indicate the expected average occupancy of 
hospitals of various sizes from 30 beds up. In a 50-bed hospital, 
for example, the occupancy range will run someplace between 57 
and 66 percent. A hospital of that size that is occupied at 80 percent, 
in the opinion of all of us in the hospital field, is not large enough 
to serve the community in which it is located; because they do not 
have the range of services that these larger hospitals have. 

Mr. Buner. The reason I asked that question is that I was interested 
in the remarks of the gentleman from Kansas which the chairman 
quoted yesterday. 

Now assume that smaller hospitals have an occupancy of 44 to 50 
percent, are their revenues sufficient to operate them in the black? 

Dr. Cronty. Their operating costs are much lower than those of a 
larger hospital. 
iS ow Tama But are their revenues sufficient to operate them in the 

ac 

Dr. Cronyn. By and large, the revenues are adequate to operate 
them. They do not make money and it depends an awful lot on 
where they are located. If they are in an agricultural area, did they 
have a good crop that season, and all that type of thing; because when 
the crop fails in an agricultural area, not only do the hospitals have 
trouble, but so also do the grocery stores and all of the other activities 
in that area. 

Mr. Larmon. May I add one correction to my figure? I believe the 
75 to 80 percent occupancy that I referred to does not include pedi- 
atrics nor the maternity ward, where there can be variations in the 
specialty area. 

Mr. Fernanvez. As a corollary to what you said about the dif- 
ference between larger hospitals and smaller hospitals so far as the 
rate of occupancy is concerned, is it not true, Doctor, that the larger 
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hospital could expect to operate efficiently and be self-sustaining, 
whereas, the smaller hospital, and particularly in rural areas, can 
hardly be expected to be self-sustaining? Is not that true? 

Dr. Crontn. I think that is a fair statement. 

Mr. Fernanpez. And by the same token, the large hospital when 
completed can usually be immediately put in operation, while the 
small hospital is sometimes weeks getting started? That is true; is 
it not? 

Dr. Crontn. That is correct. 

Mr. Fernanpez. Has that been your experience in administering 
this law ? 

Dr. Cronin. I think every hospital administrator and people con- 
nected with hospitals recognize that. 

Mr. Boner. The only interest I have is in not expending money for 
facilities which cannot be operated. And if what this Carl Lamley 
says Is correct in his area, apparently a lot of the smaller hospitals, or 
at least some of the smaller hospitals, will have to close unless they 
get other revenues. Where would they get the revenues? I suppose 
it would be by contribution in the area. 

Dr. Crontry. You get it from two places. One is contributions in 
the area and the other is through taxation and bond issues in govern- 
mental hospitals. 

Mr. Buper. Apparently in this instance in Kansas they may be 
unable to get those revenues in order to keep the hospital going, if 
what he says is correct. 

Dr. Crontn. I won’t say what he says is correct or incorrect; IT am 
just not acquainted with the facts as he presents them. I am very 
definitely acquainted with the experience of the Hill-Burton program ; 
1,540 projects have been opened and are operating, and only 5 are 
closed. 

CURRENT PERCENTAGE OF OCCUPANCY 


Mr. Buper. Can you give to the committee an estimate of the per- 
centage of occupancy of hospitals over the Nation as of this vear?/ 

Dr. Crontn. We can get that from the American Hospital Associa- 
tion published data, which they publish each year. It reflects the 
previous year as reported tothem. It is quite a voluminous document. 

Mr. Bunce. I just wanted the average percentage for the Nation. 
That would not be very voluminous. 

Dr. Crontn. I think that figure would not be significant, if it 
were not identified as to the size of the hospital. 

Mr. Buper. Let us identify it, then, as to the size of the hospital— 
under 50 beds, between 50 and 100 beds, and over 100 beds. That would 
be a reasonable breakdown, would it not? 

Dr. Crontrn. It would be a reasonable breakdown, and I would be 
more than glad to do it. 

T can show you here the average occupancy in size of hospital. This 
table is from the report of the Commission on Hospital Care and 
indicates the expected percentages of occupancy from a 10-bed size 
hospital up to 500 beds. 

Mr. Buper. Let us get what the actual occupancy has been in those 
three categories, and insert that in the record. 
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Dr. Crontn. I will be glad to do it. And I am sure the interpreta- 
tion of it will take into consideration all factors involved in occupancy 
rates. 

(The requested information follows :) 


Percent occupancy—General and special short-term civilian hospitals (including 
governmental and nonprofit and proprietary hospitals), by size of hospital 


Percent 


Source: Hospitals (Journal of the American Hospital Association), June 1953, part 
II, hospital utilization, table IT. 


LIMITATION ON USE OF OCCUPANCY RATE STATISTICS 


Dr. Masur. May I interpolate one comment? In our discussion 
yesterday, I believe it was brought out that to use eccupancy rates 
there were certain limitations. 

Mr. Bupcre. You mean so far as your program is concerned ? 

Dr. Masur. I am talking in general of hospitals, without regard to 
Hill-Burton. 

Mr. Bunce. So far as the actual operation of the hospital is con- 
cerned, after it is built, the fiscal situation must be to some extent 
reflected by the percentage of occupancy. 

Dr. Masur. That is right; but, for example, the rapidity of turn- 
over of patients is a cost factor which would not necessarily be re- 
flected in the occupancy rate. And, for example, the nature of the 
cases that are occupying beds, whether they are simple cases or com- 
plicated cases, as in the instance cited by Mr. Larmon. And perhaps 
most important on the — you are raising is the capacity of patients 
to pay for services rendered in some areas, where the population to a 
greater degree is in the enrollment, in insurance programs such as 
the hospital and surgical program of the Blue Cross, the hospital is 
assured of something approximating cost. In some areas, such as 
Connecticut, Minnesota, and others I could cite you, there are certain 
inabilities, such as welfare cases which come in, which the State or 
county, or the State and county, will pay the cost by act of the legis- 
lature. Therefore, the capacity of persons to pay in this occupancy 
situation is a very important factor in what you refer to as breaking 
even. 

May I cite one of the interesting developments I ran across re- 
cently in a State where the director of the Hill-Burton program has 
had a cooperative program that is practically on the Blue Cross basis, 
and prior to the opening of the institution in the town, particularly a 
rural area where the Blue Cross subscription is likely not to be high, 
they put on a very vigorous, active campaign to enroll patients in the 
hospital in order to assure the hospital, that has the business of pro- 
viding beds, will have enough insurance to cover the cost; otherwise a 
hospital may have a high rate of occupancy, but the inability of per- 
sons to pay for care, would have a very serious reflection on the way 
the hospital was run. 
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Mr. Buper. All those things that were talked about yesterday are 
included in the national average, and I think would average out pretty 
well throughout the United States. j : 

Mr. Busey. May I add one thing to the remark Dr. Cronin made in 
regard to taking into consideration all the factors in looking at the 
average occupancy figures. . 

It isa matter of the perspective and your position in a situation as to 
how you look at some of these things and interpret them. I think it 
would have to be left to the judgment of the members of the commit- 
tee as to whether their interpretation would coincide with yours or 
not. IT have no intention of doing it, but I believe it would not be dif- 
ficult, if IT wanted, when we have outside witnesses come before us, 
to have an individual come before the committee who was an author- 
ity on hospitals who would put a great deal of emphasis on the oc- 
cupancy rate in connection with consideration of building a hospital 
of a certain size in a community, and the effect of the occupancy rate 
from a financial point of view. 

Dr. Cronrn. Mr. Chairman, with reference to my remarks and the 
interpretation of them, I did not mean to indicate to the committee 
what they should or should not do. I did mean, in reference to estab- 
lishing that national average figure and reporting it that, at the same 
time, the factors which surround the arriving at a national average 
figure, and as that national average occupancy figure is interpreted by 
the authorities in the field, as represented by the American Hospital 
Association and the authorities in the field of hospital operations, I 
think would lend very much information which is of value to anyone 
who was to make a determination of the utilization of occupancy 
rates. 

KANSAS PROJECT NO. 11 


Mr. Bussey. At the bottom of page 18 of the task force report, un- 
der the heading “Overexpenditures,” they state : 

On May 11, 1953, the grant-in-aid auditors reported the withholding of $52,- 
{67.20 by the hospital from the contractor on Kansas project No. 11, pending a 
court decision as to whether it was payable to the insolvent contractor or to the 
bonding company. 

Apparently disregarding this report the Public Health Service certified final 
payment of $15,489.12 on June 23, 1953. 

Doctor, can you, or one of your staff who is present this morning. 
review the developments prior to final payment on Kansas project 
11 for the benefit of the committee ? 

Dr. Cronty. We will be glad to attempt to, sir. 

I know something about that type of situation. The Public Health 
Service in certifying the money certifies Federal funds to the State 
or the project sponsor. 

We do not have relationship with the contractor. If the contractor 
was in litigation or dispute with his bonding company, or the sponsor 
was having trouble with the contractor, I would assume the bonding 
company would act in the place of the contractor. As to the amount 
of Federal money going to the project we would be, at least, in my 
opinion, entirely justified in having the Federal money go to the State 
and to the sponsor. 

The problem between the sponsor and the contractor is a problem 
that arose between them, and we have no jurisdiction over it, 
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Mr. Bussey. Regardless of any litigation, you interpret it as the 
Federal responsibility to pay the funds regardless of where they are to 
go, or any exception the saduier might make? 

Dr. Cronrn. No, that is not correct, Mr. Chairman. The Federal] 
Government’s obligation, as the program operates, is to pay the Fed- 
eral money out for identified costs of work performed, and if the work 
was performed and appropriate documents were presented to the 
Public Health Service via the State, if the work was performed and 
certified to, the Federal Government has the obligation under the law 
of paying for that work performed. 

Now, as far as the sponsor is concerned with the contractor, the 
Federal Government will not get into that situation in the case of 
litigation. 

MARYLAND PROJECT NO, 27 


Mr. Bussry. At the top of page 19 of the report just referred to it 
states: 

The site for Maryland project No. 27 was purchased from the county com- 
missioners, but no evidence could be found of payment. When the item was 
reported to the sponsor and the State agency the amount was reduced to $800. 
This was said to represent the cost to the Health Center Association which was 
the fund-raising organization. There is still a question as to whether the site 
was actually donated. 


Do you recall if there was any question as to the donation of the 
site for Maryland project No. 27 and what the final decision was? 

Dr. Crontn. I do not recall that project, Mr. Chairman. We can 
look it up for you and put it in the record. 

Mr. Bussey. All right, thank you. 

(The matter referred to is as follows:) 


CAROLINE County CENTER, Den Ton, Mp., Prosecr No. 27 


The health center was sponsored by the county commissioners of Caroline 
County. The total cost of the project was $63,724.39 with a Federal share of 
$26,873.17 (rate of participation 44 percent). At the time the project was 
approved, the applicant Jisted the cost of the site at $1,500. In a revised claim 
after the project had been completed, the site cost was reduced to $800. 

At the time of the audit the county commissioners were unable to produce any 
financial records to show that the county had actually dispersed the sum of 
$1,500 or any other amount for the purchase of the lot. Unless the county 
commissioners can show that the amount of $800 or some other amount was 
actually paid for the site, the amount of Federal participation will be reduced 
by $352, which is the Federal share of the claimed cost of the site, $800. 

The project is still pending and the matter will be settled as soon as the 
findings are completed. 


ORIGINAI, AND CURRENT ESTIMATES OF PER BED COSTS UNDER PROGRAM 


Mr. Bussey. Doctor, would you give the committee a comparison 
of the estimates of the cost per bed and the number of beds required 
which were made by the Surgeon General when the original legisla- 
tion was being considered, compared with current estimates? 

Dr. Cronty. We would be glad to submit that for the record. 

Mr. Bussey. I think a statement would be very interesting to show 
what the costs were when he originally estimated them. 

As I recall, from the testimony on the original legislation it was 
from $3,500 to $4,000 a bed, and at the present time it is in the 
neighborhood of $16,000 per bed. I think that is correct. 


it 


Dr. Cronin. Your latter figure is correct. The first figure I would 
have to look up. I would assume offhand it is quite low. 

I would like to point out, too, Mr. Chairman, that that $16,000 a 
bed refers to general hospitals. 
(The matter referred to is as follows :) 


The cost of general hospital construction was estimated by the Public Health 
Service in 1945 at $6,000 per bed.* This estimate reflected typical practice. Data 
for construction in this period of two large new hospitals providing complete 
services shows a unit cost of $10,000 per bed. 

The cost index compiled by the Department of Commerce shows that the cost 
of general construction has about doubled during the past decade. The early 
estimates, therefore, represent a range of from $12,000 to $20,000 per bed at cur- 
rent costs. The recent average cost experience of $16,000 per bed on general 
hospitals built with Federal assistance reflects more complete services and more 
complex equipment than in earlier practice. 

There was no comprehensive estimate of unmet need prior to surveys under 
the act of 1946. Based on 1948 data, the Surgeon General estimated a total need 
of 519,100 additional beds, exclusive of beds for chronic eare.’ Total need for 
chronic beds, at 2 beds per 1,000 population, then amounted to 268,000 beds, with 
very minor existing facilities. The first State plans showed a need for 908,000 
additional beds. 


ATTRACTING DOCTORS TO RURAL AREAS 


Mr. Busrry. Do we still have the same need for attracting doctors 
to rural areas as we had a few years ago, Doctor? 

Dr. Cronrn. Because of the experience in the hospital survey and 
construction program and the placing of hospitals in rural communi- 
ties a number of physicians have been attracted to those rural areas. 
That is particularly true according to reports that are coming to us 
through the regions from State agencies. 

There undoubtedly still is some need in the rural areas for physi- 
cians. We depend entirely upon the information that we can gather 
from such sources as our State agencies, from the medical organiza- 
tions, and so forth. 

Very, very frequently, in the administration of the program, in my 
position as Director of it at the Federal level, physicians do come to 
the office and say, “How can I get a hospital in a rural area? I am 
thinking of going out to such and such an area to practice if the com- 
munity wants me to, but I do not want to go there if they do not have 
the facilities with which to practice medicine the way I want to 
practice.” 

In my opinion there are still places which do need hospital facilities 
and physicians. 

Mr. Bussey. I apologize for monopolizing all of the time of the 
interrogation yesterday, and so far today. I might say that I do 
have some additional questions that I propose to ask, but to break 
it up a little bit I am going to stop at this point and turn it over to 
the other members of the committee. Mr. Budge? 


MONTHLY OBLIGATIONS 1953 AND 1954 


Mr. Bupar. Doctor, would you insert in the record a tabulation of 
the obligations by month for the fiscal year 1953, and thus far for the 
fiscal year 1954? 


1 Senate hearings (Committee on Education and Labor) on S. 191 (79th Cong.), February— 
95. 


707 

he 
to 
al 
‘k 
1e 
e 
B 


708 


Dr. Cronin. Yes, I would be glad to do that. Is that the fiscal year 
1953, or 1954 fiscal year funds? You are referring to the fiscal year 
funds? 

Mr. Buper. Total obligations which you have incurred and we 
should have, also, from what appropriation the funds were obligated. 
What we seek to get is your actual total obligations by month. 

Dr. Crontn. You want a chronological tabulation of the obliga- 
tions by month? 

Mr. Bupeer. For the fiscal year 1953 and thus far for 1954. 

Dr. Yes, sir. 

(The matter referred to is as follows :) 


Table showing by months rate of obligations incurred during fiscal years 
1953 and 1954 under appropriation “Grants for hospital construction, Public 
Health Service.” 


During fiscal year 1953 During fiscal year 1954 


2 54, 515, 376 


1 Obligations incurred during fiscal year 1953 were out of 1952 and 1953 funds. 
2 Obligations incurred during fiscal year 1954 were out of 1953 and 1954 funds. 


UNOBLIGATED BALANCE END OF FISCAL YEAR 1953 


Mr. Buper. What was your unobligated balance at the end of the 
fiseal year 1953? - 

Dr. Cronin. If I understand your question correctly, Mr. Budge, 
the balance available in the subsequent year is $34,370,417. 

Mr. Buper. That would represent what, Doctor, so far as the avail- 
ability of funds for the program is concerned ¢ 

Dr. Cronyn. That would represent a sum of money which, in the 
aggregate across the country was the balance which had not as yet 
been obligated by all the States for hospital construction. 

However, project sponsors are working against that balance, and 
as their planning and construction work is completed and they can 
subminit certification, as they do through the States, we will be in posi- 
tion to pay out that money. 

I should differentiate that from the projects which are under con- 
struction and the Federal funds that are paying for the construction 
as completed. 

Mr. Buper. That is what you call an unliquidated obligation, is 
that right?. 

Dr. Crontn. That is right. 

Mr. Buner. And that figure is what? 

Dr. Crontn. As of the moment? 


Month | Amount | Month | Amount 
*ebruary : 5, 486,128 | February. 3, 891, 156 i 

+68, 075,840 | 
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Mr. Buver. Yes; I think we should have that as of the current date. 
Dr. Crontn. It is approximately $82 million. We can put that 
figure in. That changes from day to day. 

"(The matter referred to is as follows: ) 


Table of unliquidated obligations as of Mar. 31, 1954 


Unliquidated 
balance 


Obligations | Liquidations 


coe 74, 901, 451 73, 468, 242 1, 433, 209 
| 149, 871, 151 146, 205, 606 3, 665, 545 
| 82,281,721 67, 803, 812 14, 477, 909 
| 62, 707 204 29, 047, 867 33, 659, 337 


| 557,993, 159° 475, 677, 047 82, 316, 112 


UNLIQUIDATED OBLIGATIONS 


Mr. Bunce. Now, according to the task force report, they list un- 
liquidated obligations on the ‘Bist of January 1954, as follows: fiscal 
year 1948, $604, 759; fiscal year 1949, $1, 686, 129; fiscal year 1950, 
$5,790,886; fiscal year 1951, $7, 468, 578: fiscal year 1952, $19,874,112; 
fiscal year 1953, $52,009, 005; and fiscal year 1954, $60,877,494, for a 
total in unliquidated obligations of $148,310,963. 

Are those figures correct ? 

Dr. Crontn. Mr. Budge, those figures that you started to quote rep- 
resenting the unliquidated obligations for the fiscal years are correct 
from the fiscal year 1948 through the fiscal year 1953. The figure 
for 1954, however, quoted at $60,877,494, properly should be about 
$25 million. 

Mr. Buper. That would be as a result of payments which have been 
made subsequent, then, to January 31, 1954; is that right ? 

Dr. Crontn. On January 1, 1954-—— 

Mr. Bupsr. January 31st is the date. 

Dr. Cronin. On January 31, 1954, that figure should be about $25 
omy if it is obligations. If it is balances, it may be a different 

re 

Mr. Buper. Well, it is the unliquidated obligation figure to which 
you just referred a few moments ago. 

Dr. Cron1n. The unliquidated obligation figure for that fiscal year 
1954 as of January 31 is about $25 million. It is just under $25 
million. 

Mr. Buper. Was it at that figure on January 31, 1954? 

Dr. Crontn. Yes, sir. 

Mr. Buper. That is quite some variance from the task force report, 
Mr. Chairman. I think we ought to ask them where they arrived 
at this figure of $60 million. 

Dr. Crontn. It is exactly $24,478,138. That represents the obli- 
gations incurred against the fiscal year 1954 money. 

Mr. Buner. That is as of January 31, 1954? 

Dr. Crontn. Yes, sir. I would be glad to furnish you with this 
table that shows that. 

Mr. Bussey. May I see that table? 
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Mr. Buper. Now, explain for the committee’s benefit, particularly 
just what the difference is between unliquidated obligations 


my own, i 
and unobligated balances? 


Mr. Ketiy. Mr. Budge, from the figures you have read it would ap- 
pear in that fiscal year that the amount is made up of unliquidated 
obligations and unobligated appropriations. In other words, it is 


the cash balance in the account, as distinguished from unliquidated 
obligations. 


UNOBLIGATED BALANCES 


Mr. Buper. They state also that as of January 31, 1954, the unob- 
ligated balances were, for the fiscal year 1953, $15,231,363, and for 
the fiscal year 1954, $40,521,862. Are those figures correct ? 

Mr. Ketiy. Yes, they appear to be correct, except the figure of $40 
million has been used twice. It is used both in the unliquidated obli- 
gations and in the unobligated balances. 

Mr. Buper. Would you explain for the committee what the dif- 
ference is? I think I understand it, but I would like to have it in 
the record anyway. Would you explain the difference between the 
expressions “unliquidated” obligations and “unobligated balances” / 

r. Keity. The general explanation for all Government financing 
is that at the time you enter into a contract you obligate the Govern- 
ment to pay out money in the future it is reported as an obligation 
against the appropriation account. 

Liquidation against that account is the actual disbursement of cash 
so, at any one time in the United States Treasury there will be a great 
deal of cash on hand which the Government is obligated to pay out, 
but which they have not disbursed yet. 

Mr. Buper. Is that figure in excess of $100 million? 

Mr. Ketry. The unliquidated balance, that is right. 

Mr. Buper. Then explain to us what your unobligated balance is, 
and what the amount is at the present time? 

Mr. Ketiy. The unobligated balance is an appropriation which has 
been made by the Congress of the United States, which empowers 
the executive branch to enter into contracts, but which has not yet 
been used for that purpose. 

Mr. Buper. Now, what is the figure as of January 31, 1954, for 
the unobligated balance ? 

Mr. Hirsenroru. $55,753,225 is the unobligated balance on January 
31, 1954. That is spargesbie to two fiscal year appropriations, the 
fiscal year 1953 and the fiscal year 1954. 


RESCISSION BY 82D CONGRESS 


Mr. Buper. I note that funds for this program were rescinded in 
the 82d Congress, certain unobligated funds, were they not? 

Mr. Hirsenrorn. I beg your pardon, Mr. Budge. The construction 
money automatically reverts to the Treasury at the end of the second 
year of availability. 

Funds appropriated by the Congress remain available for a 2-year 

riod for obligation. Thus, we had on January 31, 1954, an unob- 

igated balance of some $15 million in the fiscal year 1953 funds. 
Those funds which are not obligated on June 30 of this year will 
lapse and revert to the Treasury at that time automatically. No 


we 
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action would seem to be indicated by the Appropriations Committee 
in that connection. 

Dr. Cronin. Mr. Budge, referring to the rescission in last year’s 
action of Congress 

Mr. Buner. ,s that last year now, or the year before ? 

Dr. Cronin. Last year. That rescission pertained only to the 
survey and planning money which had been appropriated. 

Originally there was $3 million authorized for appropriation, and 
$1,800,000 of that was appropriated. The bulk i that was used 
by the States on a matching basis, but the Government, or Congress, 
last year rescinded the remaining money in the Treasury, and we 
now have no survey and planning funds. That rescission that you 
referred to is directly related to the survey and planning money, and 
there was no rescission of any other construction grant money, and 
there has been none in the program. 


CURRENT UNOBLIGATED BALANCE 


Mr. Buper. I would like to have one more figure. What is the 
unobligated balance as of now? 

Mr. Hirsenrorn. As of March 31, 1954, the unobligated balance 
out of fiscal year 1953 funds is $12,292,796. 

On the same date, against the 1954 fiscal year appropriation the 
unobligated balance was $36,248,740, for a total unobligated balance 
of $48,541,536. 

Dr. Crontn. I would like to point out on that figure, Mr. Budge, 
that of the $12 million that is currently residing as unobligated 
Mr. Bunce (interposing). $12 million, the figure just read ? 
Dr. Crontn. No; $12 million out of the 1953 funds that are cur- 
rently unobligated, in my opinion, will be, for the most part, com- 
vletely obligated by the 1st of July, and the $36 million currently 
unobligated from 1954 funds still has another full year after the 
1st of July under the statute under which we operate to be obligated. 

Mr. Bunce. I assume, then, that you would obligate first the fiscal 
year 1953 funds, so that they would not revert to the Treasury and 
subsequently obligate the fiscal year 1954 funds? 

Dr. Crontn. In our experience with the program, and it is similar 
in each year, because of the $607,500,000 which the Congress has 
appropriated to this program, less than $1 million has been actually 
returned to the Treasury at the end of the 2-year statute limita- 
tions on any one fiscal year allotment. So we anticipate that the 
States will cover this $12 million between now and the Ist of July. 
In fact, I know of projects which are in the paper-processing stage 
which will cover a great deal of that money. 

Now, as far as the next fiscal vear is concerned, which is the last 
half of the 2 years allowable for the fiscal year 1954 funds, all of the 
States are planning on the utilization of that money through projects 
which are either in preparatory stages or in the stage of submitting 
applications and subsequent approval, and so forth. 

Mr. Hitsenrorn. May I add something, Mr. Chairman, which 
I believe will help to clarify this a little bit ? 

While we have to show an unobligated balance of some $12 million 
against the fiscal year 1953 money, and $36 million against the fiscal 
year 1954 money, I think, in all fairness, we should point out that as 
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of the same date, on March 31, out of the 1953 appropriation of $7) 
million there was promised at that time to project sponsors $73,239,000. 
In other words, less than $2 million of the so-called $12 million balance 
could be considered as available. 

Similarly, out of the 1954 appropriation of $65 million, $51,543,000 
had been promised out to project sponsors, even though we show 
obligations of only $28,751,000. 

Now, the reason for that is the time it takes in getting a project 
from its initial approval stages until you get to the final approval 
stage, which is the construction stage. 

You only obligate, in the Federal sense, when you are about to go 
under construction, and in the interim many months have elapsed 
during which the project sponsor is required to raise his funds, hire 
an architect, and proceed with detailed drawings and specifications. 

For that reason we seem to show from year to year this huge unob- 
ligated balance, which actually is not a free balance because a great 
percentage of these funds have been promised out to local communities 
and project sponsors by the States, and the States are working against 
these so-called balances. 


USE OF UNOBLIGATED FUNDS AT END OF YEAR 


Mr. Buner. Insofar as the unobligated funds for fiscal year 1954 
are concerned, they will be funds which can be expended in addition 
to the funds which are appropriated for the fiscal year 1955 in carry- 
ing out the program. That is correct, is it not? 

r. Hitsenrorn. Yes; that has always been true in the program, 
to have a carryover. 

Mr. Buper. So, in determining the extent of the program during 
the fiscal year, the committee should look at the unobligated balance 
of the 1954 appropriation, at the end of the fiscal year 1954, and add 
that figure to the figure contemplated for appropriation for the fiscal 
year 1955 in arriving at the total available for the program for that 
fiscal year. That is correct, is it not? 

Mr. Harrow. It is with one exception, Mr. Budge, and that is that 
what you add at the beginning of the year you should also subtract at 
the end of the year as the carryover into subsequent years, so that, on 
an average if we had an annual appropriation of $75 million we would 
have an annual program of $75 million, split up between the previous 
year’s appropriation and the current year’s appropriation. 

Mr. Buper. So far as the 12-month period between July 1, 1954, and 
July 1, 1955, is concerned, the funds which will be available to ca 
out this program would be the total of the remaining fiscal year 1954 
appropriation, and the appropriation for the fiscal year 1955; is that 
not correct ¢ 

Mr. Hartow. In a gross senge, yes, sir, the availability is there, but 
the ability of the sponsors to get their contracts made within the fiscal 
year period is not there. 

Mr. Buper. Well, I appreciate that. 

Mr. Ketty. That is true, but with respect to the unallocated funds as 
distinguished from the allocated funds, the moneys available to initi- 
ate projects in the fiscal year 1955 is approximately only the amount 
appropriated. In other words, this fiscal year 1954 appropriation is 
now almost completely allocated to sponsors to initiate projects. Some 


of these funds will not be obligated until the next fiscal year when they 
are ready to start construction, and if there were no funds appro- 
priated in the fiscal year 1955 there would be no projects initiated in 
the year 1955. 

Mr. Buner. Well, of course, that would depend upon what you mean 
by the word “initiate.” Certainly there would be no bar against the 
actual construction if the time element could be overcome and the 
applications came in rapidly enough and they could be processed rap- 
idly enough, the funds appropriated for 1955 plus any balance for 
1954 conld all be obligated in the fiscal year 1955. 

Mr. Ketiy. Except for the time lag involved. 

Mr. Buper. Yes. 

Doctor, I wish you would furnish for the record a statement of 
what you expect your unobligated balances to be, both for the fiseal 
year 1953 funds and the fiscal year 1954 funds, as of the end of the 
current fiscal year. 

Dr. Crontn. We will be glad to do that. There will be no unobli- 
gated balance, or a very small amount of balance for 1953. 

Mr. Buper. Because you spend those finds first ? 

Dr. Cronin. If they did not spend them the States would get them 
covered because the statute of limitations runs out at midnight on 
June 30, 1954. 

Mr. Buper. Yes. 

Dr. Crontn. My guess is that there will be less than $300,000 left 


over. 

(The following information was later supplied.) 

Estimate of unobligated balances as of June 30, 1954. under appropriation 
“Grants for hospital construction, Public Health Service.” 


1These funds will not be available for obligation after June 30. 1954; and figure in- 
cludes $170,000 for the District of Columbia and $26.809 for the Virgin Islands. 

? This amount is available for obligation in fiscal year 1955 as prescribed by Public Law 
725, 79th Cong., as amended. As of Apr. 30, 1954, however, only $12,329.000 in 1954 
funds could be considered as free or available for new construction since $51,671,000 in 
projects had been approved either in the initial or final stages as of that date. 


FUNDS RESCINDED BY 82D CONGRESS 


Mr. Buper. Now, I note on page 120 of the committee print a foot- 
note No. 1 which says: “Excludes $75 million rescinded by Public 
Law 253, 82d Congress.” What does that mean ? 

Dr. Cronin. I would like to ask Mr. Harlow to check me on this, 
but it is my understanding that the 82d Congress appropriated $150 
million for hospital surveys and construction. That was the year of 
the omnibus appropriation act, and the action of Congress was com- 
pleted, if I remember correctly, on September 9, 1951. 

In that omnibus appropriation act there was a section 1214 which 
advised the President that he was to find $550 million in savings, 
but. it did not advise the President where he was to find those savings. 

After due deliberation of the President with an! so forth, 
the decision was rendered that of the $150 million appropriated for 
this program, $75 million of it was to be placed in reserve. 
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Subsequent to that time and, on the return of Congress, discussion 
was held on the floors of Congress, and an additional $10 million 
was appropriated to the program, So that, in the fiscal year 1951 
we finally had a total of $85 million for the program, and that is what 
that footnote has reference to because that $75 million in actuality 
then was first placed in reserve by the President, and then finally 
rescinded through Public Law 253 of the 82d Congress. 

Mr. Buper. That is what I was trying to get at a few minutes ago. 
I could not find the reference for the moment, but I thought that there 
had been a rescission in the 82d Congress, and I guess this was it. 

Dr. Cronin. This was the one. There was a rescission last year 
on the survey and planning money. 


RECONCILIATION OF TASK FORCE AND PHS UNLIQUIDATED OBLIGATION 
FIGURES 


Mr. Buper, I wish someone would explain to me this variance be- 
tween the task forces’ figure and your figure regarding unliquidated 
obligations. Mr. Kelly said the $40,521,862 figure was used twice. 
Assuming that this is true the figures would still not seem to coincide 
with the task force report. Can someone enlighten me as to that? 

Mr. Hitsenroru. Yes, Mr. Budge, if this is the committee staff 
report. 

r. Bussry. It is the report of the task force that was employed 
by the committee. 

Mr. Hitsenroru. The unliquidated obligations for the fiscal years, 
1948, 1949, 1950, 1951, 1952, and 1953 are identical with the figures 
furnished to the committee showing the unliquidated obligations as 
of that date. 

There is a question, however, on the figure for the fiscal year 1954, 
which shows $60,877,494 as the unliquidated obligation. 

Actually, that is the figure furnished the staff task force as the un- 
liquidated balance, rather than the unliquidated obligations, because 
the obligations on that date, against 1954 funds were only $24,478,138. 

Therefore, the figure for unliquidated obligations could not be 
$60,877,494. 

The anticipated obligation for the full $65 million in the fiscal year 
1954 funds is $65 million. We anticipate that we will be able to obli- 
gate the full amount. 

We had previously liquidated as of January 31, 1954, some $4,122,- 
506. That left an unliquidated balance of the $60 million figure. We 
had $65 million, and we had previously liquidated $4,100,000. We, 
therefore, have an unliquidated balance out of the $65 million of $60,- 
877,494. What I am trying to say is that this last line is the unliqui- 
dated balance figure. 

Mr. Buper. That is how it is labeled. 

Mr. Hutsenroru. In the task force report, but it is not an obligation 
figure. It could not be an obligation figure because on that date we 
had less than $25 million obligated. 

Mr. Bunge. There is a difference of some $36 million which I think 
the committee should explore. 

Mr. Ketty. I think my original statement was correct and agrees 
with what Mr. Hilsenroth said, that instead of the last figure being 
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the unobligated balance of that appropriation it is the undisbursed 
balance of that appropriation. 

Dr. Crontn. It 1s the unpaid-out balance. 

Mr. Buper. Taking the committee staff figure of $60,877,494 of 
unliquidated obligations as of January 31, 1954, and subtracting from 
that the figure that you have just furnished of $24,478,138, leaves a 
figure of $36,599,356. What does this last figure represent ¢ 

Mr. Kexty. I believe that is the unobligated balance of the appro- 
priation as of January 31. 

Mr. Bunce. Just a moment ago you said that figure was $40,521,862. 

Mr. Hartow. I doubt that that figure represents anything because 
you are not subtracting like from like. 

Mr. Buper. I am subtracting the figure you have just furnished as 
being the unliquidated obligations from the task force figure for the 
same item. 

Mr. Hartow. But the committee staff figure is not correct in the 
first instance. 

Mr. Buper. Nobody has explained what the difference is yet. 

Mr. Ketiy. Was your figure $36,599,356 ¢ 

Mr. Buner. $36.399,356. 

Mr. Harrow. We have two things. We have an appropriation 
of $65 million and have incurred obligations of $24 million, which 
leaves an unobligated balance of $41 million. 

Mr. Buper. You were talking about the unliquidated obligations? 

Mr. Hartow. We had unliquidated obligations of $20 million on 
January 31. That means $20 million of projects had not been paid 
off as of that date. 

Mr. Boner. I ask, Mr. Chairman, that the Public Health Service 
put in a statement to clarify this because the colloquy so far has 
not clarified it in my mind. 

Dr. Crontn. We will be glad to do so. 

(The requested information follows :) 


Statement showing appropriations, obligations incurred, unliquidated obligations, and 
unobligaied balances for each fiscal year under appropriation ‘‘Grants for Hospital 


Amounts 


Fiscal year appropriated 


$75, 000, 000 
000, 0CO 
150, 000, 000 
85, 000, 000 
82, 500, 000 


Construction, Public Health Service,” as of Jan. 31, 1954 


Obligations 
incurred 


$74, 686, 976 
74, 901, 451 


Unliquidated 
obligations 


Unobligated 
balance 


$604, 759 
1, 686, 129 
5, 790, 886 
7, 468, 578 


19, 874, 112 |. 


Amount 
lapsed 


75, 000, 000 
65, 000, 000 


607, 500, 000 


50, 793, 138 | 


The figure of $148,310,963 contained in the Task Foree report would appear 
to represent the sum of the unliquidated obligations column ($92,557,738) plus 
the unobligated balance column ($55,753,225). 


PUBLIC HEALTH PERSONNEL IN INDOCHINA 


Mr. Buper. Mr. Chairman, I would like to go a little bit afield for 
just a moment while the Assistant Secretary is here and while the 
Assistant Surgeon General is here, and ask this question in view of the 
recent news relative to Indochina. 


| 59, 768, 637 36, 777,642 | $15, 231, 363 | 

Se ee S92, 557, 738 | 55, 753, 225 | 953, 637 
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At a previous hearing I requested the Public Health Service to 
furnish the committee with a statement as to the personnel budgeted 
for fiscal year 1954 for Foreign Operations Administration assign- 
ments outside the United States. The statement furnished shows a 
total of 263 persons of the Public Health Service in that category. 
I notice that in the material furnished, which appears at page 1803 
of the transcript, this statement : 

Mutual defense financing defense support, economic and technical assistance, 
Formosa and the Associated States of Cambodia, Laos, and Viet Nam, Executive 
(transfers to Health, Education, and Welfare)—personnel detailed to Formosa, 
etc., under point 4 program. 

And then under the heading “Number of positions” there are 27 
people who have been assigned to that area. What is the status of 
those people now in the light of current developments in that area?’ 

Dr. Drartne. We have no information from the Foreign Opera- 
tions Administration, under whom they work, of any change of status. 
We are naturally interested in what is or might be happening to them, 
but as far as we know they are continuing to work under the circum- 
stances which have from the beginning of that program not been too 
peaceful, and the areas where they can work have been limited and 
changed from time to time because of what they call euphemistically 
security problems. 

Mr. cons. So far as you know then, the 27 people are still in that 
area and still doing public health work in that area? 

Dr. Dreartne. Yes, sir, so far as we know. 

Mr. Buper. When did you last get reports from these people ? 

Dr. Drartna. I will have to find out when our last formal reports 


have been. Our Division of International Health is in daily contact, 
practically, with the Foreign Operations Administration health staff, 
and they do get periodic = 


Mr. Buper. I am personally somewhat disturbed that Public Health 
Service personnel should continue to be assigned to an area where 
the situation is as fluid and as dangerous as it is in that area. 

Dr. Deartne. That is a part of national policy in connection with 
the program of the Foreign Operations Administration and of the 
President, and we are doing our part as is expected of us. 

Mr. Buper. How often do these people report? 

Dr. Deartne. They do not report as individuals because they are 
under the Foreign Operations Administration, under the mission 
chiefs in the respective countries. Their reports are handled through 
FOA, and they comply with FOA rules. 

Mr. Buper. I would appreciate it, Doctor, if you would furnish us 
with a statement for the record as to the actual status of those people 
now. 

Dr. Deartne. I shall be very glad to. 

(The requested statement follows :) 


Stratus or Unrrep STares PERSONNEL PRESENTLY IN INDOCHINA 


There are 6 persons in the health group in Formosa, all of whom are in Taipeh. 
The status of the Formosa group has remained unchanged except for the pending 
transfer of a doctor from Formosa to Indochina as Chief of the Public Health 
Division of the United States Operations Mission to Indochina. 

There are 17 people with the health mission in Indochina, with headquarters 
in Saigon, Hanoi, Hue, and South Viet Nam. 
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The Department of State accepts responsibility for the security of personnel 
assigned to the United States Operations Missions abroad. We have been 
advised that they are cognizant of their welfare and will arrange for the neces- 
sary evacuation of United States personnel from areas where their security is 
in jeopardy. 


Mr. Buper. That is all, Mr. Chairman. 
Mr. Bussey. Mr. Fogarty. 


LEGISLATIVE HISTORY OF AUTHORIZING LEGISLATION 


Mr. Foearry. This bill originated in the Senate, did it not? 
Dr. Cronin. The Hospital Survey and Construction Act? 
Mr. Fogarty. Yes. 

Dr. Cronin. That is my understanding. 

Mr. Fogarty. In 1945? 

Dr. Cronty. Action of Congress was completed in August of 1946, 
and some months before that the origination took place. 

Mr. Foearry. The legislation was introduced in early 1945? 

Dr. Cronin. In 1945. I think it was S. 191. 

Mr. Foearry. When it passed the Senate, was there a vote against 
it? 

Dr. Crontn. To the best of my recollection there was not. 

Mr. Foearry. In other words, it was passed by the Senate by unani- 
mous vote ? 

Dr. Cronin. Yes. 

Mr. Fogarty. When did it pass the House? 

Dr. Cronty. In August 1946. 

Mr. Focarry. Were there any dissenting votes when it passed the 
House ? 

Dr. Crontn. Not that I know of. 

Mr. Focarry. It passed the House by unanimous vote? 

Dr. Crontn. Yes. 

Mr. Foearry. When was it first amended ? 

Dr. Cron1n. October 25, 1949, by Public Law 380 of the 81st Con- 

ress, 
. Mr. Fogarry. That was an amendment increasing the authorization 
from $75 million to $150 million ? 

Dr. Cronin. Yes, plus one technical amendment under which the 
discretion was left in the States in setting the Federal participation 
percentage. 

Mr. Focarty. That amendment passed by unanimous vote? 

Dr. Cronin. Yes. 

Mr. Focarty. It doubled the authorization, increasing it from $75 
million to $150 million, and extended the act another 5 years? 

Dr. Crontn. Yes. 

Mr. Focartry. That was by unanimous vote? 

Dr. Cronty. Yes. 

Mr. Focarry. When was the next amendment? — 

Dr. Cronty. May 1953. 

Mr. Focarty. Last year? 

Dr. Cronin. Yes. 

Mr. Focarry. What did that amendment do? Did it extend the 


act 2 years? 
Dr. Crontn. Yes. It extended the program to June 30, 1957. 
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Mr. Foearry. Still with the same authorization of $150 million? 
Dr. Cronin. There was no change in the basic act at all. 

Mr. Fogarty. It was just a one-line bill, was it not ? 

Dr. Cronin. In reality, it was a one-word bill. 

Mr. Focarry. Changing the expiration date? 

Dr. Cronin. The expiration date under Public Law 380 of the 8 1si 
Congress was 5 years and this bill changed the word “five” to the 
word “seven.” 

Mr. Foearry. And that passed both the House and the Senate by 
unanimous vote a year ago 

Dr. Cronty. That is my understanding, yes. 

Mr. Focarry. Was there any testimony developed in the hearings 
a year ago in opposition to the extension of this act ? 

Dr. Cronin. I did not attend all the hearings, but in reading the 
reports of the hearings it is my understanding that by far the genera] 
consensus of opinion was it should be extended. 


Mr. Focarry. Was there a unanimous report from the committee on 
both sides? 


Dr. Cronin. There was. 
Mr. Fogarry. Then there was no opposition in the committee itself 
either 
Dr. Cronin. That is correct, sir. 


COMMITTEE INVESTIGATORS’ REPORT 


Mr. Foearry. In view of that history of the act the Appropriations 
Committee investigators, this so-called task forcee—and by the way, I 
do not know who they are or what their background is; I do not know 
if any of them have had any hospital experience or not—but they 
come in now and recommend a cut from $50 million this year down 
to $40 million for 1955. 

You are justifying an appropriation today for $50 million for 1955, 
is that correct? That is what is before us as far as the justifications 
are concerned ¢ 

Mr. Larmon. A communication from the President has been re- 
ceived by the Speaker of the House and printed copies are available 
to the committee. You on the committee would have to inform me 
if that is on the table at the present time. 

Mr. Focarry. It is on the table. 

Mr. Ketiy. The justifications do cover just the $50 million. 

Mr. Bussey. I might say for the oe Mr. Fogarty, that I can 
assure the gentlemen on the other side of the table that the committee 
will go into that before we conclude our hearings. 

Mr. Focarry. Were you or the Secretary of Health, Education, and 
Welfare or the President advised of the report of this task force 

Mr. Larmon. I can reply that I have not seen a copy of the report 
and to my knowledge no one in the Department has. 

Mr. Focarry. Do you know if the President has or not ? 

Mr. Larmon. Not to my knowledge. I could not know that. 

Mr. Fogarty. Do you know whether the Director of the Bureau 
of the Budget has seen a copy ? 

Mr. Larmon. Not to 


Mr. Fogarty. Do you know if the Secretary of Health, Education, 
and Welfare has seen a copy? 
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Mr. Larmon. I will have to reply that I am quite certain she has 
not. 

Mr. Focarry. In view of the recommendations of this task force, 
which would practically scuttle this legislation, from what has been 
developed here in the last couple days, do you still think that the 
President is correct in recommending an additional $25 million to 
the $50 million request that he originally transmitted to the Congress ‘ 

Mr. Larmon. I do, Mr. Congressman. The Department very defi- 
nitely intended in all discussions and by recommendations to recom- 
mend that additional appropriation to strengthen and expand the 
program. 

Mr. Focarry. I am happy to hear that. And you still take that 
stand after hearing that this task force has issued a report recommend- 
ing a $10 million reduction in the $50 million appropriation request ? 
Mr. Larmon. I do, sir. 


CONTACTS MADE BY TASK FORCE 


Mr. Foearry. Did this task force seek your advice or counsel on this 
appropriation 

Mr. Larmon. On this appropriation, not of me directly nor, as far 
as I know, 2 member of the Department, in regard to a recommenda- 
tion of a cut in the appropriation. I cannot know completely, of 
course, the contacts of the task force with others. 

Mr. Focarry. Do you know if this task force consulted the Secre- 
tary of Health, Education, and Welfare in regard to this legislation 
and appropriation ¢ 

Mr. Larmon. I would have to reply, “Not to my knowledge.” Mem- 
bers of the task force did have discussions with various members of the 
Department. I cannot know what took place in each discussion, of 
course. 

Mr. Focarry. How many were on this task force on this particular 
appropriation 

br. Cronin. I do not know, sir. All I know is that one member of 
the task force was the representative who contacted the division I have 
charge of for information. 

Mr. Fogarty. What was his name? 

Dr. Cronin. A Mr. Gromel. 

Mr. Focarry. He was the only one that contacted you? 

Dr. Cronin. The only contact I had with Mr. Gromel 

Mr. Fogarry. Was he the only one? 

Dr. Cronin. He had a man with him, a Mr. Bauman, who, it was my 
understanding, was assigned by the General Accounting Office to wor 
with the task force. He and Mr. Gromel came to see me on the first 
day Mr. Gromel came back again to investigate and seek information. 

Mr. Fogarry. How much time did Mr. Gromel spend with you? 

Dr. Cronin. Mr. Bauman and Mr. Gromel spent approximately 1 
hour. 

Mr. Foaarry. Is that all? 

Dr. Cronin. That first day, yes. We did have telephone contacts. 
Personally I had not more than 3 or 4 telephone contacts with Mr. 
Gromel. I saw him once and was introduced by him to a Mr. Kott- . 
camp in the cafeteria at noon one day, and I met Mr. Gromel one other 
time on the street and said hello to him. 
45836—54—pt. 246 
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Mr. Larmon. I have information that Mr. Gromel and Mr. Bauman 
were in the Department constantly over a period of months. 

Mr. Foearry. I wondered if they had contacted you in discussing 
the recommendations they have made or the facts they have found / 

Mr. Larmon,. Not in the matter you are considering. 


LENGTH OF DISCUSSIONS LEADING TO SUPPLEMENTAL REQUEST 


Mr. Fogarty. This report was issued on April 25. Tow long have 
these discussions been going on within the Department—and I pre- 
sume the White House and Bureau of the Budget-—in regard to this 
additional $25 million for hospital construction ? 

Mr. Larmon. I cannot know the exact dates, Mr. Fogarty. 

Mr. Focarry. About how long? A month? 

Mr. Larmon. I would assume—and this is guessing—within the 
last month, but I cannot be accurate there because they may have 
started earlier. 

Mr. Foearry. Can you tell us, Mr. Kelly? 

Mr. Kerry. T have been in the Department a little over 2 months 
and I would say some degree of discussion has been going on in the 
Department ever since I came. 

Mr. Larmon. Tam sorry. If that is the question, yes. There have 
been discussions previous to the time Mr. Kelly came in the Depart- 
ment. I thought you meant any crystallization of it. 

Mr. Focarry. What was the date the Secretary appeared before 
this committee ? 

Mr. March 23. 


ACTION ON PROPOSED AMENDMENTS 


Mr. Focarry. What has happened to the proposed new legislation 
which would authorize an additional $62 million? That has passed 
the House, has it not? 

Mr. Larmon. It has passed the House but has not been as yet passed 
by the Senate. ; 

Mr. Foaarry. Was there any opposition to that bill in the House 
committee ? 

Mr. Larmon. I cannot reply from my own knowledge. 

Mr. Fogarty. Do you know, Dr. Cronin? 

Dr. Cronty. It was unanimously reported out by the committee. 

Mr. Focarry. Were any votes cast against it when it passed the 
House? 

Dr. Crontn. It was my understanding it was a voice vote and did 
pass by voice vote. 

Mr. Venante. Have hearings been completed on this bill in the 
Senate ? 

Dr. Crontn. As far as we know the hearings have been completed. 

Mr. Focartry. But no action has been taken by the committee ? 

Dr. Cronty. The Senate committee has not, as I understand it, 
completed their executive sessions yet. . 

r. Foaarry. Do you have information as to whether or not they 
are going to pass it? 
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Mr. Larmon. I have not and I assume the Department could only 
guess in regard to that. 


REASON FOR $25 MILLION SUPPLEMENTAL 


Mr. Foearry. The reason for the action of the President now in 
recommending an additional $25 million is not that he thinks the Sen- 
ate might not take action on this new legislation or that Congress 
might not appropriate this additional $62,065,650, is it? 

Mr. Larmon. The assumptions in the Department are these: That 
if the Congress passes the proposed legislation, that would provide 
for $75 million under this new recommendation of the President and 
would provide authorization for $62 million under the new legisla- 
tion. The assumption would be that if the legislation is passed there 
would be a recommendation for appropriations under the new legis- 
lation which in total would not exceed the $112 million which is made 
up of the authorizations under the new legislation plus the $50 million 
which appeared in the recommended budget before the President 
made his new recommendation. In other words, if the legislation is 
passed, the total appropriation for the hospital construction program 
with the new amendments would not exceed $112 million. 

Mr. Foearry. I still do not understand why. 

Mr. Larmon. This new recommendation provides for an additional 
$25 million or a total of $75 million for carrying out the purposes of 
the Hill-Burton Act without amendment. If the new proposed 
amendments are accepted, while they provide for authorization for 
an additional $62 million, the total requested, in all probability, by 
the Department and by the administration, would be not more than 
$112 million. 

Mr. Foearry. If the Congress appropriates $75 million under this 
act then you are going to amend your original legislation to make that 
$37 million instead of $62 million? 

Mr. Keiiy. Mr. Larmon does not have reference to changing the 
$62 million in the new legislation, but instead of offering a proposed 
budget for $62 million under that legislation for fiscal 1955 it would 
be offered as $37,500,000. In the light of the time it would take to get 
the new legislation to the point where it would be producing hospitals 
in the various categories, it was the thought to increase the general 
hospitals in 1955. 

Mr. Foaarry. In other words, back on the 1st of February you 
thought you could get this legislation in time so that you could spend 
$62 million next year? 

Mr. Larmon. At least a faster start could have been made than seems 
probable now. 

Mr. Fogarty. So since the 1st of February you have slowed down 
quite a bit? 

Mr. Larmon. With reflection of the time it would take to survey the 
new program and initiate new projects it was slowed up. 

Mr. Bussey. Inasmuch as we are discussing this, I wonder if you 
would agree, Mr. Fogarty, it might be a good idea to put the message 
from the Bureau of the Budget in the hearings at this point. Without 
objection, we will put a copy in the record at this point. 
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(The pertinent portions of the document referred to are as follows :) 


THe WHItTe Hovse. 
Washington, May 11, 1954. 
The SPEAKER OF THE HOUSE oF REPRESENTATIVES. 

Sir: I have the honor to transmit herewith for the consideration of the Congress 
proposed supplemental appropriations for the fiscal year 1955, in the amount of 
$28,799,761, for the Department of Health, Education, and Welfare in the form 
of amendments to the budget for said fiscal year. 

The details of these proposed appropriations, the necessity therefor, and the 
reasons for their submission at this time are set forth in the attached letter from 
the Director of the Bureau of the Budget, with whose comments and observations 
thereon I concur. 

Respectfully yours, 
Dwicut D. 


EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington 25, D. C., May 10, 1954. 
The PRESIDENT, 
The White House. 

Str: I have the honor to submit herewith for your consideration proposed sup- 
plemental appropriations for the fiscal year 1955, in the amount of $28,799,761, 
lor the Department of Health, Education, and Welfare, in the form of amend- 
ments to the budget for said fiscal year, as follows: 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


Budget | Original | 
page | Heading estimate | Change to— | Increase 


OFFICE OF EDUCATION 


Promotion and further development of vocational edu- 
cation $17, 500,000 | $18,673,261 | $1, 173, 261 
Limitation: Apportionments to the States under the 
Vocational Education Act of 1946 (17, 325,000) (18, 498, 261) 


PUBLIC HEALTH SERVICE 


661 | Assistance to States, general 15 039, 000 17, 665, 500 
667 | Grants for hospital construction 50, 000, 000 75, 000, 000 


The proposed supplemental appropriation for “Promotion and further develop- 
ment of vocational education, Office of Education,” permitting grants to States 
under the Vocational Education Act of 1946 to remain at the 1954 level, is 
necessary to insure maintenance of an adequate level of support for education 
in vocational trades as carried out by States and localities. 

The proposed supplemental appropriation for “Assistance to States, general, 
Public Health Service,” will maintain the 1954 level of appropriations for public 
health grants to States in fiscal year 1955. There is increasing evidence that 
reductions made in these grants over the past several years have not been com- 
pensated for by increased State funds. As a consequence public health work 
has suffered. The entire increase is proposed as an additional amount to the 
appropriation, “Assistance to States, general, Public Health Service,” in order 
to provide maximum flexibility to the States and is consistent with the admin- 
istration’s legislative recommendations in the State grant field. 

The proposed supplemental for “Grants for hospital construction, Publie Health 
Service,” is necessary to increase the number of projects which may be con- 
structed under existing law. At the time the 1955 budget was prepared, includ- 
ing the administration’s legislative program, it was intended that the hospital- 
construction program would be strengthened and expanded through the enact- 
ment of new legislation which would broaden and make more specific the purpose 
for which appropriations may be spent. It now appears that the prospective 
rates at which the newer types of construction may be gotten underway are con- 
siderably slower than originally anticipated. In order to assure that the total 
volume of hospital construction will not decline, it now is recommended that 
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the appropriation under existing law be increased. ‘This action will not in- 
crease the total appropriation requirements shown in the 1955 budget for hospi- 
tal construction under both existing and proposed legislation. 

These proposed supplemental appropriations were not included in the budget 
because certain information concerning the effects of appropriations proposed 
for 1955 on State operations could not be accurately assessed at that time. 

I recommend that the foregoing proposed supplemental appropriations be 
transmitted to the Congress. 

Respectfully yours, 


ROWLAND HUvUGHEs, 
Director of the Bureau of the Budget. 


FORMULA 


ALLOTMENT 


Mr. Fogarty. There has been quite a bit said about the formula. 
Has the formula been changed since the original legislation was 
passed in 1946? 

Dr. Cronin. You have reference to the formula relating to the allot- 
ment of the money to the States? 

Mr. Foearry. Yes. 

Dr. Cronty. It has not been changed. 

Mr. Fogarty. Did you or someone else testify that the late Senator 
Taft had a great deal to do with developing the formula under which 
we are now operating?’ 

Dr. Crontn. That was I, sir. 

Mr. Foearry. Was that in amending the bill on the floor of the 
Senate or in the committee itself? 

Dr. Crontn. It was my understanding it was the late Senator Taft’s 
contacts with Senator Burton and Senator Hill and the staff of the 
Senate committee that were responsible for the total wording and so 
on of the act as it was passed in the Senate. 

Dr. Deartna. It was as a member of the Senate Committee on Labor 
and Public Welfare, which handled the bill in the Senate, that he 
made his contributions. 

Dr. Crontn. That is correct. 


USE OF AVERAGE OCCUPANCY DATA 


Mr. Focarry, There has been a lot said about average occupancy. 
Tell me, as a hospital man, just what does average occupancy mean 
and what does it mean as far as operating in the red or in the black? 
I want the view of a hospital man, not of an economist, but of a hos- 
pital man. 

Dr. Cronin. I cannot qualify as an economist but I have operated 
hospitals. Average occupancy is a figure that the hospital administra- 
tor reports as to the number of patients that he has in his hospital on 
the average for the year, and those reports usually are sent to the 
American Hospital Association and they are also called for in rela- 
tion to some of the tax situations at the State and National level. It 
is, in my opinion, a rough indication of the number of people actually 
in that hospital on the average during the year. 

From a hospital man’s point of view, I fully realize that averages 
in bed occupancy are the same as averages in anything else. They 
are not indicative of the whole story. The index of the utilization 
of a hospital bed is certainly not reflected in the average occupancy - 
of that bed for a year pve’ | because there are times during the year 
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when your hospital beds numerically are more occupied than at other 
times during the year, and the figure that is more indicative of the 
utilization of your beds is a figure that is derived from basically three 
sets of figures. One is the occupancy rate on any 1 day; another is the 
turnover rate that you have of patients coming in and being dis- 
charged and going out and new patients admitted; and then your 
index figure Shick is the rate that one can expect in that hospital in 
that particular geographical and cultural setting. Those, in general, 
are what the hospital administrator regards as the criteria. The 
average es figure on a yearly basis, in my opinion, does not 
indicate completely enough the utilization of the beds nor the serv- 
ices rendered to the people in that community at all. Perhaps Dr. 
Masur would comment further on that. He is also an experienced 
hospital administrator. 

Dr. Masur. I have nothing to add other than what I have already 
said about the utilization of average occupancy rate as an indica- 
tion of hospital services. 

Mr. Buper. Will the gentleman yield to me? 

Mr. Foearry. I think we should get this cleared up. The task 
force seems to put considerable weight on the occupancy rate. We 
should find out if it means anything or not. Go ahead. 

Mr. Buper. Doctor, I can well realize that, from your position as 
administrator of the grants for hospital construction, there are these 
other features, which to me also are very significant, in addition to 
the average occupancy figure. But is it not true that insofar as the 
community being able to continue to operate the hospital, its revenues 
are directly connected with the average occupancy figure ? 

Dr. Crontn. I think the average occupancy figure could be used as 
an indication for the number of patients in a hospital at any one 
time. I do not want to be facetious in this matter and do not intend 
to be, but the number of patient days that are paid for by cash do 
not necessarily have a direct relationship to the occupancy rate. These 
hospitals, mauy of them, furnish indigent care. 

Mr. Buver. You may have a much better figure than average oc- 
cupanecy. Could you furnish the committee with such a figure inso- 
far as the total hospitals of the country are concerned ¢ 

Dr. Crontn. The figure would have to be related to a single hos- 
pital and directly related to the number of patients in that aeas 
on every day of the year. 

Mr. Bunce. The committee has, and I think the Public Health 
Service has, a double responsibility, not only to furnish funds to con- 
struct hospitals but to construct them in communities and in such 
a manner that they can continue to operate. That is why it seems to 
me that the average occupancy figure is of some importance. 

Dr. Cronin. I think the primary responsibility should rest with 
the community. 

Dr. Masur. May I add two factors over and above the limitations 
of a single criterion such as occupancy rate. We have made no men- 
tion of income or expenditures or services to the community through 
outpatient services, which are in no way reflected in occupancy rates. 
As has been brought out in these hearings, that is an increasingly 
important service to the community. 

Another thing that I think is important is the concept of what is 
referred to as a readiness to serve. The availability of the hospital 
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in case of peacetime or conceivably wartime disasters is increasingly 
important and has been recognized by certain States, such as Connecti- 
cut and Pennsylvania, whereby the State, through its own appropria- 
tion, makes funds available to hospitals in the entire State in recog- 
nition of the potential value of the hospitals in cases of emergency. 

All told, I think that what we are getting at is that it is quite true 
that the occupancy figure has some value, but used alone one may 
arrive at conclusions which could not be validated when bearing in 
mind the other considerations we have brought out in this discussion. 

Mr. Buper. If the average occupancy figure is not the figure we 
should use in attempting to determine whether a hospital can be kept 
operating after it is built, I wish you gentlemen would furnish us with 
a yardstick we can use. I have not heard it yet. 

Dr. Masur. The reason you have not heard it, there is no single 
formula. In our own administration of Public Health Service hos- 
pitals, and in our studies of hospitals in general, we have become in- 
creasingly aware of the limitations of such expressions as the cost 
per bed; limitations of occupancy rate; limitations of comparisons in 
personnel-patient ratio. The students in the field of hospital adminis- 
tration are keenly aware that the indices that we now use do not suffice 
to indicate the service rendered in a hospital, and we will have to get 
better criteria to bring to the public the value of our work. 

Mr. Buper. I hope you can do that and I hope you realize it is the 
committee’s responsibility and your responsibility to be reasonably 
sure these hospitals can be operated after they are constructed. 

Dr. Masur. Yes, sir. 

Mr. Fernanvez. Will the gentleman yield? The table mentioned 
by Dr. Cronin awhile ago which shows the expected percentage of 
occupancy of a hospital I think is relevant at this point, and if there 
is no objection I suggest it be made a part of the record. 

Mr. Bussey. It will be inserted in the record at this point. 

(The table referred to is as follows:) 


AVERAGE OCCUPANCY AND Size or Hosprrat. 


Studies have shown that the average occupancy varies in proportion to the 
size of the hospital; the larger the hospital the greater the average oceupancy. 
The following table, adopted from the report by the Commission on Hospital 
Care, indicates the expected percentage of occupancy of hospitals: 


Expected percentage | |Expected percentage 


Size of hospital (number of | 
beds) } 


Size of (number of 


STATES RESPONSIBILITIES UNDER THE ACT 


Mr. Foearry. This task force report, as I read it, is very critical 
of the entire program, not only of the program but of the admin- - 
istration, and I suppose if it is critical of the program it is critical 
of the administration of it in the States, because, as I remember, at 


| Low | High | | | Low | High 
| 30 40 | 63 | 71 
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the time of the enactment of this legislation it was called a States 
rights bill. That is what it was referred to by some I know of, as a 
States rights bill, because they were giving the authority to the States 
to determine where the hospitals would be located, how they would 
be run, and how they would be staffed. They also see to it that 
the hospitals are placed in areas of need. That is up to the States, 
too, is it not ? 

Dr. Cronin. The States are required to submit a State pian to the 
Surgeon General for approval. He reviews the plan to see that the 
plans conform to the policies expressed in the act, in order that we 
will have a coordinated, regionalized type of rendering of hospital 
services. The States are the authorities that do administer the 
program at their level. The Government’s function is to set the stand- 
ards according to the law and to review the State plans, making such 
suggestions to the States and modifications; and also acting in the 
capacity of a distribution center for the hospital field in relation to 
quality hospital construction, quality hospital planning; and render- 
ine technical services of that kind, 

might point out that one of the major amendments to the act, 
which is Public Law 380 of the 8ist Congress, was the addition to 
the act of a third purpose that authorized the demonstration studies 
and planning for effective utilization of hospital services through a 
grant program to the States, to individuals, to universities, and so on; 
and that particular effectuation of that amendment to the act did 
not come into being because it was defeated by one vote on the floor 
of the House. 

Mr. Fogarty. Mr. Larmon, in making recommendations for legis- 
lative changes in the allotment formulas under other of your programs 
such as vocational rehabilitation, were they not based on the basic 
formula in the Hill-Burton Act? 

Mr. Larmon. That is correct. In principle it is the same. 

Mr. Fogarty. The recommendations you are making to the Con- 
gress this year follow basically the formula of the Hill-Burton Act? 
Mr. Larmon. Yes, sir. 


AFTERNOON SESSION 


Mr. Bussey. We will resume where we left off when we recessed for 
lunch, when Mr. Fogarty was interrogating the witness. 


ESTIMATE OF ADDITIONAL BEDS NEEDED 


Mr. Foearry. Doctor, in this task force report they also make a 
little comment on your estimate of 813,000 additional beds. They 
say: 

The estimate of 813,000 additional beds to be provided partly with Federal 
funds appears subject to question. Public Health Service Publication 309, issued 
September 1953, contains a table showing that in 1951 existing general hospital 
beds equaled 4.7 per 1,000 population nationwide and only 20 States had less 
than the Hill-Burton formula ratio of 4.5 beds per 1,000 people. | 

What do you have to say about that? 

Dr. Crontn. I do not understand the figure of 20 States having that 
number of beds per 1,000. iden 

Mr. Focarry. They say Public Health Service Publication 309, 
issued September 1953, contains a table showing that in 1951 existing 
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general hospital beds equaled 4.7 per 1,000 population nationwide 
and only 20 States had less than the Hill-Burton formula ratio of 
4.5 beds per 1,000 people. 

Dr. Cronin. That has reference, I think, to this publication entitled 
“How Many General Hospital Beds Are Built” and specifically to the 
tables on page 26, table 3, entitled “General Hospital Beds; Admis- 
sions and Days of Service per 1,000 Population and Average Length 
of Stay by Reason of State Financing, 1951.” 

Then there is a footnote. Now if I interpret what you have read 
me correctly, I do not agree with what has been stated, for this reason. 
This footnote says that the figures given in this table are “for all hos- 
pitals exclusive of mental and tuberculosis hospitals and includes gen- 
eral hospitals and hospital beds in institutions.” And, they give the 
source as computed from data of the American Medical Association, 
1951, Census of Hospitals. 

When we say that the ratio is 4.5 beds per 1,000 for general hos- 
pitals, we do not have reference to the Federal general hospitals and 
we do not have reference to mental and tuberculosis opie, and we 
do not have reference to hospital beds in institutions, such as hospital 
beds in prisons and county homes, and so forth. These are not counted 
in that 4.5 per 1,000. They are counted in another category of chronic 
beds; those in county homes. 

I am well acquainted with this particular publication, because Dr. 
Louis Reed of the staff prepared this publication and basically the 
need in the general hospital area is 4.5 under the Hill-Burton ratio 
for general hospitals. Now to that should be added 2 beds per 1,000 
in the chronic area. That would give us a total of 6.5 for beds needed 
in chronic and general hospitals. 

This table shows we have 4.7 beds per 1,000 in those two categories, 
which would indicate to me that we ae not yet in any way reached, 
as a national overall average, the 6.5 beds needed in those two cate- 
gories. In fact, we are short by the difference between 4.7 and 6.5 
or 1.8 beds per 1,000 people. 

So the report as you read it to me is not correct in reference to 
those tables, because these tables do include both general and chronic, 
and institutional, and Federal beds. 


NEED TO ATTRACT PHYSICIANS TO CERTAIN AREAS 


Mr. Foearry. They go on further to say: 


When the Hill-Burton law was first being considered, Members of the House 
indicated support to end a war-created shortage at the earliest possible moment. 
In the Senate, concern was expressed over use of Federal funds to build hos- 
pitals which would have a low occupancy rate. 

They are talking there about something that happened 7 or 8 years 
ago and the House since, on 3 occasions, extended and revised this 
act; so I would not pay much attention to that. But in the next 
sentence they say: 


The appeal by the Program Administrator— 


I presume that is you. 
r. Crontn. That is correct, on the Federal level. 


| 
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Mr. Focarry (reading) : 


The appeal by the Provram Administrator for a continuation of construction, 
in order to attract physicians into areas in which they have been lacking, no 
longer has any foundation in fact. 

What do you have to say about that? That is a pretty blunt asser- 
tion on their part. 

Mr. Bussey. Would not the gentleman read the other two sen- 
tences that are in connection with that, instead of taking a sentence 
out of context? 

Mr. Foaarry. I was going to do that in a moment after Dr. Cronin 
commented on the sentence I read. 

Mr. Bussey. I do not think it is fair to ask for a comment on 1 
sentence taken out of context when there are 3 more sentences in 
the paragraph. 

Mr. Fogarty. I have the witness now. You can ask what you want 
to when you get back to him; but I am asking this question and I 
_ going to ask it in the way I want. There are two other sentences 

ere. 

Now, Doctor, that is a pretty blunt assertion of fact by these inves- 
tigators who apparently had no interest at all except to find out the 
facts. What do you have to say about that ? 

Dr. Cronty. As I started to say, I do not know on what basis, or 
from what source. they have drawn their deduction. 

Mr. Foaarty. They say: 

The American Medical Association reports the distribution of physicians to 
the people served as excellent. It also reports that one Southern State is con- 
cerned with the matter of oversupply of physicians in the near future. 

Now as to the first one, do you know whether or not the American 
Medical Association say that there are plenty of physicians in all 
sections of this country? 

Dr. Cronin. I do not know, Mr. Fogarty. I know the American 
Medical Association 

Mr. Bussey. I ask the gentleman to yield there. I do not think 
the American Medical Association, in what you read, says that at 
all. That is not what the sentence says. 

Mr. Focarry. That is the way I read it. 

Mr. Bussey. The sentence says: 

The American Medical Association reports the distribution of physicians to 
the people served as excellent. 

I think the “distribution of physicians” is a great deal different 
from the way you put the question in regard to ample supply in all 
sections of the country. 

Mr. Foearry. If the distribution of physicians was excellent, I do 
not know what could be better than excellent. Is there anything 
better than excellent that you know of? 

Mr. Bussey. That has not anything to do with supply. It talks 
about distribution. 

Mr. Focarty. They state: 

The American Medical Association reports the distribution of physicians to 
the people served as excellent. 

Does that mean, or do you think that means, that the distribution 
of what physicians we have in the country is as good as it can be, 
or does that mean that there is no longer any need to ask physicians to 
go into areas which have been lacking? 
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Dr. Crontn. Mr. Chairman, I do not know on what basis the Amer- 
ican Medical Association’s article was written. I know they have 
made studies and have been making continuing studies over many 
years. The information which I testified to last year and have at other 
times during the past year stated is that there are areas in this country 
which need physicians, and do not have them; and, there are areas in 
this country which do not have as many physicians as they need and 
particularly the numbers in reference to the kinds of physicians repre- 
senting the various specialists that they need. That is all predicated 
upon personal knowledge of some areas and the information that we 
receive through the regional offices from the State agency hospital 
construction and survey program directors, all pertaining to their 
reports of various kinds that they publish indicating their accomplish- 
ments: and, indicating the needs still existent in the States, in the 
rural and isolated areas, for building hospitals; and, also stating in 
nearly all of those reports the fact that they have been able, through 
building the hospitals, to attract physicians into areas that seriously 
needed such physicians’ services. And, I personally believe that there 
isa need for physicians in many rural areas of this country at this time. 

Mr. Fogarty. Is it not true, also, that 2 or 3 hospitals have been 
closed because they could not get a physician—small hospitals? 

Dr. Cronrn. That is correct, Mr. Fogarty. 

Mr. Fosarry. Now if there were enough physicians available in 
those sections of the country, it seems to me they could open those 
hospitals. They say: 

It also reports that one southern State is concerned with the matter of over- 
supply of physicians in the near future. 

Do you know what State that could be? 

Dr. Crontn. I do not; no. 

Mr. Bussey. I will tell the gentleman. It is Florida. 

Mr. Focarry. Farther down they say “As shown above”—speaking 
of the proposed new legislation— 
the basic act authorizes the expenditure of Federal funds up to the amount of 
$150 million. Despite this fact and the fact that the Department is requesting 
only $50 million under the basic act— 
they should amend this report now, since we have received this request 
from the President this morning; I guess that should be $75 million— 


new legislation has been introduced and the budget document reports a proposal 
for later transmission of $62,650,000. 


In view of the testimony this morning, that needs amending, too. 


Of this latter sum, $650,000 is for added administrative costs. 

Despite the criticism of the administration of the Hill-Burton program that is 
recorded in the 1954 hearings before the House subcommittee, it has been decided, 
apparently as a policy matter, to restrict slightly the request for funds under 
existing legislation and to propose new legislation without redirecting the ob- 
jectives of the existing program. 


T do not think I want to say anything more on that. 
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CRITICISM OF NOT BUILDING HOSPITALS IN AREAS OF GREATEST NEED 


There has been some criticism about these hospitals not being built 
in the area of greatest need. What about that? 

Dr. Cronin. Well I do not think, Mr. Fogarty, that that criticism is 
valid in application to the country, for this reason, that each State 
determines, as a result of their knowledge of their State and advice 
of their advisory council, what is needed in their State. They give 
an opportunity to the area that has the highest perrcentage of unmet 
need which, by the act, is required to have the highest priority, to come 
forward and build a hospital. If they are willing to, utilizing Federal! 
funds, they do so. If they are unwilling to, because they do not want 
to use Federal funds, they do not do so. If they are unable to raise the 
matching money to meet Federal funds they do not do so. 

Now, those areas are given an opportunity each time that a hospital! 
project is to be approved in that State to indicate whether or not they 
intend to participate in the program, and no project of lesser priority 
than the area that needed a hospital the most can participate in the 
program until the area that needs the hospital the most says it will 
not participate in the program. 

In general, even in an area that has 50 or 60 percent of its need 
met, as reflected in the State plan, there is still a great need for 
projects in those areas, 

If we were dealing with a situation where we had the two extremes 
of (1) beds seriously needed which would get top priority, or (2) 
areas where no beds were needed, then if beds were placed in an area 
where no beds were needed I think the criticism would be valid; but 
we are not dealing with that kind of situation. We are dealing with a 
situation where the beds are needed basically in practically all areas 
of the various States. When the area with the highest priority does 
not elect to come into the program then the program funds are used 
to build in other areas that have less than the highest priority, but 
there is still great need for projects in such area. 

Now, there are twice as much funds that have gone into areas of less 
than 50 percent need met than into areas of more than 50 percent 
of need met. I have a chart here which I can show, which shows the 
distribution of the relative need of areas in the program from 1948 to 
1953. This chart shows that the areas with less than 50 percent of need 

met. have received 1,052 projects and that does exclude 84 special 
projects amounting to $35 million in funds. It also shows that into the 
areas with more than 50 percent of need met have gone 434 projects. 

Now in relation to Federal money, into areas of less than 50 percent 
of need met has gone $338 million and into areas of more than 50 
percent of need met has gone $128 million of Federal funds. 

This chart is a graphic representation of the tables that were re- 
quested to be put into the record yesterday morning and I think is 
quite indicative of the fact that the most projects and the most money 
has gone into areas that have less than 50 percent of their need met. 
And, I think that is the way the program was intended to be operated. 
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RATIO OF CLOSED HOSPITALS TO TOTAL PROJECTS 


Mr. Foearry. What is the relationship of the number of projects 
that have been opened under this act to the number that are closed 

Dr. Cronin. There have been 1,540 projects opened under this act 
and which are now serving their communities, and there have been 5 
projects closed. 

Mr. Foearry. Five out of how many? 

Dr. Crontn. Out of 1,540. 


HOSPITALS THAT HAVE BEEN CLOSED 


Mr. Foearry. What happened to those five? 

Dr. Cronin. This is a report as of January 1954 when we requested 
a project report on projects closed, and I will read from this report: 

Springer, N. Mex.: This project, for a 14-bed facility, was one in which the 
Government participated in equipment only; Federal share $9,116. The delay 
in opening has been due to the inability to locate a surgeon for the staff. The 
State agency expects that the community's difficulty in this respect will be 
solved before too long. 

Mr. Fernanvez. May I interrupt there to remark that this hospital 
has been open since April 1; they have a surgeon and everything is 
going along in good shape. 

Dr. Cronty. That is fine. This report is as of January 1. I am 
glad to have your statement. 

Mr. Focarry. What does that bring it to—four? 

Dr. Cronin. That brings it down to four. The second project is 
also in New Mexico: 

Melrose, N. Mex.: This project for 12 beds is one in which the Government 
participation was limited to equipment only; Federal share $27,000. It was 
sponsored by a cooperative association and the facility is being used by a general 
practitioner in taking care of minor illnesses and some obstetrical cases. <A 
surgeon willing to locate in Melrose has not been found. An attempt is being 
made to work out with the hospital in Clovis and Portales a coordinated hos- 
pital service procedure wherein all major surgery would be performed at either 
Clovis or Portales; but, so far, no definite program has crystallized. 


The third one is at Santa Rosa, N. Mex.: 


This 22-bed project was open for several months and exhausted its operating 
funds. The sponsor decided to close down the hospital during a reorganiza- 
tion period. A subscription campaign is now being planned to raise an operating 
fund, at which time the hospital will be opened. Federal share was $156,000. 

Mr. Fernanvez. ey I interpolate there, also, that very recently 
bonds were voted and they will have money enough to be able to open 
that hospital and also to furnish the matching amount which they 
were supposed but have not matched, and they will then get the bal- 
ance of their allotment from the Federal Government that will enable 
them to operate. 

Dr. Crontn. The fourth project is Port Gibson, Miss. 

This is a small 25-bed hospital. This hospital closed during the latter part 
of August 1953 after having successfully operated since January 6, 1952. Fric- 
tion developed between the hospital staff and those responsible for the operation 
of the hospital, resulting in lack of referral of patients. 

And just last week we were informed by the hospital survey and 
program director in Mississippi that the hospital board had resigned ' 
as a body, thereby opening the way for this conflict between the board 
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and the medical staff to be resolved, and he anticipated this hospital! 
would open in the very near future. 

The last project is the one at Scotland Neck, N. C., a small 20-bed 
hospital in which the Federal share was $53,333. The State agency 
reports that an effective orgnization has now been established in 
the community which should insure the opening of the facility on a 
sound basis within several months. 

I would like to point out that these 1,540 projects are furnishing 
and are operating over 60,000 hospital beds and the total number of 
beds closed by the projects I recited is less than 100. Also, that with 
1,540 projects opened and only four closed, at least in my opinion it 
is not a very serious situation as far as the closing hospitals is con- 
cerned. 

Mr. Fernanpez. Let me make the comment on the third New 
Mexico hospital at Melrose, that it is designed to serve 2,500 to 3,000 
rural Senile Melrose is in a part of the State where the drought 
and lately the winds have just about blown away all of the soil and 
the farmers find themselves in very, very bad shape. That is one 
reason why they have been unable to continue fully operating the 
hospital, although they have been operating it as a clinic. Notwith- 
standing all that, when I asked them over the telephone as to the 
situation, they said, “We do not want a dole or a handout; we are 
going to make out.” 

Dr. Crontn. I would like to point out, too, that the Federal in- 
vestment in the projects listed as closed is »pproximately $400,000 out 
of a Federal investment of over $300 million in projects open and 
going along well. 

Mr. Fogarry. That is all that are closed out of the 1,540. 

Dr. Crontn. That is right. There are two projects that we have 
had a recovery on. One is at Kearney, Nebr., which was an equip- 
ment only project amounting to $17,470, and that is in process of 
negotiation. We will get that back. 

The other one is at Oklahoma City, Okla., an industrial and sanitary 
engineering laboratory, and the money was recovered in the amount 
of $3,583.50 on that project, and we have received a check on that 
project. 

That is all that have been closed or any closure action taken, to the 
best of our knowledge. 


REVIEW OF PROGRAM BY AMERICAN HOSPITAL ASSOCIATION 


Mr. Focarry. Has the American Medical Association made a sur- 
the Hill-Burton Act? 

r. Crontn. I do not know. However, last year, Mr. Fogarty, the 
American Hospital Association called what they referred to as a 
“grassroots” conference, and meetings were held in Washington, D. C., 
for the east coast States; in New Orleans, for the Southeast, South, 
and Southwestern States; in Salt Lake City, Utah, for the Far West 
and Great Plains States, and in Chicago, Ill., for the Central States. 
At each one of those meetings they did invite the directors of the 
Hill-Burton program in each of the respective States encompassing 
the area they covered. The president of the State hospital associa- 
tion, in many instances, the executive secretary of the State hospital 
association, in those respective States, and the Public Health Service 
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regional program directors and several of us in the administrative 
level in Was ington, attended. 

The Federal officials invited to those conferences went there for the 
primary purpose and were invited for the purpose of being resource 
information people and did not participate in the deductions drawn, 
and so forth, by those hospital authorities. Also, if a member of 
the house of delegates of the American Hospital Association resided 
in the area geographically covered, he usually came to the meeting. 
Those meetings were held in April and May 1953 and were for the 
primary purpose, as I understood them, of determining just exactl 
what the hospital survey and construction program had done wit 
reference to the act, as intended; and, what should be done with ref- 
erence to any amendments of the act that might be brought up in line 
with the Taft-Hill bill that was introduced last year to extend the 
act; and, as a general inventory of the program; and, from it was to 
be deduced the American Hospital Association’s final stand, after all 
of the comments by these area groups were referred back to the 
American Hospital Association house of delegates. On that official 
stand then was predicated the testimony of the executive director of 
the American Hospital Association before Congress at the time of the 
hearings on the extension of the act. 

Mr. Fogarry. That was my memory; I thought that was correct. 
They also, as I remember, endorsed the authorization of $150 million 
and also endorsed the formula we were working under. 

Dr. Cronin. I think both items were included in their statements 
of endorsement. 

Mr. Focarry. And they also had something to say about what a 
great asset to the civil defense of this country this hospital program 
was; is that correct ? 

Dr. Cronrn. That is correct, sir. It was pointed out in a number of 
these conferences that since the great number of the projects, in fact 
xbout 80 percent of the 2,200 projects that we have approved, were gen- 
eral hospitals and about 60 percent of those general hospitals are lo- 
cated in towns under 5,000 and are under 50 beds in size—they are 
small hospitals. It was deduced by these people throughout the coun- 
try that the purpose of the Hill-Burton Act in getting hospital serv- 
ices to rural areas was being accomplished at a tempo consistent with 
the moneys that were available; also that when built—60 percent of 
the roughly 1,600 hospitals being in towns under 5,000, in essence, what 
was being erected was the evacuation destinations of the larger cities 
which might be a target of any action from without and, therefore, 
had a very definite role to play and does play in civil defense or na- 
tional catastrophes other than those related to the war effort, and so 
forth. 

PROGRAM'S VALUE IN REDUCING INFANT MORTALITY 


Mr. Focarry. The other day when Dr. Eliot of the Children’s Bu- 
reau was here she made a statement to the effect that if proper facili- 
ties were available in all areas of this country—I presume she meant 
facilities like they have in good children’s hospitals—10,000 infant 
lives could be saved a year. I do not know whether you have any fig- 
ures on that since this program has been developed and these facilities 
have been built in these areas of need. Do you have any estimate of 
ubout how many infants’ lives have been saved because of this pro- 
gram? 
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Dr. Cronty. We could determine such statistics. It would be quite 
a formidable task. 

Mr. Foearry. I won't ask it, then, if you have no idea about it. 

Dr. Cronin. Such a statement brings up a very important thing to 
me; that is, to relate the accomplishments of the program in terms of 
beds furnished is not telling the story; because what Dr. Eliot was 
thinking about was not beds, but services rendered because beds were 
there, and beds are symbolic of the service rendered. I am sure where 
hospitals exist, babies will be born in those hospitals in preference to 
being born at home in less favorable surroundings than the hospitals 
will supply. 

Mr. Focarry. Then the chances of survival by a child being born in 
a hosiptal should be much better than if they do not have the benefit of 
such facilities. Is not that so? 

Dr. Crontn. That is true. And one other thing is very important 
there; that is, the very impact on the mother of having her baby born 
in the hospital, as far as the educational aspect to that mother of what 
good medical care is and must be, as demonstrated in the hospital, as 
compared to some of the things, often times makeshift arrangements, 
that are required in the home when children are born; and, that health 
educational aspect of hospital care is more and more becoming very 
important in my opinion in this country; because we are beginning to 
regard our hosiptals as the health centers of our communities and not 
just a place that one goes to when they are deathly ill. 


ROLE OF PREPAID HEALTH INSURANCE PROGRAMS 


Mr. Focarry. You discussed that yesterday, and it was brought 
to my mind last night when I saw a full two-page ad on some kind of 
prepay health insurance. This prepay health insurance like the Blue 
Shield and Blue Cross and the proposed legislation of this adminis- 
tration, I would think would encourage people to go to a hospital and 
not wait until it is too late. As these programs develop, there is going 
to be a greater need for hospitals, because people are getting educated 
to the fact that it is to their benefit to use them and they are being en- 
couraged by these programs of prepaid health insurance ? 

Dr. Crontn. I think that is a correct statement, Mr. Fogarty. I 
also think there is a very close relationship between the growth of the 
Blue Cross prepayment insurance plan and the hospital survey and 
construction program throughout our Nation. 

Mr. Focarry. They go together. If we did not have hospital 
space, it would be difficult to sell that type of insurance. 

Dr. Cronin. I think that is true. 

Mr. Focarry. And if we did not have either, there would be a de- 
mand for socialized medicine in this country, in my opinion at least— 
if we did not have a program such as this, helping these communities 
build facilities and, on the other hand, these prepay insurance plans 
like the Blue Shield and the Blue Cross. I presume the proposed legis- 
lation that this administration is sponsoring would also have some 
effect on the space and bed utilization in those facilities. 
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RATE OF HOSPITAL OBSOLESCENCE 


I think you mentioned yesterday something about the number of 
existing hospitals that have become obsolete year after year. I re- 
member you discussed that quite thoroughly last year. 

Dr. Cronin. That is right. 

Mr. Focarry. What is the story on that? 

Dr. Cronin. At the present time, to the best of our estimates, the 
so-called attrition rate in the general hospital category alone is in 
excess of $100 million worth of hospital structures each year. Now 
I can make as good a case for $150 million as I can for $100 million; 
but, to assure accuracy, I would prefer to talk about the $100 million. 
The $100 million worth of hospitals each year, general hospitals, if 
divided by the national average cost of a general hospital bed of $16,- 
000, would result in excess of 6,000 beds per year becoming obsolescent. 
Added to that or integrated in that $100 million, one does add the 
loss of the hospital buildings and the loss of beds from fire, and we 
do have a fire or so each year, and from wind, tornadoes, and hurri- 
canes, and a year ago from an earthquake in Bakersfield, Calif., where, 
before the earthquake, they had 600 acceptable beds and the short time 
that the earthquake was there resulted in the loss of 500 of those 600 
acceptable beds. So that community was faced with a hospital-bed 
shortage of over 500 beds that an hour or so before that they had. Now 
those latter things and floods which are in that, too, are all acts of 
God and we cannot control them; nevertheless they do result in bed 
loss. So that from the anticipated annual bed loss from items of that 
kind and from the normal obsolescence of hospital buildings—it has 
been reported that 40 percent of all hospital buildings in this country 
are 40 years of age or more, and we know in the hospital field that 
the life expectancy of a hospital is about 50 years of age—we have 
at least 6,000 beds each year lost, with the resulting loss of such ser- 
vices to the people of the country. 

Mr. Fogarry. If there are 6,000 beds lost in that category, how 
many are replaced by these institutions a year? Do you know that? 

Dr. Cronin. I can speak from what the program is pall and where 
the proper percent applies in the total picture. The hospital survey 
and construction program is currently building approximately one- 
third of all hospital construction in the country. The other two-thirds 
is coming about without the use of Federal funds. 


NEED CAUSED BY INCREASE IN POPULATION 


Now another factor than this attrition which is very significant is 
the factor of the increase in the number of beds caused by the annual 
increase in population of the country. 

The increase in population last year was an increase of 2,500,000 

ople. 

Now, the Hill-Burton ratios of beds needed in all categories—gen- 
eral, TB, chronic, and mental—adds up to about 12 beds per 1,000, 

Now, an additional 214 million people would require, then, approxi- 
mately 30,000 beds to care for them. 

The attrition rate is producing a loss of about 6,000 beds more. So 
that we can say that in order to keep up with the 2 factors each year, 
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the population increase and the attrition from acts of God and ob- 
solescence, we need 36,000 hospital beds in all categories. 

That would be quite a large financial block of our total economy 
to provide all of those beds in any 1 year. It would be about $600 
million from all sources, Federal and non-Federal. 

The Hill-Burton program is building approximately one-third of 
all the hospital beds in the country. If the tempo of the program and 
the funds available for it were to be maintained at that one-third 
level, it could be anticipated that they would need approximately $200 
million for the Hill-Burton program. . 

Now, the Federal share of the Hill-Burton projects, on a national 
average, is around forty-some-odd percent. If we arrive at 50 per- 
cent, just on an easy figure basis, it could be said we would need 
approximately one-half of that $200 million, or around $100 million 
in Federal money in order to maintain the same one-third tempo that 
has been in existence. 

Now, I am not in a position to decide or to indicate whether or not 
that one-third tempo is to be maintained, and all I can do is to portray 
the figures and the facts as I see them. This isasI see them. That 
was true last year, and if that tempo is not maintained, and if the will 
of Congress and the will of the people of the country is to not have 
the tempo maintained at that level, then, I think, in my opinion we 
are faced with only one basic alternative of acceptance, that is with 
the now factual 813,000 total bed shortage, from which can be sub- 
tracted 119,000 Federal beds in the Public Health, Veterans’, and In- 
dian Service hospitals, we will increase our basic bed deficit. Each 
year we do not retain this one-third ratio between federally aided and 
nonfederally aided hospital construction and since nonfederally aided 
hospital is not increasing percentagewise, we will increase our total 
bed deficit and this has been going on since the inception of the pro- 
gram as it applies to total beds. Progress is being made in relation 
to general beds in reducing the deficit there. 

Mr. Fogarry. Thank you, Doctor. I believe that is all for the 
present. 

Mr. Busser. Mr. Fernandez. 


INVESTIGATORS’ REPORT 


Mr. Fernanpez. Dr. Cronin, although you people do not have a 
copy of this so-called staff report, the chairman has stated to you that 
he will turn a copy of it over to you, and that the committee’s investi- 
gation staff will sit with you and go over it. 

Mr. Bussey. Will the gentleman yield for a correction? 

Mr. Fernanvez. And you have agreed to go over the report with 
the committee’s investigation staff. 

Mr. Bussey. Will the gentleman yield for a correction? 

Mr. Fernanvez. Yes. 

Mr. Bussey. I think I said I was going to suggest to the committee 
that a copy of this report be turned over to them. I do not think the 
chairman has the authority to turn it over without action by the com- 
mittee, and I propose to submit it to the committee as a suggestion, 
hoping they will approve it. 

Mr. Fernanvez. I thank the chairman for the correction, and that 
makes my question more important. 
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You have, Doctor, agreed very readily to sit down and go over the 
report with the staff of the committee if it is turned over to you. My 
question is this: I do not know exactly what the purpose of goin 
over the report of the investigation staff of the committee is, but wil 
you, in going over the report, permit yourself to be influenced by it, 
or permit your judgment and discretion in the administration of this 
law to be influenced by what the investigation staff thinks and says 
you ought to do? 

Dr. Cronrn. Mr. Fernandez, I would like to answer that this way: 
When Mr. Gromel first came to me in my office a year ago, I knew 
nothing about Mr. Gromel. I had never heard of him, nor had I ever 
seen him before. 

I had been advised through official channels that there was to be 
an investigation by the Appropriations Committee of the House to 
look into the hospital survey and construction program. My first 
remark to Mr. Gromel was, and I still stand on it, that I was very 
glad to see him, that he was worth $10,000 or more to the program, be- 
cause I felt that an outside observer competent in the field of hospital 
administration and health programs, and with knowledge of what the 
program was, could render untold service to me as administrator of the 

rogram, as he would be able to see problems, point out areas that are 
ragging, and point out areas in which I needed help, and that I 
would be more than glad to have him do so. 

I told him that I felt toward him and his committee very much like 
I felt toward hiring someone to come in and clean your house. That 
fundamentally they will do a better job than you do because you live 
there all day long, and you become accustomed to the dirt in a certain 

lace, whereas they, coming in as experts, in a situation will be very 


elpful. 
T still feel that way. I will be more than glad to sit down with 
Mr. Gromel or any of his staff and go over what he thinks is the 
situation in regard to this program. 
I do not think that my judgment would be influenced by what that 
articular committee which investigated this program would say. 
rom what I have heard of this particular report, and what I learned 
last year of the reports that were made at that time, I do not think 
that they would influence my judgment as a doctor. I am a doctor 
to the degree I am in the field of hospital and health administration, 
and I will stand any day on judgment by my peers. I will not stand 
any day for judgment not by my peers, and from what I have under- 
stood I frankly do not consider Mr. Gromel as an expert in the field 
of hospital or Realth administration. But I would be more than glad 
to listen to him; more than glad to give every consideration to him 
because I think he is an intelligent person, and certainly successful in 
his area, which is not hospital administration; and I am more than 

lad to give full credence and full credit to an intelligent person’s 
judgment. I do not necessarily feel that I have to accept that judg- 
ment if it is in conflict with my judgment and my experience in an 
area which is equal to and greater than his. That is my stand. 

Mr. Fernanvez. Well, I thank you for the answer, which is very 
characteristic of you, Doctor. 

Some statements in this report go beyond the administration of 
the law, and are critical of requirements which the law itself makes. 
I think that when the Congress passes a law, then the responsibility 
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is on the executive department to carry out that law, and I certainly 

am glad to know that you are not going to be influenced in discharg- 
ing that responsibility by what this committee or its staff thinks re- 
specting what they seem to think are not good requirements or for- 
mulas which the law prescribes. 

Dr. Crontn. Mr. Fernandez, I would like to be perfectly fair on 
this and not be misunderstood. 

Some of Mr. Gromel’s comments last year, as they were reflected 
to me via this committee, and via congressional action, were quite 
helpful and in two areas in particular. One area was in the closing up 
of projects, and the other area was in the overall procedure in relation 
to split-project technique. They were quite helpful. They pointed 
out several things that I think were very fine. 

I do not think, as far as the split-project technique is concerned, it 
completely stopped split projects, nor do I think split projects should 
be stopped, because I think in some States it is the only way that a 
State can build a project because of the small size of the Federal 
allotment. 

In those areas where he has been helpful I weleome comment and 
in those areas where he has not been helpful I do not welcome it. 

Mr. Fernanpez. But, nevertheless, since that is necessary, and as 
long as the law permits that and expects that, you will follow the law 
and administer it as it is required to be administered ? 

Dr. Cronin. That is my responsibility as a public official. 


RELATIONSHIP OF LOCALITIES, STATES AND FEDERAL GOVERNMENT 
UNDER PROGRAM 


Mr. Fernanvez. Now, in line with some of the criticisms and com- 
ments made in the committee’s report you have been asked questions, 
Doctor, not only with respect to the administration of the law but 
beyond that as to what your own opinion is as to what the law should 
be, and what should be done instead of what the law requires. I want 
to ask you this question: Doctor, when the communities and the 
States come to you with an app’ vation for Federal participation 
you do not consider them menuicants coming to the Federal Gov- 
ernment for charity, do you? 

Dr. Cronin. I certainly do not, sir. 

Mr. Fernanpez. Do you consider this, instead, as in the nature 
of a partnership between the communities, the States, and the Fed- 
eral Government in attempting to discharge a joint responsibility ? 

Dr. Crontn. I think that is expressed very well, and that is cer- 
tainly the way I feel about it. They are associates in trying to get 
a job done, to give better health service to the people of the count 
as defined and outlined in an act which is on the books of the land. 

Mr. Fernanvez. I am terribly tempted to ask you specific questions 
on comments which are made in this report, some of which, at least, 
seem to me to be very glaringly beyond what I have understood has 
been done, but if I were to do that and ask you about them I would 
have to put the comments from the report into the record, and I grow 
more and more convinced that that would be unfair not only to you, 
but unfair to the other Members of Con, who would read those 
comments in the record not knowing, and we do not know ourselves, 
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upon what facts they were based, how they were gotten, and par- 
ticularly what entered into consideration in reaching their con- 
clusions, so I will have to forego that. 


ST. VINCENT’S HOSPITAL, SANTA FE, N. MEX. 


I will, however, ask you this, without reading what is said in the 
report with respect to St. Vincent’s Hospital in Santa Fe, which is 
by the report characterized as an “overextension of hospital plant.” 

What are the facts about St. Vincent’s Hospital, if you are prepared 
to give them to us now? 

Dr. Cronin. I know nothing offhand about St. Vincent’s Hospital, 
Mr. Fernandez, but I will be more than glad to insert in the record 
a statement that we can draw up from our project office on St. Vin- 
cent’s Hospital. 

I can tell you now the total estimated cost of the Federal share, but 
it is one of 2,200 projects that we have, and I just cannot keep them 
all in mind. 

Mr. Fernanvez. I did not have that particularly in mind. It isa 
question of whether this is an overextension of hospital plant. 

I happen to know, since I have lived there, that up until a year ago 
when this new hospital was built, the need for hospital beds was so 
great that makeshift beds were put in the corridors, and it was getting 
to be a scandal. I happen to know of patients who have driven from 
Sante Fe up to a little community in the mountains by the name of 
Dixon where there is a private hospital because we did not have the . 
facilities in Sante Fe to take care of them. If the figures given here in 
this report were made known to the people of Sante Fe they would 
be very much incensed about them. 

Mr. Bussey. On what page in the report is that? 

Mr. Fernanpvez. This reference to overextension is on page 6. 

T have a clipping from a newspaper from Sante Fe dated May 6, 
1954. It isa little item stating that: 

Willard C. Kruger was elected chairman of the St. Vincent Hospital advisory 
board at a meeting held yesterday. 


This clipping also says: 

Sister Mary Matthew. superintendent of the hospital, advised the board of the 
substantial progress in improvement in services to the public since the opening 
of the new hospital. 

The hospital reported free care in the amount of $58,305.29 in 1953. A total 
of 4,237 patients was admitted in the first year of operation of the new hospital, 
an increase of 741 over 1952. 

What have you in the way of comment. on that general aspect of it, 
if you have any knowledge of it of your own? 

r. Crontn. All I know about St. Vincent Hospital, Mr. Fernan- 
dez, is that we were asked by Mr. Gromel on February 16, 1954, for a 
list of a certain number of projects of which New Mexico No. 8, St. 
Vincent Hospital, Santa Fe, N. Mex., was one, in regard to its 
designed capacity which we reported as 200 beds, and its occupancy 
which we reported as not available at that time, and the source of our 
material, which we indicated to Mr. Gromel, was the State plan of 
June 1953. 
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Then on February 24, Dr. E. T. Thompson, who is our chief of 
ere operations in the Washington office, received a telephone call 

rom Mr. Gromel. In response to a request for occupancy rates we 
received a wire from our program director in Dallas, Tex., which 
covers the New Mexico area. That reads: 


Re tel— 


which refers to our telegram sent out to the region to find out this 
information for Mr. Gromel— 
dated February 23, New Mexico No. 8, St. Vincent Hospital, Santa Fe, 200 bed 
facility used as follows: 

General beds, 165; mental beds, 15; nurses home, 20 beds. 


Occupancy information for January 12 to December 31, 1953, 345 days. Patients 
admitted, 4,235. Patient-days, 24,909. 


Percentage of occupancy, general, 42.6 percent. Mental wing not open as yet. 

That is signed Guy Daniels, program representative, hospital facil- 
ities, Dallas, Tex. 

Mr. Fernanvez. Does that information, from your experience as 
a doctor, indicate to you that that is an overextension of facilities at 
this particular hospital ? 

Dr. Crontn. I would not say so. 

I would like to point out that that is the first year of operation of 
this large hospital, and only the operation of a part of it at that, the 
mental wing was not open at that time. Referring to the 42.6 percent 
again, I just do not like to think that we are going to use the average 
occupancy rate as the only and the sole criterion for evaluating the 

‘utilization of a hospital and the effectiveness of it. I think it cannot 
be used that way. 

Mr. Fernanpez. And that report is based on the full year when, 
as a matter of fact, they were actually moving into it in the first part 
of the year, moving from the old hospital, and the new hospital not 
being fully utilized, which goes to show the danger of taking bald 
statements from a report like this and putting them in the record. 

There is one other thing that I think I can quote into the record 
without doing anybody any harm. 

Mr. Bussey. Will the gentleman yield for a question ? 

What does he mean by putting it in the record ? 

Mr. Frernanpez. Reading it into our hearings record. I do not 
think this report is in the record, is it? 

Mr. Bussey. No. That is why I wondered what you had in mind. 

Mr. Fernanpez. I had in mind quoting from this report, into the 
record of these hearings. 


CHARGES OF DISREGARD OF EFFICIENT ADMINISTRATION 


On page 23 of the report comment is made by the investigation staff 
with respect to testimony in February 1954, before the Committee on 
Interstate and Foreign Commerce on H. R. 7341, the testimony being 
given by various Members of Congress, and excerpts therefrom are 
set out. : 

The last one is the one I want to read, and ask you, Doctor, if you 
have any comment with respect to that declaration. 

It says: 


To continue with the illustration of disregard of efficient administration, the 
testimony of the chairman— 
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I suppose that is the chairman of the Interstate and Foreign Com- 
merce Committee— 
may be cited as follows (presumably referring to the Appropriations Com- 
mittee )— 
I take it that means that they presume that the comment made by 
the chairman referred to this committee: 

* * * T am thoroughly of the opinion that if they had one bit of sentiment 
in their hearts, they would want to go the limit and might be willing to raise 


the limit, as a matter of fact, when they see the great need there is and the good 
that could be done with sufficient appropriations. 


Now, that quotation is given to us from the staff report as they 
say: 
To continue with the illustration of disregard of efficient administration. 


Do you consider what this committee has been doing and what the 
Congress has done in passing this law requiring these appropriations 
to be made, to be a disregard of “efficient administration” ¢ 

Dr. Crontn. No, Mr. Fernandez, I do not. 

I think I was there when that statement was made by Congressman 
Wolverton, and I think it was made in reference to what could be 
done if adequate appropriations were provided for the building of 
hospitals and related facilities throughout the country. 

I do not know how this report ties that into any lack of adminis- 
tration or maladministration on behalf of myself, and I would like 
to point out very definitely that I do not think such a thing has 
occurred. 

Maybe I am prejudiced in that regard, but the administration of 
this particular program is not an administration by myself and my 
staff solely. The administration of this program as a joint effort, and 
I regard them, and I know that they regard myself and my staff 
as associates, and I refer to them as such, the State agency director 
of programs in the 53 jurisdictions covered by this act which are the 
48 States and Alaska, Puerto Rico, the Virgin Islands, the District 
of Columbia, and Hawaii. 

In all our meetings there has been the closest cooperation and coor- 
dination and any charge, in my opinion, of maladministration should 
be disregarded. 

Mr. Fernanpez. May I say that this particular paragraph says: 


To continue with the illustration of disregard of efficient administration— 


which may be a little different. 

Dr. Cronin. Even an efficient administration is one which would 
be shared in by not only myself and my staff, but the hospital survey 
program directors and their staffs in all of the 53 jurisdictions, and 
I fundamentally do not feel that such a statement is correct. 

Mr. Fernanpez. And their urging wpon you, when you sit down 
with them to go over the report which states that these sentiments ex- 
pressed by the person named there by reference, constitute a disre- 
gard of efficient administration, would not be regarded by you as a 
reason for scaling down future requests for appropriations? 

Dr. Crontn. I have sat down with many a man in doctor-patient 
relationship and others with whom I did not agree, where I did not | 
agree with him and he did not agree with me. I like to think that 
when we both get up again that we are a little closer to agreeing, 
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because I do not particularly want to go through life fighting oer 
body, and I think fundamentally, as a public official, my job is to do 
the job as best I can, and that is what I am attempting to do and will 
continue to do. 

Mr. Frernanpez. Thank you very much, Doctor. That is all. 


USE OF TASK FORCE REPORT 


Mr. Bussey. I think I would like to make a general statement at 
this time before I continue with my interrogation. 

First of all, Dr. Cronin, I want to thank you for the credit you 
gave in the two instances to the task force last year. What is present- 
ed here to the committee in the report of the task force is not binding 
on anyone. We only use it as a basis for interrogation of the wit- 
nesses in order to have a better foundation for making a recommenda- 
tion to the full committee and, in turn, to the House, on the appropria- 
tions for the fiscal year 1955. 

I want to also state for the record that, as far as any work of the 
task force in the Department was concerned, they were not working 
under any instructions from me to do anything over another thing, 
or to look for anything particularly, or for anything that would em- 
barrass anybody. I knew nothing about what they were going to 
write in the report until every member of the committee received the 
report at the same time I did. I did not receive a single report any 
sooner than any other member of the committee. 

Mr. Fernanpez. Will the gentleman yield to me for the purpose of 
making a statement for clarification of the record ? 

Mr. Bussey. Yes. 

Mr. Fernanpez. Wherever statements from the report have been 
read into the record in asking questions it should be clearly under- 
stood that they do not represent any findings of this subcommittee in 
any respect. 

Mr. Bussey. I will accept that. 

Mr. Fernanpez. Purely for the purpose of inquiry. 

Mr. Bussry. Now, it goes without saying that no member of this 
committee has the time to personally review the operation of these 
programs for which we have the responsibility of recommending 
appropriations. The idea, as I understood it, of calling in people from 
the outside to participate as members of the survey and investigation 
staff of the Appropriations Committee was to make a survey of these 
programs and submit it to the committee as a basis for interrogation of 
witnesses at these hearings. 

To further make the record clear, may I say that I think it is a very 
excellent idea. 

Mr. Fernanvez. In the past we have had somewhat similar reports, 
but we have refrained from reading from them, as far as I can recollect, 
into the record, and the one thing that concerns me is to make the 
record clear that when we do read from them they are not conclusions 
that we endorse or our findings, but they are merely statements from 
somebody whose source of information we do not know. Neither do 
we know the source of the information considered in arriving at the 
conclusions which were put into the report which we read into the 
record. 
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Mr. Bussey. That. is the reason I read some of the statements from 
this report in order that we would have the advantage of Dr. Cronin’s 
comment on them. I think it is only fair that we should have com- 
ments on anything where there is a question raised. 

I will accept the gentleman’s statement. 

Mr. Focarry. Will the gentleman yield? 

Mr. Bussey. Yes. 

Mr. Foearry. I think there has been nothing said on the record that 
would indicate in any way that you gave instructions to any 
investigator. 

Mr. Bussey. I am sure there was not, and I do not see how anybody 
could interpret remarks as such. I just wanted to make a statement to 
make my own position absolutely clear. 

Mr. Focarry. I am perfectly satisfied that I received the report at 
the same time you did, and we all have it before us. 

The only question that is in my mind is that I do not know the back- 
ground of these so-called investigators. I do not know whether they 
are trained investigators for this purpose or not. I do not know 
but what they have just retired from the telephone company, or a 
ee utility company or an insurance company and know nothing of 
construction. 

he thing that does amaze me in all of these reports that I have 
read is that there is no word of commendation at all in any report. 
In reports that I have seen rendered to the Committee on Appro- 
priations before this last year and a half, when they thought a pro- 
gram was working well they said so, and pointed out the fact that 
maybe a little more money should be appropriated in this area or 
in that area, but these investigators making these reports, in my 
mind, are doing a hatchet job, and that is all. 

I do not think it is constructive. 

We just received this morning a communication from the President 
of the United States requesting more funds for this program. It is 
inconceivable to me that the President of the United States would 
recommend to the Congress, an additional $25 million for this pro- 
gram if the things in this report are true. 

I have never seen such a thing in my years here in Congress where 
the President of the United States has made such a recommendation 
in the face of such an adverse report by a group of investigators of 
a department of Government. I have never seen it happen before. 
I presume it has been approved by the Bureau of the Budget and has 
the approval of the Secretary of the Department of Health, Educa- 
tion, and Welfare and, at the same time, we are considering a report 
that has not one word of commendation in it for the entire program. 
You could almost read from the report that this program should be 
eliminated entirely and the States and communities should carry on 
alone. 

Mr. Bussey. I do not know, but I certainly did not get any im- 
pression that they were to survey these programs for the purpose of 
making reports of commendation. I more or less took for granted, 
that it was a matter of trying to make suggestions for improvement 
of these programs and looking for places where some economies might 


be made. 
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ST. VINCENT’S HOSPITAL, SANTA FE 


Mr. FerNnanvez. There is certainly room for commendation in con- 
nection with St. Vincent’s Hospital at Santa Fe, Mr. Chairman. 

Mr. Bussey. Now, let us talk about Santa Fe for a minute. 

I see here in the part of the report that you called to our attention 
regarding St. Vincent’s Hospital, they refer to it as having a per- 
centage of occupancy of 43 percent. Dr. Cronin said, according to 
the statement he read into the record that it was 42.6 percent. 

Mr. Fernanpez. Yes, but we now have the facts on which that was 
based, which we did not have from the report. 

Mr. Bussey. Dr. Cronin, is there anything in the statement, in- 
cluded in the report, regarding the occupancy at St. Vincent’s Hospital 
at Santa Fe, N. Mex., which is not rae | 

Dr. Crontn. All I know, Mr. Chairman, is that the telegram we 
received from our Dallas regional office indicated that the occupancy 
rate for the 354 days, as read into the record was 42.6 percent, but 
that the mental hygiene wing of this hospital was not open. 

What is in the report I do not know except what you have read 
to me. 

Mr. Bussey, Is there anything else in the report except that state- 
ment of occupancy, Mr. Fernandez? 

Mr. Fernanvez. Yes; St. Vincent’s Hospital is listed along with 
several others, about which I know nothing, and it says in the report: 

This factor is again being emphasized because of continuing evidence of low 
occupancy with its corollary, overextension of hospital plant— 
and there certainly is not an overextension of hospital plant in Santa 
Fe, I will say to the chairman. 

Mr. Bussey. Of course, I do not think you should pick just one. 

Mr. Fernanvez. I picked out the only one I know anything about. 

Mr. Busvey. There are 19 examples given, and St. Vincent’s is 
only 1 of 19, so it could apply to the other 18, and not to St. Vincent’s, 
I might say to the gentleman from New Mexico. 

Mr. Fernanvez. From what we have on the record here it might 
have been just as applicable to any of the others as Santa Fe. How- 
ever, if we read them into the record Members of Congress might 
think that was factual. 

Mr. Bussey. I did not read it into the record. 

Mr. Fernanvez. Not this particular one; no. I did, and I know 
something about it, and I soul explain the situation. 


BENEFITS FROM TASK-FORCE REPORT 


Mr. Bussey. Well, Dr. Cronin, do you think that after you sit down 
with the men of the task force that worked on the Hill-Burton pro- 
gram, and have worked out the 2 or 3 constructive suggestions which 
came forth last year, that all in all it might have been very helpful 
to the committee and the Congress and the hospital division that 
handles the Hill-Burton Act? 

Dr. Crontn. Mr. Chairman, I would not presume to answer your 
question on how beneficial it was to Congress or the members of this 
committee. I think they should say that for themselves. 

As far as the benefit to the Division of Hospital Facilities in the 
administration of our program is concerned, I think it falls in the 
basic category of a mixed blessing. 
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I am glad to get information that is fundamentally right and on 
which I could base proper and appropriate action. As to information 

which is fundamentally sheet am not saying this group is com- 

ing up, or did come up with information that is wrong, but I am 

saying that they have been able to. We have lent the greatest assist- 

ance and the finest kind of cooperation that I know of, and they have 
taken up a considerable length of time, and so forth. 

Mr. Bussey. I would like to break in and say my understanding, 
from what they said of your Division, was that you were most co- 
operative. 

Dr. Cronty. Thank you. I do think to prejudge in advance what 
that group would say about me is not fair to me and is not fair to them, 
and | could not answer your question. 

Mr. Bussey. Now, as to the lack of commendation in this report, 
lam going to liken that to my own personal case politically. 

Back in my congressional district in Chicago I have 25 people that 
I call my “no” people. You can spell that k-n-o-w or any way 
you want to, but those 25 people write me at least once every month, 
and they are prohibited from saying any of the good things that might 
be said about me back in my district in Chicago. 

They report to me only the adverse and the critical things that are 
being said against me. I firmly believe that a man in politics that 
surrounds himself with a lot of “yes” people is surrounding himself 
with people who are not very valuable to him. The most valuable 
people I have in my district are the people who send me these critical 
reports of what is being said about me in the district. 

I think it is very constructive and very worthwhile to have someone 
come in from the outside and attempt to criticize a program in a con- 
structive way. 

If 2 or 3 good things come out of this report to the committee, I 
think it would have been time well spent, because certainly we are 
not in any position to go down there and check on all of these things 
ourselves and, after all, we are charged with the responsibility of 
making recommendations for large appropriations. 

Dr. Cronty. Mr. Chairman, may ten out that I did not, nor 


did any of my staff, seek any commendation of the operational 
program. 


AMERICAN HOSPITAL ASSOCIATION REPORT 


Mr. Bussey. You spoke of this report made by the American Hos- 

ital Association last year, resulting from these conferences they held 
in various sections of the United States. What suggestions did the 
association make in regard to changes in the Hill-Burton program 
that they think would be of a constructive nature? 

Dr. Cronin. Well, I think what they did, Mr. Chairman, was in 
general to discuss the program as it was operating with the State 
agency directors of the program, and there are certain situations that 
pertain to one State that do not pertain to another State because of the 
difference in character of the States in many areas. Also, in the final 
analysis, they came up with a series of recommendations which repre- 
sented the American Hospital Association’s basic stand in regard 
to this Hill-Burton program. 

Mr. Bussey. That is, of a legislative character, for consideration 
by the Congress? 


‘ 
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Dr. Cronin. It is of a character that indicates their attitude toward 
the total program. As I understand, it was to be utilized by their 
spokesmen before the Congress in their hearings relating to the exten- 
sion of the hospital survey and construction program. 

Mr. Busrry. What recommendations did they make to improve the 
Hill-Burton program over the way it is being operated at the present 
time? In other words, what did they criticize constructively and say, 
“This is the way it is operating now. We think it is wrong and this 
is the way to correct it.” 

Dr. Crontn. I know of no basic criticism that would pertain to the 
way the program was operated as a total program. They did discuss 
with the State agency program directors various things that pertained 
to their own States. They asked questions, primarily. 

I would like to read to you a summarization by the American Hos- 
pital Association. This is in Architectural Record for March 1954, 
which is published by the F. W. Dodge Co. and is part of a reprint 
that was put out entitled, “Hospital and Health Facilities” and it 
takes up the President’s new program and makes comments about the 
Hill-Burton program in toto and winds up with 15 statements that 
they say—and I know it is true—were the deductions of the American 
Hospital Association as a result of these grassroots conferences. 

Item (1) was: 

There has been general acceptance of the Hill-Burton principles and program. 

(2) Hill-Burton is a well administered program. 

(3) It has resulted in better patient care through licensure of hospitals and 
improved standards of health care in hospitals and health centers. 

(4) Hill-Burton has provided a better distribution of hospitals and related 
health care. 

(5) Organized planning for hospital and health needs of all the people has 
been stimulated. 

(6) Better architecture is one of the many excellent byproducts. 


(7) Staffing and operational problems, even in small hospitals, have been 
partially met. 

(8) Hill-Burton has stimulated better hospital administration. 

(9) The program has preserved States rights. 

(10) State advisory councils have contributed to broad thinking and sound 
planning. 

(11) It has been an asset to civil defense. 

(12) The program has advanced the cause of hospital safety. 
(13) Hill-Burton is an effective pattern of Federal, State, and local coopera- 
tion. 

(14. Present authorization of $150 million is adequate. 

(15) Present allotment formula is acceptable. 


Mr. Goble, the editor of this magazine, Architectural Record, states : 


It is clear that, at a critical period, the Hill-Burton program has been reexam- 
ined and has passed its tests cum laude. It is clear also that this satisfactory 
experience promises well for the continuation and extension of the whole 
program of health facilities. 

Mr. Bussey. What was the last one about the Hill-Burton 
formula? 


Dr. Crontn (reading) : 
Present allotment formula is acceptable. 


Mr. Bussey. How did they arrive at that conclusion ? 
Dr. Cronty. These men, Mr. Chairman, I would like to point out, 
are all experts in the field of hospital administration and represent in 
aggregate perhaps the largest group of competent hospital adminis- 
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need for hospitals, and the conduction of the administration of 
hospitals. 

r. Bussey. I would assume that, but tell me what they did in 
arriving at those conclusions. 

Dr. Cronin. I attended the Washington, New Orleans, and Chicago 
meetings. I was unable to go to the Salt Lake City meeting because 
of congressional activities that required my remaining in Washington. 
The three meetings I attended were conducted in this manner: They 
were broken up in four groups and some outstanding hospital author- 
ity stood at the blackboard and with a piece of chalk wrote on top of 
the blackboard: “What is wrong with the Hill-Burton program?” 
Then they spent a number of hours writing down what was wrong 
with it, and then they spent a similar number of hours on what was 
right with the Hill-Burton program. 


CRITICISM OF PROGRAM 


Mr. Bussey. What were the things they thought were wrong with 
the Hill-Burton program ¢ 

Dr. Crontn. In some sections of the country they said the allot- 
ment formula was not equitable. Another item which they put on the 
blackboard was that in some sections of the country, and even within 
the regional groups the statement would be made that the hospitals 
were unable to be staffed. And similar questions were raised. With- 
out any regard to the validity of them, the questions were put on the 
blackboard. Then the group on the afternoon and morning of the 
second day discussed each one of those statements and arrived at a 
consensus of opinion within that group as to whether or not that 
statement was correct and whether or not the statement was properly 
worded and meant what it said, and so on. So that in eessence they 
nailed down specifically many of the alleged criticisms, and on the 
the other side alleged good points, and in the final analysis came out 
with a groundwork upon which they could base specific statements. 

As a result of discussions concerning the first item I mentioned, that 
the allotment formula was not equitable, it was withdrawn and the 
American Hospital Association came out with item 15 as read that 
the present allotment formula is acceptable. 

It was in that manner that they handled all those various items of 
criticism and also of advantages. The same type of thing was gone 
through on all those items that I read and these were the final deduc- 
tions which represented the thinking of the aggregate hospital peo- 
ple throughout the Nation. 

I think the interpretation of those things by this group is a quite 
valid criterion of what the program is doing and what it is represent- 
ing. ‘This is so also, I think, in regard to the so-called task force re- 
port. I think the interpretation of many of the items that have been 
read to me is one that has to be approached with very keen judgment 
and knowledge of the factual material listed and so on. 

Mr. Bussey. You read 15 points as I recall it. 

Dr. Cronin. That is right. 

Mr. Bussey. I would say without any hesitancy that I not only 
would subscribe wholeheartedly to the first 14, but I could write those 
without any conferences on the Hill-Burton program. Just as Jef-. 
ferson said, “These truths are self-evident.” 
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Regarding these criticisms or alleged criticisms, let us say, which 
were the object of discussion at these conferences, where is there a 
record of what conclusions they came to on these criticisms? 

Dr. Crontn. Mr. Chairman, I think that record was inserted in 
the hearings before the House Interstate and Foreign Commerce Com- 
mittee and the Senate Labor and Welfare Committee in relation to 
the extension of the Hill-Burton program which did pass last May. 
Also, the American Hospital Association—and they have a Washing- 
ton office here—I am very certain has this material printed, and if 
you so wish, I can acquire it and put it in the record. 

Mr. Bussey. I do not care whether it goes in the record or not, 
but I was interested in just how they arrived at the factual conclu- 
sions in answering these alleged criticisms. 

Dr. Crontn. I think the facts were derived from these outstanding 
and competent people. 

Mr. Bussey. They must have worksheets or something where they 
stated their views. 

= Cronin. These men are spending their lives doing this type of 
wor 

Mr. Bussey. I know it. 

Dr. Cronyn. And many of their basic experiences, after 25 or 30 
years of working in the hospital field, very definitely are factual, 
and they carry those experiences with them when they attend those 
meetings, and it was in order to, as one said, “definitely lay the 
ghosts in the aisle,” that the conferences were held. There were 
presumptions about this program, and it was through a meeting of 
this kind down at the te where these hospitals are that these 
presumptions were found to be factual or unfactual, and what came 
out of the meetings were the factual statements of the American 
Hospital Association. 

Mr. Bussey. I think they are to be commended for approaching the 
problem in that manner. 

Somebody might misinterpret the real reason why I go through 
the method of interrogation that I do, but let me illustrate it this 


way: 

Twit in the securities business for, I will say, 32 years. I had m 
own business for 22 years. In teaching men how to approach their 
prospective customers, and try to convince them of the value of the 
security they were selling, I told them that one of the approaches 
I always made to the prospective client was to say, “let us take this 
security and paint it as black as we possibly can; let us think of all 
the objections we can to this security as an investment; and after we 
get through painting it black, if there is a little white spot left there 
is at least some merit to it.” 

I think we do a constructive job which has a tendency to improve 
not only the Hill-Burton program but many of the other programs for 
which we are asked to recommend appropriation of Federal as 
by a system of interrogation to try to bring out what might be allege 
defects or criticisms of the program in order to get the answers on the 
record. I still want the record to show that as far as the program is 
concerned, I am still for it. 

Dr. Cronin. Thank you, Mr, Chairman. I was very pleased to go 
through these interrogations, because I think it gives us an opportunity 
to acquaint everybody with the program. 
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Mr. Bussey. There is certainly no desire on my part to try to 
embarrass a single soul who ever comes before this committee. It 
is just a matter of getting the facts on the record. 


HOSPITALS BUILT IN TOWNS OF 5,000 OR LESS 


Doctor, somewhere in the interrogation this afternoon, in response to 
a a from Mr. Fogarty, you made some mention of the number 
of hospitals that had been built in towns of 5,000 population or less. 
What was that figure? Was it 60 percent? 

Dr. Cronin. Mr. Chairman, as of December 31, 1953, there were 
2,192 projects approved, which will add 105,702 beds and 447 health 
centers and a number of related health facilities. 1,395, or 64 percent 
of these projects, adding 58,372 beds, are open. 662, or 30 percent, and 
39,909 beds, are under construction; and the remaining projects, with 
7,420 beds, are in the preconstruction stages. 

The difference between the 1,395 projects and the 1,550 projects I 
mentioned is that the 1,395 projects are hospital projects and the others 
are related projects through which there are no beds added. 

Mr. Bussey. What is the total number of beds in those 1,395 
projects? 

Dr. Cronin. In the 1,395 hospital projects, 58,372 beds are now open 
and in operation as of December 31, 1953. 

Mr. Bussey. How many of the 58,372 beds are in towns of 5,000 
population or under, and how many are in towns of over 5,000 popula- 
tion ¢ 

Dr. Crontn. Of the new general hospitals approved, 58 percent 

Mr. Bussey. I am talking about beds. What is the number of beds, 
of the 58,372, in towns of 5,000 population or under? 

Dr. Cronin. We do not have it broken down that way. 

Mr. Bussey. How can you get a percentage unless you do? 

Dr. Crontn. In terms of the projects we can get a percentage. 
Fifty-eight percent of the projects are located in communities of less 
than 5,000 and 8 percent in cities of 50,000 and more people. 

Mr. Bussey. Will you supply that information for the record ? 

Dr. Crontn. We will be glad to. 

(The requested information follows :) 


HospPItTaL CONSTRUCTION PROJECTS 


Beds added in communities of less than 5,000 population, April 30, 1954: 
25,161. 


PROJECTS READY TO BE STARTED UPON AVAILABILITY OF FUNDS 


Mr. Bussey. What is the total number of projects that have been 
approved by State planning boards that are ready to go ahead with 
construction as soon as funds for 1955 are available that cannot be 
taken care of with funds that have already been es eg for 
fiscal year 1953 and fiscal year 1954? Also how much Federal funds 


would be required for this group of projects? 

Dr. Cronin. In response to a request from one of the Senators, to 
Mrs. Hobby, the Secretary, which request was worded something like 
this: 
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If the Hill-Burton funds were unlimited, how many projects are 
currently on the desk or known to the State ageney program direc- 
tors that are in a position to proceed in fiscal year 1955 if there were 
no ceiling on the Federal funds? 

As a result of that inquiry—and a similar inquiry was made for 
1956-57—the following statistical information was acquired: 

Through 45 States reporting—the other 8 did not report to us— 
there are 669 projects, totaling in the aggregate 41,436 beds, the total 
estimated cost of construction of which would be $681,673,000, and 
the Federal share of those projects which could be covered if the 
money was available, and that would be ready to proceed to the best 
of ovr knowledge from reports from the States in fiscal 1955, would 
be $270 082,000. 

Mr. Bussey. Is that just 1955 or 1956 and 1957 too? 

Dr. Crontn. That is for 1955. For 1956 and 1957 there are 795 
projects totaling 64.618 beds at an estimated total cost of $992,842,000, 
of which the Federal share would be $406.692.000 for 1956-57. 

Mr. Busney. That is sort of an “iffy” question put by the Senator, 
and that is not the question I asked. I say it is an “iffy” question 
because there is the assumption that the State planning boards would 
approve all those known projects, and I do not believe they approve 
all the projects. 

Dr. Crontn. Those projects are anprovable projects. The State 
planning boards have knowledge of these projects and they are ap- 
provah'e under the terms of the act. 

Mr. Bussey. That still does not answer my question. My question, 
as T will restate it, is this: 

What is the total amount of projects, in number and dollars, that 
have already been anpnroved by the State planning boards that are 
ready to go ahead with construction if funds available for 1955 are 
appropriated that cannot be taken care of under the 1953 and 1954 
appropriations ? 

Dr Crontn. That is the fievre I gave you, 669 projects amounting 
in Federal monev to $270.082,000. 

Mr. Bussry. Those have been approved as projects that definitely 
will receive Hill-Burton funds? 

Dr. Cronty. They cannot approve projects in the States. Mr. Chair- 
man, until the appropriation is available for approval of the projects. 


CHRONIC BED RATIO 


Mr. Bussey. There was some discussion earlier that in regard to 
the formula of 4.5 beds per 1.000 population, in reference to some 
statement in the task force report, I believe it was stated that they 
did not include an additional 2 for chronic cases which, according to 
your testimony as I recall it, should increase the figure to 6.7. 

Dr. Cronty. 6.5 minimum and in the less populated States, or States 
where the densitv of population is sparse, it goes up to 7.5. 

Mr. Buspry. How is two arrived at? t 

Dr. Crontn. Two is the ratio in the present Hospital Survey and 
Construction Act. The figure is two beds per thousand for chronic 
ep and beyond that figure the Federal funds cannot be used in 
any State. 
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Mr. Bussey. If those chronic beds were built, would that contem- 
late removing people from nursing homes and different small estab- 
ishments where they are at the present time? 

Dr. Crontn. It has no relationship to the type of patient that is in 
the nursing homes. The chronic type of patient referred to in the 
Hill-Burton Act is the patient that requires hospitalization and folk 
in the nursing homes do not require hospitalization. 

Mr. Bussey. Since we have to answer a roll call, I think we will 


adjourn until 10 o’clock tomorrow morning. 


Tuourspay, May 13, 1954. 
Mr. Bussey. The committee will come to order. 


PAY RAISES VERSUS NEW PROJECTS 


Dr. Cronin, I noticed an article in the New York Times of April 
29 of this year which is headed “Hospital Body for Pay Rise at Ex- 


pense of New Projects.” 
The article is not very long, so I think I will read it all into the 


record so we can get your comment on it: 


The board of hospitals recommended yesterday that $6,842,711 of new projects 
be deferred and that the money be used instead to raise salaries of nurses and 
other professional workers in existing facilities. 

It is more important to counter critical shortages and strengthen present 
services than to open new hospitals and related undertakings, members of the 
board told Mayor Wagner and his advisers at a closed meeting in city hall. 

Aware that it must operate within the 1954-55 budget of $120,670,452, the 
city’s top hospital policymaking group suggested several moditications. If the 
board’s plan is approved, the following projects would not be opened in the 
coming uscal year: 

The tirst 500-bed section of the new East Bronx Medical Center, scheduled 
to open July 1. Estimated saving, $2,660,000. 

The second 900-bed section, slated to open April 1, 1955. Estimated saving, 
$2,500,000. 

New Metropolitan Hospital, a 1,050-bed facility at 24 Avenue from East 97th 
to 99th Street, scheduled to open on February 1, 1955. Estimated saving 
$530,000. The hospital would replace the old hospital of the same name, Welfare 
Island, which is to be demolished. 

A 220-bed addition to Queens General Hospital. Estimated saving $631,711. 

The beard suzgested also that reconstruction of a part of Kings County Hos- 
pital, and new laboratories and other facilities to be built at other city hospitals 
also be dropped from the 1954-55 budget. 

As un alternative to deferring the opening of new projects, the board sug- 
gested that it might be advisable to consider closing down part or all of some 
old hospitals. No institutions were mentioned specifically. 

The money to be saved by the elimination of new items show go for salaries, 
the board told the mayor, so that the city could be in a better competitive 
position to attract professional hospital help. 

The members reported that the chronic nursing shortage was getting worse. 
While voluntary hospitals are paying only slightly more than the city scale 
of $2,230 a year, the Veterans’ Administration is cffering nurses $3,740, they 
noted. 

It was suggested that nurses, technicians, and other prefessional workers 
receive at least $150 a year more than the 1954-55 budget provides. Abraham 
D. Beame, the budget director, noted that the new scale would be higher than 
in 1953-54 because of the across-the-board rise contained in the new budget, 
He also argued that any further increase might touch off wage demands not 
only by city workers but by professional workers in the voluntary and Veterans’ 
Adm-nistration hospitals. 

Mr. Beame also opposed a recommendation that hospital workers on the- 
afternoon and night shifts be paid a differential. He said that firemen, police- 

men, and other city employees would demand similar treatment. 
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Although Mayor Wagner reportedly was sympathetic to the proposal to alter 
the budget lines within the overall framework, he would not commit himself 
at this time. He suggested that the board meet again with him after the 
subject had been discussed with Dr. Basil C. MacLean, the new hosiptal com- 
missioner who is to be sworn in Monday at 10: 30 a. m. 


The hospital department’s 1953-54 budget is $114,336,029. It had asked 


for an increase of $25 million for the next fiscal year, but was allotted only 
$6,334,000 more. 


i wow do you think of that policy recommended by the board, Dr. 
ronin 

Dr. Cronin. Mr. Chairman, I would prefer that Assistant Surgeon 
General Jack Masur answer your question, because Dr. Masur in his 
professional career in the last 23 years has naa a great deal of time 
in New York City as the director of one of the large hospital systems 
in New York City. I feel that he is much more competent than 
I am to answer with respect to the situation in New York City. 

Mr. Bussey. All right, Doctor. 

Dr. Masur. Mr. Chairman, the dilemma in which the municipal 
hospitals of New York City find themselves at this time is a very 
complicated one. As a matter of fact, it was just this last Friday 
evening that I met with a number of superintendents of those hospitals 
and the commissioner of hospitals. 

They have, as you know, about 20,000 beds, and some 35,000 em- 
ployees in New York City, and for the past 10 years, perhaps 15 years, 
and, especially, within the last 5 years, they have had an extensive 
building program going on to replace some of their old institutions 
which, in some instances are over 100 years old, and which are now 
ancient, dilapidated things. They have embarked on a program for 
the replacement of those old hosiptals rather than spending great 
sums of money to remodel and improve them, and rather than come 
up with a lot of revamped old relics. 

They have appointed one of the most capable hospital adminis- 
trators in the country, Dr. Basile MacLean, of Rochester, Minn., as 
their hospital commissioner. 

The salary for the commissioner, as approved in the administration’s 
overall program, was raised from $15,000 to $25,000 a year. 

They have not only an exceedingly high turnover of patients in 
their group of municipal hospitals but, indeed, in some instances, if 
I may use the term “occupancy rates” after all of the talk that we 
have had here about occupancy rates, their occupancy rates run up 
to 110 percent which means, from my own experience 20 years ago 
as an intern in Bellevue ns means running patients down the 
hall, out into the corridor, and up to the elevator. 

Now the administration in New York City has declared itself in 
favor of better wages and working conditions for all employees in 
the hospitals in the city of New York, and one of the most acute 
manifestations is in their hospitals which, because of the poor build- 
ings they have and the crowded conditions which exist, and due to 
low salaries paid make working conditions there very unfavorable. 

The dilemma, then, is do they spend their limited resources on 
paying more salaries for employees to try to compete with other 
institutions, not only in New York City, or elsewhere, or do the 
attempt to replace some of these very badl ang srg ly facilities? 

The rise in the number of patients cared for by the municipal- 
hospital system has been a steady thing, and that is a problem, the 
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answer to which the mayor and his advisers do not yet know, I am 
informed. This board action about which you read was taken after 
a great deal of deliberation, and they have apparently chosen to 
think that a salary raise would be the lesser of the two evils with 
which they are confronted. It is a serious problem. 

Mr. Bussey. Dr. Cronin, do any of the hospitals named in this 
article participate in the Hill-Burton funds? 

Dr. Cronin. I do not know, sir. We would have to check on that. 

Mr. Bussey. I gathered from this article that most of the construc- 
tion work is already done. I just wondered if that was a wise policy 
to follow generally, to try to bring these salary levels of the personnel 
up at the expense of opening new hospitals. 


HOSPITAL PERSONNEL SHORTAGE 


I hear so many different agencies and people talking about the 
terrible conditions that exist because of the shortage of nurses, and I 
agree 100 percent with them, but we do not seem to be doing much 
to correct the situation. What does your Division do to try to kee 
the personnel, that is necessary to man these hospitals, abreast wit 
the construction program ? 

Dr. Cronin. Mr. Chairman, we do not have adequate funds with 
which to acquire personnel to engage in a very large program of any 
kind relating to hospital personnel. We do lend our assistance, 


which is assistance predicated on the experience of the personnel 
that we do have, through the Division of Nursing Resources in the 
Public Health Service, which is a very small Division made up of 


several very competent nurses, who are well aware of their total 
relationship in the role of the Public Health Service in trying to aid 

a any way they can in the acquisition of nurses for all fields of 
ealth. 

We have no money to put into studies. 

We frankly are in the position of a mendicant to get the State 
agencies to give us whatever information they can on a volunteer 
basis through a questionnaire form, and we are currently using it 
now to find out where the nurses are coming from to staff our hospitals. 

We are well aware, because we do attend meetings with the other 
Federal agencies, of their nursing problems, but as a divisional pro- 

ram we do not have either the resources or the personnel to enter 
into a program of that kind. 

I would like to point out again that under the basic Hospital Sur- 
vey and Construction Act, as amended in Public Law 380, 81st 
Congress on October 25, 1949, there is authority for the Public Health 
Service on a } ype type of basis to grant moneys to individuals, uni- 
versities, an groups of individuals and associations to specifically 
study the development and utilization of hospital services, and we 
certainly would cover the personnel situation and also hospital re- 
sources and the promotion of coordination by administrative action, 
research, and study in the useful application of their results. 

Now, as I testified yesterday, that — was presented to the 
Congress and in the House it was defeated by a vote of 79 to 78 3 years 
ago. Since that time we have not acquired any money for this pur- 
pose. The funds which are made available to us are, frankly, not — 
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really sufficient to take care of the operational mandates of the Hill- 
Burton program now. Much as we would like to get into it we have 
had to do it on the basis of cooperation, frequently attending meet- 
ings after hours and on weekends, not in official time, at no expense 
to the Government. 

Mr. Busser. It did not take me long to come to the conclusion, 
after I had talked with a couple of dozen different administrators 
of hospitals on this nursing problem, that the one controlling factor, 
and it did not take any half million dollars’ worth of survey to 
determine it, was the fact that the younger girls are not being at- 
tracted into the nursing profession because of the salary that they get 
after going through these years of training in comparison to what 
they could get in private industry and private employment. 

Something, in my judgment, at least, has to be done to raise the 
salaries of the nurses in these hospitals if they are going to attract 
nurses to them. I think that is the fundamental problem involved 
here, and if we can overcome that in some way or another we will see 
a great many more girls taking up nursing training in the future. 
T do not know if that agrees with your views or not, but that is one 
of the conclusions T have come to. 

Dr. Crontn. Mr, Chairman, I agree whole-heartedly that the gir!s 
who are in the nursing profession, and who are today attracted to it 
should be paid commensurate with the duties that they perform, and 
the service that they render. There is no question about that, and, 
being a physician, I have a great feeling of attachment to these gir!s 
who dedicate their life to the service of mankind through the service 
of nursing. I think they are underpaid too, sir, but I do not think 
anvbodv has the total criteria for the shortage of nurses. 

Mr. Busrry. No, IT admit that there are many other factors, but 
T think that is one of the major ones. 

Dr. Crontn. I would like to call vour attention to a publication 
entitled. “Meeting Your Hospital Personnel Shortage,” from the 
Office of Defense Mobilization and the Health Resources Advisory 
Committee, August 1953. This was an official publication of that 
organization, and they cite here several statements about the increased 
demand for nurses which I think we are all aware of. Under the title, 
“Recruitment Is Good,” they make several basic points which I think 
are very important. One is that: 

More nurses are practicing their profession than ever before. In addition, 
nurses who have retired from practice (mostly because of marriage) form a large 
pool potentially availab'e in the event of a national emergency. 

A larger proportion of girls are entering nursing than ever before (the propor- 
tion now is higher than at any time except for the period 1943-45), which are the 
war years, 

Mr. Bussey. I think that is self-evident because of the increase 
in population in the country and the increase in beds that we have in 
the hosnitals. We have to have a larger number. 

Dr. Cronin. They go on to say: 

But, because of the low birth rate in the depression years, the number of girls 
who enter nursing school each year is now lower. ° 

That is, in my opinion, a very important factor. They can pay these 
girls whatever they want to pay them, but if there are not enough ladies 
who want to go into the profession of nursing because there are not 


en 
ti 
m 
vi 
el 
Ww 
tl 
a 
k 
a 
s 
1 
1 
] 
t 
t 

1 


755 


enough ladies available, I do not see how the pay is going to help en- 
tirely in that situation. 
ey go on further to say: 

The average working life of a nurse is longer than ever before, largely because 
many more married nurses are working. 

The increased total volume of available nursing services, however, still does not 
meet the increased demands for nursing services resulting from the factors pre- 
viously listed. There is, therefore, but one inescapable conclusion—there are not 
enough nurses to meet the hospital demand and there is no indication that there 
will be in the foreseeable future. This problem cannot be solved by maintaining 
the status quo and waiting for the return of the “good old days.” It can be met 
only by modernization of our techniques of utilization. 

What they have reference to there is that the nursing profession is 
aware of the situation. I know they are aware of this situation, and I 
know that they are doing whatever they can to define more specifically 
and exactly the duties of the nurse who has a R. N. degree. 

The utilization in recent years of the so-called nurse’s aide and the 
so-called auxiliary workers in the field of nursing is something that is 
receiving a great deal of consideration and a great deal of study. It 
is something that cannot be resolved overnight. It is something that 
has to come about by educational activities, not only in regard to the 
teachers of nursing, but in regard to what those teachers of nursing 
should teach; and, in regard to the medical profession, to acquaint 
them with the types of personnel that are available to help the medi- 
cal profession in the care of patients, and, as a matter of fact, it goes 
through up to the hospital administrators. 

Dr. Masur. May I add just a word to that, Mr. Chairman? You 
will recall the other day when Dr. Hunt was testifying on behalf 
of the medical-care program that you asked him a number of searching 
questions concerning the availability of nurses and the utilization of 
nurses in this country, and at this point, sir, I would simply like to 
refer back again to a few studies which are being made by Miss Arn- 
stein and her group in the Division of Nursing Resources. One study 
relates to the proper utilization of the head nurse. 

There is a very popular booklet which has just come out, and they 
completely sold out their copies of the first publication, on the training 
of nurse’s aides. 

It is along these lines that I think your original inquiry was di- 
rected, Mr. Chairman, and I would like to say that with that limited 
staff I believe that the returns received are very great, and we are 
coming to a better understanding on the part of hospital administra- 
tors, and nursing administrators that insofar as we can quickly in- 
crease the supply of graduate nurses we aid a great deal in using those 
individuals effective y and continue them in service so that with ade- 
quate supervision we can get better nursing care. 

Mr. Bussey. One reason I brought up this point in connection with 
this particular appropriation, even though we are mainly concerned 
with ses tg construction, is because I think that there is not only a 
relationship, but a responsibility to see that if we are going to build 
beds, that the personnel is available to man these hospitals and put 
them on an efficient basis. 

Dr. Masur. There is no question about that. 
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NURSING SERVICE STUDIES 


Mr. Bussey. I have here stacked up before me quite a number of 
hospital nursing service books, and some of them are very fine. 
ere is one I mentioned the other day, concerning which Indiana 
did a very fine job. Here is a very fine study of St. Mary’s Hospital 
at Evansville, Ind. Here is one put out by the Federal Security 
Agency in 1950. Also a report on the current supply and future needs 
of the people of Illinois for nursing services. tt was given to me by 
the Illinois State Nurses Association. 

I would like to see someone bring about a national conference of 
all the people dealing with and interested in this nursing problem, to 
formulate a sound program for developing more nurses in training 
and get enough publicity throughout the country so that it will have 
a continuing effect upon the people that might be attracted to the 
nursing profession. 

Mr. Foearty. Will the gentleman yield? 

Mr. Bussey. Yes. 

Mr. Fogarty. I want to say, for the record, that I think you should 
be commended because you have been bringing to the attention of all 
of these constitutents in the Public Health Service this particular 

roblem. Perhaps you could, in your report, direct the Public Health 
Service to call a conference on this. ere is going to be a bill up 
today in the House for a White House Conference on Education, and 
I presume you could direct the Public Health Service or the Depart- 
ment of Health, Education, and Welfare to call a White House Con- 
ference on this, could you not? 

Mr. Bussey. Well, it is a subject I am tremendously interested in, 
and I thank the gentleman for his remarks. Off the record. 

(Discussion off the record.) 

Mr. Bussey. Speaking of the utilization of nurses that have mar- 
ried and have families, there was one rather interesting project that 
was carried on by the King’s Daughters’ Hospital at Staunton, Va., 
that was working very well. They were able to purchase a residence 
adjoining the hospital and they provided someone to take care of the 
children of the married nurses. In that way they recruited quite 
a number of local nurses that had become heads of families. 8 
children were given good care during the day when the nurses were 
working in the hospital. 

I just mention that because that is one of the things I found they 
were doing. 

Dr. Crontn. We know that hospital, Mr. Chairman. That is one 
of our hospitals in this program, and the people of Staunton are very 
alert and enlightened on the health care of their people; and, they 
are doing a very fine job. 

Mr. Bussey. Incidentally, I have some of the data I picked up at 
the hospital including their charter and bylaws and a brochure on how 
they went out in the community to raise their matching funds which, 
frankly, I think is a pretty model for other communities to fol- 
low. They really did a mighty fine job down there and the com- 

munity is very proud of their accomplishment. If you or anyone else 
would like to have these brochures I would be very happy to turn 
— over to you, because I think they did a mighty fine job down 
ere. 
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Dr. Cronin. We would like to have that material, Mr. Chairman, 
because we like to have as complete and as nice a file as we can on all 
of our projects. 

Mr. Bussey. Well, I have other material in the office that you 
might just as well have, and I would be very happy to turn it over 


to you. 
EFFECT ON FEDERAL CONTRIBUTIONS OF DONATIONS BY CONTRACTORS 


Now, Dr. Cronin, I would like to explore for just a moment the 
policy in regard to the situation where the person or company that re- 
ceives a contract on a Hill-Burton hospital kicks back a certain per- 
centage of their profits to the hospital. That is not always, as I under- 
stand it, taken into consideration in the report of their fund-raising 
program. What have you encountered in that connection ? 

Dr. Cronin. Well, the auditors have called to our attention on sev- 
eral of the projects—I cannot name them specifically—that there has 
been a question in their minds that a certain individual, in contributing 
to a hospital fund campaign, if he was a merchant in the town, for 
example, had contributed the worth of the particular item that was 
seer from him, and the allegation, or the inference was that the 

ospital knew that they were going to get the article for nothing but, 
nevertheless, they claim credit for it on the list they submitted as costs. 
Obviously in such situations where an audit exception is taken, the 
auditor does that in the proper performance of his job, and we do sus- 
tain the auditor. In our opinion, and I am not the Office of the Gen- 
eral Counsel, the kickback, as it is commonly referred to, is not a prac- 
tice which is to be condoned in any way. It is wrong, and any instance 
of that kind which we may become aware of, and where we Bove sufli- 
cient evidence to support the allegations that it is a kickback, very 
definitely that sum of money that the Government participated in or 
was asked to participate in is not given to the project sponsor; and, 
I think that is the correct procedure. 

Mr. Bussey. Without naming the specific instance, I found one 
situation where it was so flagrant that you could not miss it, because 
they made everybody kick back a certain percentage. They had it 
figured down to the penny on a percentage basis. So, I am glad to hear 
that. you follow the policy of disallowing that. 

Dr. Cronin. In addition to that, Mr. Chairman, and I am not aware 
as an individual about the operations of the hospital if their basic 
motivations were on such a flimsy basis, it is obviously dishonest. 


POLICY REGARDING SALE OF PROGRAM EQUIPMENT BY PROJECT SPONSOR 


Mr. Bussey. I would like to get your thinking on another situation. 
In the hospital at Mena, Ark., which was built with the help of Hill- 
Burton funds, they had purchased some dental equipment, and then 
later on had sold that dental equipment to the hospital at Fort Smith, 
Ark., a hospital that had been built with the help of Hill-Burton funds. 
Where you find a situation like that, what is the policy of the Depart- 
ment on retrieving the Federal participation ? 

Dr. Cronty. I know nothing of this project, as you have referred 
ittome. We could find out about it and put a statement in the record — 
on it. 
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Mr. Busrery. I would like to have a statement for the record. 
(The matter referred to is as follows:) 


PoLK County MpMorIAL HospitaL, MENA, ARK., Proyect No. 4 


The Polk County Memorial Hospital, located at Mena, Ark., was constructed 
at a total cost of $324,157 of which the Federal share was $106,264. This 
included the purchase of equipment at a cost of $36,841.46. Included in this 
amount were items of dental equipment amounting to $3,001.17. The hospital, 
after being in operation for some time and after final audit of the project, found 
that the dental department was not utilized as planned and the equipment was 
surplus to their need. Sale of this equipment was made to the Sparks Memorial 
Hospital, Fort Smith, Ark., for $2,855.32. The money obtained from the sale 
of the dental equipment was utilized to purchase other esential equipment; in 
addition, the sponsor purchased over $2,000 worth of other equipment in which 
no Federal participation was involved. The per-bed cost of equipment for this 
hospital was less than the average cost for similar hospitals of this s‘ze. 

The Office of the General Counsel advised, in their Monthly Summary for 
April 1953, that “The transfer or disposal of equipment for which Federal assist- 
ance has been provided and which normally takes place during the operation 
of a hospital or public-health center would not constitute a basis for recovery 
under section 625 (e) of the Public Health Service Act. However, if, as a 
result of such action, the hospital or center ceased to operate as such, the Federal 
Government would have a basis for action to recover the Federal share of the 
then value of such equipment, or of the entire project to the extent of Federal 
participation.” 

Mr. Bussey. I am just exploring this policy now. Take any hos- 
pital where we have participated, let us say, for equipment to the 
extent of $10,000. They find after they open the hospital that this 
$10,000 worth of equipment is not going to be used for one reason or 
another, and they sell it to another hospital for, we will say, 50 cents 
on the dollar, or $5,000, what is the policy of your division in a situa- 
tion like that? 

Dr. Cronin. We have not run into that yet. 

Mr. Buspry. Well, there was at least one situation, as I mentioned. 

Dr. Cronin. One of the important facts that should be pointed 
out is when did they do this, before the hospital was audited and the 
project accepted and closed out by the Federal Government, or after 
the project had been-completely turned over to the community ? 

Mr. Bussey. All right, let us have the policy in both instances. 

Dr. Crontn. I would ha¥e to consult with legal counsel to give you 
a specific answer to that question, because I think that is a legal 
question. 

Offhand, if the material before the hospital was opened was on the 
equipment list, say it was a dental chair, if that is what you refer to 
and the project found that they had no use for the dental chair, an 
they wanted to acquire some other item of necessary, essential equip- 
ment, which, because of the limitation of funds they were unable to 
acquire, and they turned in or disposed of the dental chair and with 
the funds received purchased some other item of essential and neces- 
sary equipment I would think that would be a perfectly all right situ- 
ation. But there, again, I say I would have to have the advice of legal 
counsel as to the rules and regulations from a legal point of view con- 
cerning the Federal Government. We do not make these decisions, 
Mr. Chairman, at my level or my headquarters level without the 
advice of legal counsel because we do not feel competent to do so, and 
legal counsel often ask for many other items of information concerning 
it which we do not have, and which we try to acquire. 
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We might point out that in the law, sir, in section 625, subpart E, 
and I wit ques: 

If any hospital for which funds have been paid under this section shall at 
any time within 20 years after the completion of construction (a) be sold or 
transferred to any person, agency, organization (1) which is not qualified to file 
an application under this section or (2) which is not approved as a transferee 
by the State agency designated, pursuant to section 623 (a) (1), or its successor, 
or (b) cease to be a nonprofit hospital, as defined in section 631 (g), the United 
States shall be entitled to recover from either the transferor or from the trans- 
feree (or in the case of a hospital which has ceased to be a nonprofit hospital) 
from the owner itself for an amount bearing the same ratio to the value (as 
determined by agreement of the parties, or by action brought in the district 
court of the United States for the district in which such hospital is situated) so 
much of the hospital as constituted an approved project or projects, as the 
amount of Federal participation bore to the cost of the construction of such 
project or projects. 

Mr. Bussey. Getting back to my illustration: if a hospital pur- 
chases $10,000 worth of Ab gee and that has been semrovel by 
everyone clear up to your office, and they do not use this equipment in 
the hospital, but instead sell it, what recourse has the Federal Govern- 
ment. to retrieve their portion of the funds in a case like that? How 
would we know it, after the hospital is opened, and we have made a 
final audit, and given the full amount of the Hill-Burton funds to 
the hospital ? 

Dr. Crontn. Let me answer the latter question first : 

The only way we would know it is if somebody called it to our 
attention. 

Mr. Bussey. If no one called it to your attention, what would be 
the situation ? 

Dr. Crontn. We have no policing action. 

Mr. Buspry. You would have no knowledge of it, and, therefore, 
there would be no recapture of funds? 

Dr. Crontn. We have no authority under the law, nor do we have 
funds available to set up a policing action after the project has been 
turned over by the Federal Government, through the State, to the 
project sponsor. 

The selling of equipment before it is turned over does not mean that 
it is no longer a hospital project, and the question, of course, is at what 
point does it cease to be a hospital; and, there again, as far as I am 
concerned as administrator of the program, and in trying to be fair 
to everybody, I would have to have legal advice. 

Mr. Bussey. But you will furnish for the record a complete state- 
ment on the situation regarding the sale of equipment by the hospital 
at Mena, Ark.? 

Dr. Cronin. Yes, sir; we will contact that hospital through our 
regional office in the State and ask them to make a statement for us. 


DENMAR, W. VA., PROJECT 


Mr. Bussey. I want to discuss in as much detail as possible, within 
the time limits which we have, the situation at Denmar, W. Va. 

I asked that the complete file be brought this morning in case there 
was some detail which you wanted to refer to. 

This was a very disappointing visit, I might say, Dr. Cronin. First 
of all, the original hospital there was opened in 1939, and the main — 
building consisted of 125 beds. This is a regular tuberculosis hospital 


‘\ 


760 


for colored people. It is no criticism of your Division, because this 
was long before the Hill-Burton funds were being appropriated ; how- 
ever, in my opinion, it was probably one of the worst places a TB 
hospital could have been located. First of all, it is down in the valley 
between the mountains, where the fog, dew, or moisture, or whatever 
technical name might be used, does not rise until about 10 o’clock or 
10: 30, and it starts to settle very early in the afternoon. 

The road going back to this hospital is an ordeal in itself to drive 
over, and I have driven in every State in the United States. 

The closest Negro community is many miles from this hospital, 
which means that anyone visiting the hospital must leave the Negro 
settlement at a reasonably early Rane in the morning in order to get 
back to this place. 

Denmar, W. Va., consists only of the hospital. That is Denmar. 
There are no other inhabitants or facilities there of any kind, and in 
order to get back to the closest Negro settlement at night they have 
to leave rather early in the afterifoon, which means that they cannot 
have much time with their relatives or friends, whom they went there 
to visit. 

We participated in a project there with Hill-Burton funds to build 
an addition to this hospital, notwithstanding the fact that the old 
hospital was not being used to capacity; notwithstanding the fact 
that they should have had 12 registered nurses for the old hospital, 
and only had 3 at the time I visited the institution, and they were 
losing 1 of the 3 within a couple of days. They should have had 4 
doctors, including a superintendent, and they only had a superin- 
tendent who was a doctor of medicine, and three part-time doctors who 
spend less than 2 days per month there. Notwithstanding this situa- 
tion the State Board of Health of West Virginia and their planning 
division O, K.’d the project for Hill-Burton funds, and evidently the 
regional office and the Washington office must have approved it also. 

When I was in Charlestown, W. Va., the State Board of Health of 
West Virginia was meeting, and I sat in on the board meeting for 
about 2 hours and discussed a great many questions with them. This 
new wing had been completed approximately 2 years when I had 
visited the hospital, and all the equipment that had been bought 
for this new wing was still in the original crates in which it had been 
shipped to the hospital and located on the various floors of this wing, 
without ever having been uncrated, let alone put into use, because 
there were no demands for the beds to put it in use. 

Now, in addition to that, they built two very plush modernistic 
homes that were supposed to be used for doctors on the grounds. Of 

course, the only doctor they had was the superintendent. 

In addition to that, they built a very plush modernistic nurses’ home, 
what might be described as a ranch-type home, for 21 nurses. They 
have a private room for each nurse, and while we as a committee or 
you as a division are not directly interested in maintenance costs, I 
think it is worth mentioning in passing that while I was there in 
August they were getting ready to replace the entire roof of this 
nurses’ home. 

They had built a radiant heating system into the floors of the 
nurses’ home and they were continually tearing up the floor trying 
to repair this system. Although it was a brand-new building, 
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the floors were in bad shape, the walls were cracking, which was going 
to cost money to maintain. 

Now, the only reason I bring this up, Doctor, is to try to ascertain 
what can be done by your Division to prevent the Hill-Burton funds 
going into projects like I have just described. 

Dr. Cronin. Well, Mr. Chairman, from the files and the informa- 
tion which I have on the subject, at Denmar, W. Va., we had 2 projects 
there: West Virginia project No. 13, which is a 100-bed addition 
to a sanitarium for Negro patients, at a total cost of $480,000, and 
the Federal share was $160,000, which coincided with the Federal 
participating percentage at the time of the approval of this project 
under the law, which was one-third of the total cost. 

The project did include minor alterations to the existing build- 
ing of 146 beds. The justifications for the project, as presented to 
the Public Health Service regional office by the sponsor, through the 
State agency, and accepted by the State, which is the sponsor in the 
final analysis here, were approved. 

It was justified on the basis of the number of tuberculosis beds 
needed in the State of West Virginia, which is considerable, because 
it is a State that has a population group in which tubercoulosis is 
particularly prone to be found and that is in the nonwhite group. 


Because of the terrain of the State, and so on, and the economy of the 
State, and the tubercular rate and so on in West Virginia, it creates 
a situation where there is a need for beds for the care of that disease, 
particularly among the nonwhite groups. 

The State of West Virginia adequately justified the project in the 
minds of our regional office people, and the project was approved, and 


placed under construction. 

It has been audited, and it was accepted by the auditors and the 
project turned over, in the final essence, to the State of West Virginia. 

Now, project No. 23, which is the second project, is what is known 
as pickup project. In other words, the State of West Virginia had 
been doing some construction at that project, and we were asked to 
participate in the necessary amount of construction to complete the 
project, which under the law is authorized, and a legal Comptroller 
General’s ruling on it at the time was in the affirmative. 

There was also construction of a Negro nurses’ home and residences 
for two Negro doctors. On the pickup project, the estimated cost. of 
work completed was $107,000, and the estimated cost of work to be 
done was $48,000. The Federal share, then, would be one-third of the 
$48,000, or $16,000. 

The final cost of the work that was done was $67,184.41. The Fed- 
eral share, however, remained at the figure of $16,000. 

The total cost of the project work done by the applicant without 
Federal assistance was $107,000. The work y Oa with Federal assist- 
ance was $67,184.41. 

The total cost, then, of the project, was $174,184.41, and the total 
Federal funds that went into West Virginia project 23 was $16,000, 
and that was the Negro nurses’ home and residences for two Negro 
physicians. 

Now, the letter that we received, and which is in the files, com- 
pletely verifies many of the remarks which you said about the non- 
white population of the area. 
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The letter is a transmittal letter, dated June 30, and addressed to 
the Surgeon General, attention, Division of Hospitals. 

Mr. Bussey. Was that June 30 of last year? 

Dr. Crontn. June 30, 1950. 

Mr. Bussey. I see. 

Dr. Crontn. It was from our regional medical director in region 3, 
which at that time was Washington, which has included in its coverage 
West Virginia. 

The first paragraph is a transmittal letter as to the introduction to 
the project, identifying it as a project, and forwarding parts 1, 2, 3, 
and 4, and all other documents and correspondence pertaining there- 
to, and stating there was given a Public Health Service approval for 
Federal participation in the amount of $16,000, which I previously 
mentioned, effective as of June 29, 1950, the date agreed upon by the 
Public Health Service, the applicant, and the State agency. 

Paragraph 2, which is the significant paragraph here, states that— 
the State sanitarium at Denmar is for Negro patients, and the community is 
white, and that there are no living accommodations available in Denmar for 
the Negro staff at the hospital. 

Mr. Busrey. May I interrupt? There are no accommodations in 
Denmar, nor for many, many miles around there. 

Dr. Cronty. All I know, Mr. Chairman, is what my staff advised 
me. They have been there, and I have not. 

The letter further states that by providing living quarters for the 
staff outside of the hospital, although on site, the vacated space in the 
hospital enlarges the patient-bed capacity by 21 beds, and further 
states that the project covers the uncompleted portion of the nurses’ 
home and doctors’ quarters, and that 65 percent of the work has been 
completed, and that for completing the remaining 35 percent, Federal 
funds in the amount of $16,000 were being requested, and the letter 
goes on with other routine operational matters. 

It winds up and says that the completion of the work will be done 
according to the Federal requirements. The project was completed on 
the basis that this preject is eligible. It is an unusual situation. 

Mr. Bussey. I have not raised the question of eligibility for the 
funds, but I raise the question as to what could be done to prevent Hill- 
Burton funds going into a project of this kind. 

Dr. Crontn. Well, I think, Mr. Chairman, we are faced with a 
problem here that really resolves itself to this: 

Here, the State of West Virginia, who should know its problems 
better than we can, says we have a Negro hospital for the care of tuber- 
cular patients; we have a tuberculosis problem with the Negroes of 
this State; we have a dearth of facilities to care for such people, with 
such a disease, and we wish to build this institution, and we wish in the 
second project to continue with Federal help building the facilities 
that we are unable to complete ourselves; we are eligible under Hill- 
Burton Act from a technical point of view; which is all true. 

Now, the question that comes up is whether or not that State will 
put the Negro patients in that hospital who have tuberculosis from all 
over the State, and will that Negro patient stay there? 

Mr. Bussey. Along that line, have you any report on the occupancy 
or fw or not this new wing has been opened to patients since 1 
was there 
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Dr. Cronty. I do not. We do not ask for occupancy rates, because, 
again, we are not in a position to ask for those occupancy rates, at these 
hospitals, once that project is completed and turned over to the com- 
munity, such as this has been, and after the audits are completed. 

It is without the authority of the Hill-Burton Act for us to ask 
each one of these hospitals for that information, because these hospital 
administrators feel that that is prohibited under the act, section 635, 
which again says, “the Federal Government in no way will have any- 
thing to do with the operation or maintenance of this hospital.” 

When we inquire about occupancy rates it is interpreted to mean 
that the Feleral Government is coming in to check on them. Part of 
the success of the Hill-Burton program had been predicated upon the 
fact that the Federal Government, after the project is completed and 
turned over then to the sponsor, is not permitted to get into the opera- 
tion or the administration of the hospital. 

Right or wrong, that is the law. 

Mr. Bussey. I am going to agree with that portion of the law 100 

recent, because, as I have said many times in this committee and I 
probably will say it a great many more times in the future, I will not 
take a back seat to any Member of Congress for being one of the down- 
to-earth, 100-percent State-righters, but when we come across a situa- 
tion where Federal funds are going into projects of this kind I think 
that we do have a responsibility of trying to at least show them the 
error of their ways. There was no justification for an addition to this 
hospital for Negro TB patients, although what you say is true, that 
they do have a problem of a total shortage of beds. 

Dr. Cronin. That is right. 

Mr. Bussey. And, if this facility had been placed in any of a dozen 
locations which are close to the Negro population, it would have been 
filled 100 percent, and overflowing within no time, but the fact still 
remains that, located where it is, the Negro TB patients will not go 
there, and they cannot get the nurses nor the doctors to go there. 

They could not do it with their own hospital, but still they went 
ahead and approved these funds for a new wing. 

I do not hesitate to say that my conclusion, after discussing this 
with the State board of health at a meeting of the board, was not 
very favorable. First, I raised the question of why all of the Hill- 
Burton funds went into a State institution the first 2 years of opera- 
tion of the program. They very frankly told me that they had no 
application for hospital projects, and therefore put all the money for 
the first 2 years in the State institutions. They used some of the 
funds for this project, which I do not think should have ever been 
built, simply because they did not want to turn any funds back to 
the Federal Government. They wanted to use them rather than 
return them to the Federal Government. 

I think some of these things that I have explored during these 
hearings will come to the attention of the proper legislative commit- 
tee, which in the House is the Interstate and Foreign Commerce 
Committee, and that it will at least study them over and check into 
it to ascertain if they want to make any recommendation as to amend- 
age to the law as it now stands. I just hate to see funds wasted 
ike this. 

As I said, the equipment had been delivered, and was still uncrated | 
after almost 2 years, when I visited the hospital, and, for all I know, 
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it is still standing there on the floor—beds, mattresses, and all the 
other items that go to make up the equipment of a hospital. 

Dr. Crontn. Mr. Chairman, these were the decisions of West Vir- 
ginia, and in West Virginia I would like to point out that twice as 
much State money went into this project as Federal money. One 
other thing in regard to the lack of project applicants in the first few 
years in West Virginia. Each State has its own cultural pattern, and 

est Virginia has its own cultural pattern; and most of the hospitals 
in rural West Virginia are proprietary hospitals, because it is a mining 
State. They are not eligible under the Hill-Burton Act; and the 
nonprofit hospitals in West Virginia are not so numerous as they 
are in other States. The States do put Hill-Burton money into their 
own governmental hospitals, such as State hospitals. 

Mr. Fernanvez. I did not quite hear that statement. 

Did you say that the State put twice as much money into the project 
as was put in by the Federal Government under the Hill-Burton Act? 

Dr. Cronin. In this hospital, there was at least twice as much money 
eo into the project which involved State funds. This is a State 

ospital—a State-sponsored institution, and under the Hill-Burton 
Act at that time the Federal share was fixed at one-third of the total 


cost. 

So, the State had to put in at least two-thirds of the money. 

Now, this project, in the first instance, would amount to $320,000. 
That is project No. 13 in West Virginia for the 146 beds, and the 
Federal Government put in $160,000, which was in that one-third of 
the total cost. 

In the second project, the total cost of that project was $174,184.41, 
but the Federal Government’s participation was only $16,000. So, in 
the aggregate, here, the State put in the sum of $320,000 in the first 
project, and $174,184.41, or over $600,000 of State money, whereas, the 
total Federal participating money that went into these two projects 
amounted to an aggregate of $176,000. 

Mr. Fernanvez. It seems to me that that is a queer thing for West 
Virginia to do, if the assumption is to be made that they preferred to 
spend twice as much State money rather than to return the one-third 
which the Federal Government was putting up. 


INDIANAPOLIS FOOD SERVICE CENTER 


Mr. Bussry. Since we have been on this item so long, I am not going 
into the Indianapolis Food Service Center Building, Doctor, so much 
as I would like to, but there are a few things which I would like to 
clear up regarding that situation. 

Incidentally, when I was in Indianapolis, I met with the entire 
lanning board, as well as with the head of the medical school and the 
tate director of public health, Dr. Burney, whom I understand was 

a former Public Health Service officer ; was he not? 

Dr. Crontn. That is correct. 

Mr. Bussey. Is Dr. Burney carried as a reserve officer of the Public 
Health Service at the present time? 

Dr. Cronty. Dr. Burney, Mr. Chairman, is a regular Corps com- 
missioned officer. He is a career officer, and holds a commission in 
the Public Health Service of Medical Director, which is a comparable 
rank to that of a colonel of the Army, or a captain of the Navy. It 
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has been for many, many years an accepted policy in the Public 
Health Service that certain competent officers will be assigned at the 
request of the States to be their State health officers. For example, 
former Surgeon General Parron, for many years was the health offi- 
cer of the State of New York. 

We have several officers assigned to the States in that capacity. 

Dr. Burney is at the present time on leave, without pay, from the 
Public Health Service, and assigned to the State of Indiana, and is 
serving in the capacity of commissioner of their State board of health, 
and director of health in the State government. 

I would like to say further that Dr. Burney is a very capable officer, 
and very capable physician and health official. 

Mr. Bussey. I arrived at that conclusion during my discussions and 
conferences with him in Indianapolis. I must say that I was very 
favorably impressed in all my conferences with Dr. Burney. 

Do you have in your file on this Food Service Center Building any 
correspondence that would show that this project was turned down by 
the regional office in Chicago, after it was first submitted ? 

Dr. Cronrn. I do not think we have, specifically, such information 
in our files, and I know that this project was not turned down in our 
regional office in Chicago at any time. Questions were asked about 
this project, but it was not turned down, and it was not approved at 
the Federal level either for the simple reason that approval is not 
given to projects at the Federal level in any instance, as that is a dele- 
gated responsibility by the Surgeon General down through the official 
channels to the regional medical directors in the regions. 

I think one of the successes of our program, again, is predicated 
upon the fact that we have decentralization of authority from the 
Surgeon General. 

r. Bussey. When I was in Chicago checking this situation in the 
Chicago regional office, I was rather disappointed that they had no 
record of telephone conversations between Indianapolis and Chicago, 
and they had no record of conferences except in isolated cases; but 
there were many telephone calls and there were many conferences be- 
tween Chicago and Yadisniaplie on. this project. There was almost 
no record of the calls or conferences or the material that was discussed 
at these conferences. 

Is that general practice, Dr. Cronin ? 

Dr. Cronin. Very definitely not, Mr. Chairman, I think that only 
the principles of good administration would require any administrator 
at whatever level he is in any program to keep records of the contracts 
that he has made, or which were made with him in regard to a specific 
project for just purposes of good recordkeeping and good administra- 
tion, and I am surprised to find there is no record of that. 

I am very much surprised to find that, because I know that such 
records are usually kept. 

Mr. Bussey. Well when I examined the file in the regional office, 
that was my finding. They were not able to produce anything. 

Dr. Cronin. They had no record whatsoever? 

Mr. Bussey. They have a few records, but very few, in comparison 
to all the telephone calls and the conferences which were held on this 
matter. 

Dr. Crontn. We do not monitor telephone calls. 
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Mr. Bussey. This is not a case of monitoring. 

Dr. Cronin. I know. 

Mr. Bussey. This is a case of discussing problems that arise in con- 
nection with a project, and it is done to expedite matters, rather than 
writing letters. The contents or summaries of these conferences or 
a summary of the telephone calls would take the place of a letter, and 
I think it is very important that such material should be in the files. 
a does not enter into the problem of monitoring telephone calls 
at all, 

Dr. Cronty. The only reason I put that in, Mr. Chairman, was that 
we were asked if we had recordings of our telephone conversations by 
the investigator, and we told him we did not, either at the headquar- 
ters level, nor did I assume that we had them at the program level in 
the field, because we do not believe in that type of administration. 

That is the only reason I offered that remark. I agree with you, 
very definitely, 

Mr. Bussey. | am glad to have you volunteer that statement, be- 
cause as far as I am concerned one could monitor any telephone call 
which I make. 

Dr. Cronin. I have no objection to a call being monitored, but it is 
a question of stenographic time, with me, in this program. I heartily 
agree with you that any program staffman should keep records of 
important. and pertinent conversations concerning projects, but to 
stenographically record telephone calls, I think, is a waste of time. 

Mr. Bussey. Has a final determination been made in regard to ques- 
Sranen eligibility in different areas of this building, such as the gift 
sho 

Dr. Cronin. That project has not been finally approved, in all of 

the segmented parts of the project, Mr. Chairman. 
_ Mr. Bussey. It was dedicated as principally a student union build- 
ing, and it is located in downtown Indianapolis. I think if I were 
in the hotel business in Indianapolis, I would have entered a protest 
about some of the facilities in this building as competing with my 
business. 

Dr. Cronin. Mr. Chairman, I have heard this project referred to 
as a student union facility before, and I would just like to say that 
so far as the Public Health Service is concerned, our participation was 
in a food service center, and the project scope was defined as to 
rendering services implied in that title, and we did participate in the 
food service center, but we did not participate in the student union 
building aspect. 

Mr. Bussey. In light of your experience and the volume of discus- 
sion and correspondence, which have gone on over a period of a few 
years regarding this building, do you think helping to finance this 
type of building was the original purpose of the Hill-Burton Act? 

. Cronin. Mr. Chairman, I would like to quote here the declara- 
tion of purpose of title VI of Public Law 410. 

Mr. Bussey. I am asking you for your own opinion. I know what 
the law is. 

Dr. Cronin. It is predicated upon this. 

Mr. Bussey. I know that you must administer the law, and I ap- 
preciate that, but I am just trying to get your general thinking on 
this question, irrespective of the law. 

Dr. Cronin. If you will put your question, sir, this way—— 
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Mr. Bussey. I will let you rephrase it to suit yourself. 

Dr. Cronin. If you are asking me if a project was presented to the 
program through the proper channels for approval of a facility 
which would render a centralized food service, and incorporated in 
it have facilities for a gift shop which was going to serve 5 hospitals on 
a campus such as this 1 does, I definitely would approve such a proj- 
ect; because I think, considering now, too, that the gift shop was not 
out of proportion to what was necessary, because after all, gift shops 
are accepted today as a convention part of a modern hospital, and 
in instances where they do have 5 hospitals such as the 5 hospitals 
on this campus, and they can by centralizing in a central food service 
facility the basic preparation of vegetables and some meat, and fish 
products, provide extra space in those hosiptals for patient care, and 
provide an economy of operation, as I know it does, I definitely would 
approve such a project. 

Mr. Bussey. Well, I cannot accept that as substitute for my ques- 
tion. 

Knowing this building as you must know it 

Dr. Cronin. Lhave never been in this building. 

Mr. Bussey. You have had a lot of conferences on it, though, and 
you have had a lot of correspondence regarding it. 

Dr. Cronty. There is no doubt about that. 

Mr. Bussey. Taking this building as it is, with all its ramifications 
and the Federal program participating in this section, and not par- 
ticipating in that section, but participating in another section, and 
all of its problems, do you think the original intent of the Hill-Burton 
law was to participate with Federal funds in projects of this kind ¢ 

Dr. Cronin. Mr. Chairman, in the first place, the final scope of 
that project has not been defined, nor approved. In the second place, 
the original intent of the Hill-Burton a in my opinion, was to af- 
ford the necessary physical facilities for furnishing adequate hospi- 
tal, clinic facilities and similar services to all our people. 

Mr. Bussey. I do not know why we have to go wandering off into 
something which is not pertinent. I asked a simple question. Give 


-mea yes or no answer, if you can, please. 


I know you are quite familiar with it, and my simple question is: 

Do you think this type of building is a proper expe iditure of Hill- 
Burton funds 

Dr. Cronin. In terms of what I understand that type of building to 
be, the answer is “Yes, sir.” 

Mr. Bussey. Well, without any qualifications, the answer is “Yes,” 
because you understand what the building is to be used for, certainly. 

Dr. Cronin. That is right. 

Mr. Bussey. It is down in black and white in your office. 

Dr. Crontn. Yes, sir; and I do not understand it to be a student 
union building, Congressman. 

Mr. Bussey. I do not have it here, but I do have a program which 
was sent to me, along with an invitation to the dedication of the build- 
ing. The program definitely uses the term “student union building.” 

I will ask permission that that program be inserted into the record 
at this point. 
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(The matter referred to is as follows :) 


PRESENTING THE StupENT UNION AND Foop Service BUILDING, THE INDIANA 
UNIversIry MEpICAL CENTER, INDIANAPOLIS, IND. 


THE STUDENT UNION AND FOOD SERVICE BUILDING, INDIANA UNIVERSITY MEDICAL 
CENTER, INDIANAPOLIS 


The weary intern just back from a ward check, the offduty nurse, the dental 
student taking a break from his books, anxious parents keeping a nightlong vigil 
by a sick child, the gray-haired doctor back on the campus for a week’s special 
course. These are some of the people whose needs will be served by this building. 

The conference and dining room facilities make this a “clearinghouse for 
medical knowledge,” providing for doctors and hospital staff members a sorely 
needed place on a crowded campus to meet and discuss progress in research, 
hospital care, better training for the State’s future doctors, dentists, nurses, and 
health technicians. Thus, from this building, as well as from laboratories and 
classrooms, will come better health for Hoosiers. 

Overnight guest accommodations, heretofore not provided, are made available 
for outpatients—Hoosiers who come from far corners of the State for treatment 
that does not require hospitalization. Outpatients and their relatives can get 
reasonably priced meals in the building’s cafeteria and snack bar, a service that 
long has been needed at the medical center. 

Student-faculty center: The building also serves as a student and faculty 
center for other branches of the university located in Indianapolis, such as the 
Indianapolis division of the school of law, the downtown center for adult educa- 
tion, the graduate division of social service, and the normal college of the Ameri- 
ean Gymnastic Union. These university branches, as well as the schools of 
medicine and dentistry and the training school for nurses, are represented on 
the student board that advises on the operations of the building. 

Designed by Eggers & Higgins, of New York, the university’s supervising 
architects, and Edward D. James, Indianapolis architect, this 8-story brick 
structure, with all its furnishings, cost approximately $4,150,000. Of this amount 
$2,200,000 was raised by Indiana University through the sale of bonds that will 
be repaid by the income from the building. The United States Public Health 
Service appropriated for food service facilities $1,450,000 under the Hill-Burton 
Act, which provides funds for hospitals and hospital services. State funds for 
its construction amounted to $500,000. 

Functional modern: The design of the building is functional modern, with no 
wasted areas. Materials were chosen for durability as well as beauty. Three- 
fourths of wall areas are cinderblock, brick, and wood paneling, all of which is 
cheaper than plaster and less costly to maintain. Acoustic tile is of the type that 
may be repainted without loss of efficiency. The tile of the swimming pool and 
corridors is unglazed solid color that will not show wear. Windows have sliding: 
aluminum frames that outwear mechanical windows. Floors are of asphalt 
tile. 

Thus, the completed structure represents what modern architecture can do 
to produce beauty at reasonable cost through the use of newly developed mate- 
rials. It stands as an example of richness of design and color produced simply 
by modern methods and master craftsmen to serve the people of Indiana for 
many generations. 

Dining facilities: The cafeteria seats 446 persons at one time, with the most 
modern equipment providing for speed in self-service by patrons. The room 
contains a folding platform so that the area may be converted into an auditorium 
for large group meetings of an educational or entertainment nature. Its ac- 
cordion partitions can convert the room into smaller sections. 

The snack bar is open 18 hours a day for between-meal and late-hour service. 
It seats 99 persons for complete short order and modified cafeteria menu. 

Other dining rooms include 1 seating 200 and 7 smaller ones for groups of 14 
to 20, which provide facilities for dinner meetings and conference groups. 

Living facilities: Twenty-four single rooms, 14 twin studio-type rooms, and 
2 suites, each with a living room and bedroom, provide accommodations for 56 
overnight guests. In addition, there are resident accommodations for approxi- 
mately 80 hospital personnel and staff members, whose duties in many instances 
require them to be on emergency call. These accommodations for emergency 
staff members have been greatly needed at the medical center. 
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Recreational facilities: The cafeteria dining room and the larger dining room 
on the second floor can be converted for conferences, parties, dances, and other 
activities related to the medical center. 

The general lounge seats approximately 140, serving as waiting space for 
hospital visitors, as well as for the cafeteria. 

The swimming pool for students, faculty, and staff is 30 by 75 feet, equipped 
with high and low diving boards. 

Other facilities: The book shop provides such supplies, medical, and dental 
equipment, and gifts as may be desired by students, faculty and staff, and visitors 
at the medical center. 

A barbershop with 8 chairs and beauty shop with 3 booths provide services for 
staff and hospital patients. 

A public address system permits visitors and staff to be called. 

This building and its facilities add greatly to the services of the medical cen- 
ter in its never-ending battle to safeguard and improve the health of Hoosiers. 

Dr. Cronty. I would like to point out, sir, that we did not 
participate in that section of the building. 

Mr. Bussey. I am just saying that that is what the building was 
dedicated as. Ae 

Dr. Cronty. It is a combined building, in which there was some 
Federal participation, and some construction without Federal 
participation. 


AMOUNT OF FEDERAL PARTICIPATION 


Mr. Bussey. That is right; and the participation was changed on 
numerous occasions from the original filing of part I up until the 
filing of part IV; is that right? 

Dr. Crontn. Yes, sir; and as is true in many other projects, Mr. 
Chairman, because as the project is developed, and the scope becomes 
more definitely clear, and change orders come about, that is the normal 
procedure. 

Mr. Bussey. The original amount agreed upon for Federal par- 
ticipation, and you can correct me if I am wrong, as I understand it, 
was $800,000. “What is the estimated final Federal participation, 
Doctor? 

Dr. Crontn. I do not think we have arrived at the final estimate 
or the final participation, but the current participation, and I will 
read it to you from our statistical reports, is $1,452,235. 

Mr. Bussey. Does your file contain a letter of January 14, 1953, 
that deals with this situation and some of the problems that were 
confronting your Division at that time? 

Dr. Cronty. To whom is the letter addressed and by whom is it 
signed; do you know? 

Mr. Bussey. No; I do not know by whom it is signed, but I imagine 
a is addressed to someone in the division here in the Washington 
office. 

Dr. Crontn. Is it from headquarters to the region, or region to 
headquarters, do you know? 

Mr. Bussey. I imagine it would be from the region to headquarters. 

Dr. Cronty. We have quite a file. 

Mr. Bussey. I would just assume it might be addressed to Chester 
Lund. Do you have a letter of January 14, 1953, addressed to Mr. 
Chester Lund ? 

Dr. Cronin. It would be very unusual for our field staff to address 
Mr. Lund. It would be addressed to the Surgeon General. 


| 
| 
| 
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Mr. Bussey. Do you have a letter from anybody addressed to 
Chester Lund as of that date? 

Dr. Cronty. We would not normally have any letters addressed to 
Mr. Lund concerning this project ; because our channelization does not 


go to Mr. Lund; it goes from the regional office to the Surgeon General, 
attention of the Division Chief. 


(Discussion off the record.) 

Mr. Bussey. Will you make inquiry of Mr. Lund regarding a letter 
of January 14, 1953, and, if there is such a letter, make it available 
to the committee? 

Dr. Crontn. We will, sir. Do you want it in the record ? 

Mr. Bussey. I do not know. Just make it available to the com- 
mittee and, after we have seen the letter, if we think it has any 
bearing on the situation, I will ask permission that it be included at 
this point; otherwise, I won’t. 

(The committee was advised that no letter such as that referred to 
could be found.) 

Mr. Bussey. I have some 50 questions on the Indianapolis situation 
that I am passing at this time in order to expedite the hearings. 

Mr. Fogarty, do you have additional questions? 


DONATIONS BY CONTRACTORS 


Mr. Fogarty. I think we had better go into this question of kick- 
backs. The chairman has previously referred to kickbacks on some 
of these Federal projects and to me that charge is a very serious one 
and should be substantiated if we are going to leave it in the record. 
T think if such a thing has happened that we should find out in what 
community it happened, the names of the contractors and the mer- 
chants and architects and anyone else concerned in that particular 
community who kicked back any sum in order to gain favor in the 
construction of that particular project. If that is so, maybe we should 
have a special hearings on it; because, in my opinion, it is a very 
serious thing. 

I know of many ¢ases where private institutions build buildings, 
that the contractor makes a substantial donation to the college or 
hospital, or whatever institution is building the building, after he was 
the contractor. But to say that an architect or contractor who does 
work for an institution and then makes a donation, either before or 
subsequent to the awarding of the contract—to accuse him of kicking 
back just does not sit right with me. 

Mr. Bussey. I will say to the gentleman that with the permission 
of the committee, I will put the details into the record at this point. 
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(The information referred to follows :) 


PAWNEE County MeMorIAL HospiraL, PAWNEE Crry, NEsrR., Prosect No. Nesr.—21 


There is set forth below a representative number of transactions referred to: 


4 | | 

Expenditure | Contri- 

Date Amount | ate bution 
Payee Item | amount 


Citizens Bank 


30,1951 | Yost Implement Co___| I. H. home freezer_. al .95 | July 
3,1951 | Wherry Bros July 
31,1951 | F. Boren_. 25 382. Sept. 
20, 1951 | Cummins Typewriter | Adding machine. -__......_-| . 5 Sept. 5, 1951 
0. 
14,1952 | Wherry Bros_____..__.| Kitchen equipment 296.60 | Jan. 17, 1952 
17,1952 | Frank Boren_____- Laundry equipment, $183.50- | te 
| Dormeyer mixer, $39.95___. 223.45 | Jan. 17, 1952 

16, 1952 | Pawnee Lumber Co___| Posts for parking area | 3. Jan. 17,1952 

16, 1952 | S. & Dishes, ete_- 4 3.7 Jan. 17,1952 | 

16, 1952 | Haas Store Kitchen utensils. Jan. 17,1952 

28,1952 | Warnecke Locker Co__| Maytag washer 24.95 | Jan. 29,1952 

8, 1952 | Sawyer-Barclay Sheets and pillowcases - -- 388.30 | July 8, 1952 43. 30 
10, 1952 F. Boren... July 11, 1952 100. 00 


} 
| Farmers 


Sept. 28,1951 | Sawyer-Barclay | Linens... t. 19,1951 | 
Nov, 23,1951 | Boren Shop ....___.._.| Simplex Washette....._. 213. | Nov. 23, 1951 | 
Dee. 14,1951 | D. E. Herries..........| Frigidaire... . 19,1951 

Mar. 28, 1952 | Robert Haas Maintenance equipment... _| 58.04 | Mar, 28, 1952 


The figures requested from the Division of Hospital Construction have been 
supplied for the record. During the hearings, I was mistaken when I used the 
State of Kansas. It was only after I had returned to the office to look over some 
of the notes which I made in the field last summer that I ascertained that the 
town was Pawnee City, Nebr. 

The expenditures and contributions, as supplied me by the Department, prove 
without a doubt, at least to my own satisfaction, the point I was trying to make 
during the hearings. Take, for instance, on July 3, 1951, Wherry Bros. sold 
the hospital a dinette set for $225; and, on July 31, 1951, they made a contribution 
of $76. Again, on January 14, 1952, kitchen equipment in the amount of $296.60 
was purchased from Wherry Bros.; and, 3 days later, they made a check for 
$48.90 to the hospital. 

To cite another example, look at the extractor bought on August 31, 1951, from 
F. Boren for $382.97; and, 5 days later, he made a contribution of $75 to the 
hospital. On July 10, 1952, an air cooler was purchased from F. Boren for $516; 
and the following day, a contribution was made to the hospital for $100. 

Any child in grammar school would know that contributions to hospitals are 
not made on the basis as shown by this table of purchases and contributions. 
My interpretation of the transactions I have mentioned, as well as the others 
listed at the Pawnee County Memorial Hospital, is that they could mean only 
one thing, as far as I am concerned, and that is, the hospital was not given the 
benefit of the discount, as is the general practce, when the hospital purchased 
varicus items that were needed to equip it. If, for instance, the Federal Gov- 
ernment is paying 50 percent of the cost of a project, we should only be paying 
50 percent of the price of the article, less the discount, and not on the full retail 
price. Atyone who wishes to may call this a contribution, but to me it is still 
a kickback at the expense of the taxpayers. 


Mr, Foearry. All right, sir. I think they should be named and I 
think the State of Kansas—— 

Mr. Bussey. That is my recollection, without checking my files. If 
I should be in error and it was some other State, we will put the cor- 
rect State in. I do not want to do any State that is not involved an’ 
injustice. 


t 
| 
| | | 
June 
July 
Aug. 
Aug. 
Jan. 
Jan. 
Jan. 
Jan. 
Jan. 
Jan. 
July 
July 
$29. 92 
307.71 
229. 75 
12. 59 
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Mr. Foearry. I think the State board, the medical board, or what- 
ever you call it in the State—we should put the names of each and 
every one of those members into this record; because they apparently 
were the ones who originally O. K.’d this particular project and they 
should know about it. 


INVESTIGATOR’S REPORT REGARDING DONATIONS 


Now in the investigators’ report—and the more I read this report 
the less I think of it—on page 20 they say— 


Donations received by hospital owners by architects and others were not elim- 
inated from the total cost in which Federal funds shared. 


Now these are some examples: 


Nebraska project No. 9. Architect’s donation $2,851.88. 

Maine project No. 5, donated by consultant $5,000. 

Maryland project No. 11, architect’s contribution $16,802.53, out of his fee of 
$55,802.53. The gioss fee was at the rate of 8.25 percent of the work done. 

Kentucky, project No. 46, architect's contribution $3,750. 

Although the investigators do not say it, it would seem to me that 
they are accusing these architects and this consultant in Maine of 
kicking back these sums of money in order to get the job. I think 
it is a very unfair thing to infer in a = such as this. I think 
architects in general are a high type profession and they would not 
ask or expect to kick back part of their fee in order to get a job, as 
inferred by the investigators in this report—— 

Mr. Bussey. Will the gentleman yield? 

Mr. Fogarry. Yes. 

Mr. Busrey. I think the inference from this come of the report 
the gentleman from Rhode Island has read is that the Federal par- 
ticipation in this project was too large and should have been reduced 
by this amount. And they refer to it as “donation,” I see, instead of 
“Kickbaek.” like I labeled the other situation. 

Mr. Foearry. I know a lot of people made kickbacks in the past 
although they thought they were making a contribution or donation. 
They called them contributions or donations, but they actually were 
iciektbencten. That is why I contend the word “kickback” is a very 
serious charge to make against anyone. In my opinion, it is one of 
the worst things that any individual can do. It is not the individual 
in my opinion who is to blame; it is the outfit that takes it from the 
individual. 

Mr. Bussey. I will have to take the full blame and responsibility 
for the terminology “kickback.” That was my interpretation of it. 

Mr. Foaarry. if that is your interpretation, I think on page 20, 
instead of “donation,” they should have put “kickback.” That is my 
interpretation. It means the same thing. 

Mr. Bussey. I cannot accept the definition of donation and kick- 
back as meaning the same thing; because in the instance I refer to 
they call them “contributions,” I am sure and not “kickbacks.” 

Mr. Fogarty. What is the difference between “kickback” and “con- 
tribution”? 

Mr. Bussey. Certainly in the report of the task force they did 
not put any such interpretation on it. They labeled it “donation.” 
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Mr. Fernanvez. I think they clearly infer that it should have 
been taken off of the cost, and there is no other interpretation that 
can be given to it except that it was a part of the cost. 

Mr. Bussey. That is right. Their interpretation is that inasmuch 
as they reduced their fees so much by these donations, the total cost 
in which Federal funds shared should have been reduced. 

Mr. Fernanpez. Any public-spirited merchant who sells hospital 
equipment might make a donation. Do you mean to say that dona- 
tion then should be taken off of the cost ? 

Mr. Bussey. Let me have your question again. 

Mr. Fernanvez. If a public-spirited merchant sells equipment to a 
hospital and then, as a public-spirited citizen, contributes, say, $5,000, 
do you mean that should be deducted and the Federal Government 
should not match it? 

Mr. Busser. No; but I think that is a little different than when 
they say the architect’s donation in this Nebraska project No. 9 is 
$2,851.88, and on Maryland project No. 11 it was $16,802.53. That is 
cutting it pretty fine as a donation—getting down to odd pennies. 

(Discussion off the record.) 

Mr. Fernanvez. I think the proper test is whether or not any such 
fees or costs were padded. And if they were padded then, of course, 
to that extent they should be deducted. When these investigators 
say it should be deducted, that clearly infers that there is padding 
and, if that is the case, it is a very serious charge. 

Mr. Bussey. I would like to repeat again that I questioned this 
situation the same as I have many situations during the past few 
days, to ascertain the policy with respect to the expenditure of these 
funds. It was not to pick out any particular individual or State or 
community, in any way, shape, manner, or form. I think it is very 
important for this committee to ascertain what the policy is of the 
Hospitals Facilities Division in allowing these or having deductions 
made from the total cost in determining the share of the Federal 
et that go into these hospitals. That is the only thing I have in 
mind. 

Mr. Fogarty. I can see your point. It is just that word “kick- 
back.” I have been conscious of that word for many, many years. 

Mr. Bussey. Well, would it make the gentleman from Rhode Island 
any happier if I would change the word “kickback” to “donation” or 
“contribution” ? 

Mr. Fogarry. No; let us leave that “kickback.” 

Mr. Bussey. O. K. 

Mr. Fogarty. And for these investigators to accuse the architects 
on these projects of kicking back that amount of money I think is a 
very unfair charge to make. 

Mr. Bussey. I do not think any one of the members of the com- 
mittee can tell what was in the minds of the investigators, when they 
wrote the language they used in their report, which was “donation.” 
They might be willing to agree that it was a “kickback,” but I do not 
think we have a right to put that interpretation on it without finding 
out from them just what they meant. I do not think we have a right 
to put that terminology in their minds. 

Mr. Fogarty. I am not putting it in their minds; I am just charg- 
ing them with meaning that when they wrote this report. And I 
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think it is a very unfair thing to do unless they had contacted some 
of those individuals. That is not the only unfair thing in the report. 

I see they also quote Members of Congress. I know some Mem- 
bers of Congress are going to be very upset with the quotes that these 
investigators have taken out of hearings before the committees, or out 
of the Congressional Record. I know Members are going to ask 
“Who are these investigators; what are they doing; who hired them 
and for what purpose are they quoting individual Members of Con- 


ress?” I know if I was quoted by one of these individuals, I would 
ave a lot to say about it. 


ANTIKICKBACK REGULATION 


Dr. Cronix. Mr. Chairman, in regard to the policy that you men- 

tioned, I think I should indicate what that is. 

We operate under a lump-sum contract for the construction aspects 

of the program and in that there is a very definite antikickback regu- 

lation, as defined by law. That is on the wage earners participating 
in the construction. 

Now, in the purchase of equipment on the open market, it is not 
under contract. I mean, frequently it becomes a matter of donation. 

Now, according to the General Counsel's ruling, if the donation 
would be determined to be an abatement in the amount of the fee, such 
an exception is sustained. The auditor usually presents that. How- 
ever, we must be ruled by the fact that unless we can determine that, 
we hold the total amount of the fee is an allowable cost. 

It is based on the evidence presented and if the evidence presented 
indicates there was very definitely a dishonest procedure, then we do 
definitely require the sponsor does not get Federal money to cover 
that prea of the cost which is identified as relating to the project. 

Mr. Foearry. It seems to me if I were in the contracting business 
in my own community and a communitywide campaign was put on 
by sponsors for the construction of a hospital, and I was a fairly 
successful contractor, I would make a contribution to that campaign— 
maybe before I received the contract and maybe after I received the 
contract. If I were an architect and was a fairly successful architect, 
as most of them are, I believe, I would make a contribution or dona- 
tion to a campaign such as this. And I do not see anything wrong 
with it. I think they should be commended for any contribution 
that they make, but I do not think they should automatically be ac- 
cused, because they received the contract and they had given, say 
$5,000—I do not think anyone should accuse them of it being in the 
form of a kickback for receiving that particular contract. 

That is all IT have to say. 

Mr. Bussey. Mr. Fernandez, before we take up the supplemental 
for $25 million and before we get into “Salaries and expenses,” do you 
have any further questions ? 

Mr. Fernanvez. Just one question. Assuming that consultant’s 
fee was $5,000 and as a public spirited citizen he said to the hospital 
“T will make a contribution of my $5,000 fee,” is there any legal reason 
why that should be deducted from the cost in computing the Federal 
participation ? 

Mr. THewris. On the basis of the statement presented, we probably 
would hold the individual had intended to donate his fee; in other 
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words, that there would not be a cost of $5,000 to the owner. That is 
basically the answer as to whether it would be considered part of the 


cost. 
Mr. Bussey. What about Federal _ icipation ¢ 


Mr. Tuewuis. There would be no 


ederal participation. 


SupepLEMENTAL Request ror Hosprran 


Mr. Bussey. Now we have before us the supplemental request for 
“Hospital construction” of $25 million. Without objection, we will 
put the narrative description on page 3 of the justifications in the 


record at this point. ; 
(The matter above referred to is as follows :) 


GRANTS FOR HosprraAL CONSTRUCTION 

There is submitted herewith a request for $75 million for this appropriation 
for fiscal year 1955. A request for $50 million of this has heretofore been 
presented. The increase of $25 million will allow the hospital survey and con- 
struction program to more effectively achieve its purpose of providing for 
facilities to assure adequate hospital services for the total population througb- 
out the States and Territories and more expeditiously reduce the deficiency 
in hospital beds and related facilities. 

Current State and Territory estimates indicate that there is a national defi- 
ciency of between 694,000 and 813,000 acceptable hospital beds and related 
health facilities throughout the country. 

As the program progresses during the current fiscal year, it develops that 
approximately $20 million of the $50 million included in the original request 
would be utilized for projects started in previous fiscal years and carrying over 
into fiscal year 1955. In view of this, only $30 million would be available for 
now projects. Based on an average estimated cost of $16,000 per bed, of which 
the sponsor would contribute about one-half, approximately 3,750 additional 
hospital beds with a few related health facilities would be provided. 

Taking into consideration that the national population continues to increase 
at the rate of over 2,500,000 annually, a corresponding increase in hospital beds 
is needed, estimated at 30,000. In addition, the attrition and obsolescence of 
our existing general hospitals require at the least an additional 6,000 beds per 
year. These two factors alone indicate a need of 36,000 beds annually. Thus 
it was felt advisable to request at this time an additional $25 million for con- 
struction of a slightly larger portion of these needed facilities. The $55 million 
that will be available for new construction will provide for approxin ately 6,875 
beds with a few public-health centers. 


REVISION OF ESTIMATED HOSPITAL-BED DEFICIENCY 


Mr. Bussey. In the second paragraph, Dr. Cronin, it states: 


Current State and Territory estimates indicate that there is a national defi- 
ciency of between 694,000 and 813,000 acceptable hospital beds and related 
health facilities through the country. 

Was not this known at the time the 1955 budget was submitted, or 
is it something new ? 

Dr. Crontn. At the time the 1955 budget was submitted, those fig- 
ures quoted here are not the exact figures; these figures quoted here 
are the most current figures as of January 1, 1954. 

Mr. Bussey. What were the figures at the time the 1955 budget was 
submitted ? 

Dr. Crontn. They were somewhat more than this 813,000 beds, but 
not. appreciably more. 


1e 
t. 
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Mr. Bussey. You give the minimum and maximum here. There is 
a spread from 694,000 to 813,000. What was the spread according to 
your figures at the time the 1955 budget was submitted ? 

Dr. Cronin. That spread, Mr. Chairman, is due to the difference of 
subtracting from the 813,000 total beds the 119,042 beds in the hospi- 
tals of the Veterans’ Administration, Indian Service, and Public 
Health Service, serving the population at that time. But based on 
my recollection, the spread at the time of the preparation of the initial 
budget was about the same figure. 

Mr. Bussey. Will you check and supply the figure you had at the 
time, for the record ? 

Dr. Crontn. Yes, sir. 

(The following information was supplied :) 


The hospital bed deficit figures upon which the original page 7-2 of the 1955 
budget request was based are: 


Estimated bed deficit (all categories) 850, 000 
Less civilian beds in Federal hospitals 


Net deficit 


Mr. Ketry. The difference in figures on total hospital needs at the 
time the 1955 budget was prepared and the redefinition of need in the 
later estimate does not occasion the sending of this supplemental esti- 
mate. In the President’s message as submitted at the time the 1955 
budget. was prepared, including the administration’s legislative pro- 
gram, it was indicated the hospital-construction program weait be 
strengthened and extended through the enactment of new legislation 
which would broaden and make more specific the purpose for which 
appropriations could be spent. It now appears that the prospective 
rates at which the new types of construction may be gotten underway 
are considerably slower than originally anticipated. In order to 
assure that the total volume of hospital construction will not decline, 


it now is recommended that the appropriation under existing law be 
increased. 


REVISION IN ESTIMATED COSTS OF PROJECTS CARRIED OVER FROM 1955 


Mr. Buspry. Now, in the third paragraph of the justifications on 
page 3 you state: 


As the program progresses during the current fiscal year it develops that 
approximately $20 million of the $50 million included in the original request 
would be utilized for projects started in previous fiscal years and carrying over 
into fiscal year 1955. 

Why is that true, Dr. Cronin; do split projects enter into this? 

Dr. Crontn. These are all split projects. That $20 million is the 
sum that is accounted for by s lit projects. 

Mr. Bussey. How much ‘lid you estimate would be used from 1955 
funds for projects started in previous years at the time the 1955 budget 
was presented to Congress? 

Dr. Cronin. Approximately about the same amount. 

Mr. Bussey. Do you have the figure ? 

Dr. Cronin. We can try to get it. I am sure it will be about the 
same amount, because split projects are known in advance of the year, 
and we know the size of the project. and about what it is going to take 
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to back it up. And I think that $20 million is essentially an accurate 
figure. 


EFFECT OF INCREASE IN POPULATION 


Mr. Bussey. Then in the last paragraph you say: 


Taking into consideration that the national population continues to increase 
at the rate of over 2,500,000 annually, a corresponding increase in hospital beds 
is needed, estimated at 30,000. In addition, the attrition and obsolescence of our 
existing general hospitals require at the least an additional 6,000 beds per year. 
These two factors alone indicate a need of 36,000 beds annually. 

Is this something new that was not known at the time the 1955 
budget was submitted ? 

Dr. Cronin. No. Those factors were also known at that time. I 
think the basic reason in the situation is that the fundamental eco- 
nomic pressures limited requests at that time when the program was 
first gotten up. We still had the Korean incident that te not been 
completed; we knew or felt there would be additional moneys re- 

uested in the defense picture, and all that has been changed from 
the time of the preparation of the original $50 million request and 
the request today. 

Mr. Bussey. These justifications do not seem to show any change 
in the situation that existed at the time the original request was sub- 
mitted. It is a rather unusual justification of a supplemental appro- 
priation, as I understand supplemental appropriations. 

Mr. Ketriy. May I comment on that, Mr. Chairman? 

Mr. Bussey. Yes. 

Mr. Ketry. You will recall the original President’s budget which 


included $50 million in our request for appropriation, which we can 
justify, also included language proposed for later transmission of 
62 million for hospital construction after the enactment of legis- 
lation which the administration 
i 


Mr. Bussey. But that is in a different field than what this original 
$50 million request was for and what the $25 million supplemental 
request is for. 

Mr. Ketry. $50 million was the original estimate out of a total of 
$112 million as the amount which would be spent primarily in the 
hospital phase for general hospitals, and the balance primarily in cate- 
gorical hospital facilities. This supplemental constitutes a revision of 
that estimate, that within the $112 million, $75 million will be prima- 
rily in the general bed category, and a reduction in the categorical 
grants from $62 million to $37 million. 


GENERAL HOSPITALS IN LIEU OF CHRONIC HOSPITALS 


Mr. Bussey. What this amounts to in essence, then, is we are con- 
templating with this $25 million to build more general hospitals as 
a substitute for chronic hospitals under the new legislation ? 

Mr. Ketty. In the fiscal year 1955; yes, sir. 

Dr. Crontn. I would like to say one thing, that is, it is not only for 

neral hospitals that the original Hill-Burton authority exists; it is 

or general, tuberculosis, mental, and chronic disease hospitals and 
related health facilities, such as public health centers and these sea 
ments of hospitals that are essential to the operation of the hospital. 


} 
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The $50 million requested was estimated on the basis that a certain 

tempo of program could be carried on. Then when this new program 
came along, as was testified yesterday by Mr. Larmon and again by 
Mr. Kelly, the speed at which the requested or suggested request in 
the President’s health message and later budget submission of $60 
million additional for construction, which was part of the $62,650,000, 
$2 million being for survey and planning and $60 million being for 
salaries and expenses, it is now determined, because of the time differ- 
ence in the estimates that when and if that type of program could be 
gotten under way, that now the program can be gotten under way at a 
much later date and that the amount and speed at which construction 
can be entered into in these categorical types of projects, as defined 
in the new proposal, and bearing in mind, too, that in these categorical 
tvpes of construction they do overlap to-some extent with what is 
eligible in the present Hill-Burton setup, particularly chronic disease 
hosnitals—keepine that in mind. it is felt that the additional $25 
million can be utilized for the building not only of general hospitals, 
but also for mental, TB, and chronic hospitals. 

Mr. Busrry. Do you nronose requesting a change in the total author- 
ization in the new legislation, then ? 

Mr. Krruy. No; the new legislation would still be for $60 million; 
but, with resnect to the fiseal veer 1955, the request would not be for 
the full $60 million of authorization. 

And T should correct my earlier statement on general beds to say 
we would chenee from $50 million to $75 million under existing legis- 
lation, and then reduce the proposed supplemental under the new 
legislation. 

Mr. Focarry. As far as this particular prooram is concerned, I want 
to commend the Health, Edueation, and Welfare Denartment for 
Dringine in this additional $25 million request. I think it is about 
time that they recognize that the Congress wants this program con- 
tinned ond thev do not want it sidetracked by this other program we 
have authorized, so far as the House is concerned, for $60 million 
a vear. 

T think Congress has exnressed itself unanimously now on three 
oreasions jn passine and extending the original Hill-Burton Act. and 

T think it is ahout time that the powers that be in the Health, Educa- 
tion. and Welfare Department took cognizance of the law and the 
intent of Congress. 

This is not the only change that the Department has made rather 
recently. There have been a lot of chanees down there. T do not 
Inow whether they are getting worried about what is going on, or 
not. Perhans this entire program in a roundabout wav is to provide 
employment. because of the unemployment that exists in the country 
at the present time. Desnite the last renort on unemployment, and 
while T grant that unemplovment is going down, at the same time 
employment in the mills and factories. which are the real index of that 
phase of our economy, is still going down. So our country is not in 
the good shape economically that we are led to believe by the leader- 
ship at the present time. 

I do not know whether this $25 million has something to do with 
that, or not, but it was testified before that there is also a request 
for some 30 or 40 million dollars for school construction which they 
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did not see fit to include in their original budget but which is now 
on its way, although I am sure there is no change in the justifications 
from the time when this budget was made up. 


AVAILABILITY OF PROJECTS TO UTILIZE AMOUNT REQUESTED 


Is there any question in your mind about this $25 million being 
utilized. Are there enough projects in the States on which this $25 
million can be expended ? 

Dr. Crontn. I think this $25 million will be totally utilized. 

Mr. Focarry. Is there any request from the Bureau of the Budget 
or the President for a corresponding increase in the salaries and 
expenses for your work in this program ? 

Mr. Ketiy. That is pending in the Bureau of the Budget now. 
We sent it up the other ig An additional $250,000 was the estimate. 

Mr. Fogarty. For salaries and expenses? 


Mr. Ketty. Yes, sir. 


INVESTIGATORS RECOMMENDATIONS FOR SALARIES ANE EXPENSES 


Mr. Focarry. That is an interesting amount; because I remember 
these investigators suggested a cut of $250,000 in your salaries and 
expenses item. 

r. Cronin. I did not know about that in this item. 

Mr. Fogarry. Are you sure you did not see this report before you 
testified before the Bureau of the Budget? They recommended a cut 
of $250,000 in this year’s salaries and expenses and here the Presi- 
dent is asking for an additional $250,000. 

Mr. Ketty. Yes, sir. It seems hard to believe. 

Mr. Fogarty. That is a cut of $500,000. 

Mr. Ketry. It seems hard to believe that a cut would be recom- 
mended; because in analyzing the salaries and expenses of this divi- 
sion of administration of the program, we found that the regional 
offices were not staffed for the administration of this program but, 
with the limited funds, required a centralization of the staff in certain 
regional offices to handle the program for several regional offices. 

Mr. Bussey. Are there any questions, Mr. Fernandez? 

Mr. Fernanvez. Of course, as the chairman pointed out awhile ago, 
it is impossible to say what was in the minds of the investigators who 
wrote that report. 

Mr. Focarry. I find also that they go further than what I have 
mentioned. In this new program of $62,500,000, they recommend 
that the entire $650,000 for salaries and expenses be cut out. So that 
would make a total of $900,000 and there would be $1,150,000 differ- 
ence in what the President of the United States has recommended 
and what these investigators recommend if your current request 
is approyed by the President. 

r. Bussey. I am sure the gentleman from Rhode Island appre- 
ciates the fact that there is no request for appropriations for the 
new legislation before the committee. 

Mr. Focarry. But I notice that these investigators saw fit to make 
that statement, that the $650,000 that was to be submitted in a later 
budget document to advance this new program should not be allowed . 
by this committee, and I thought, because it was in their recommen- 
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dation, that I should make some mention of it now, and just point 
out how far apart they and the President of the United States are. 

Mr. Bussey. The chairman would like to state that it is very 
encouraging, as far as he is personally concerned, to see someone, 
at least, thinking about economy and suggesting places where we 
might start saving money. 

Mr. Fernanvez. Even though the recommendations are in the 
nature of clairvoyance. 

Mr. Bussey. If that is your interpretation. 

Mr. Foaarry. It was my understanding that the President ran on 
a platform of economy in Government. 

r. Bussey. That was my platform. 

Mr. Fogarry. I do not think the President has gone back on his 
word; I do not think he has broken his word. I hope you are not 
charging that the President did not live up to the platform of economy 
when he recommended these additional appropriations. 

Mr. Bussey. Did someone accuse the President of going back on 
his word ? 

Mr. Focarry. No, but when I made mention of the difference be- 
tween the recommendations of the President and these investigators, 
you returned with the suggestion that you were glad to see someone 
who was interested in economy, and I drew from that that the 
President was not interested in economy, but these investigators were. 

Mr. Bussey. Well, the gentleman’s conclusion was entirely in error. 
I was merely making the remark that it was very gratifying to me 
personally to find someone who was thinking in terms of economy 
and making suggestions where the committee might save some money. 
What we do, of course, is our determination. 

Mr. Focarry. How can they be so far apart when they are part 
and parcel of the same team? I cannot understand how they could be 
so far apart. I am standing with the President, and I am going 
to support the President. 

Mr. Bussey. I would not be surprised. You will support any pro- 
gram that increases the appropriations. 

Mr. Fogarty. As long as it helps to save lives, I positively will, and 
T do not care how sam it costs. If it is going to help save lives in 
this country I am for it, and I do not care if it takes $300 million or 
$500 million a year to provide an adequate appropriation, to get 
proper health facilities for the people of this country, which I think 
they deserve. If it is going to save lives or if it 1s going to hel 
solve the health problems of this country I am not going to quibble 
over whether it is $25 million or $100 million. 

Mr. Bussey. I will agree with the gentleman as to the worthwhile- 
ness of these programs to health, but I still think the committee has a 
responsibility to the taxpayers of this country to see that the pro- 
grams are administered economically and efficiently. 

Mr. Focarry. I agree with you 100 percent, and I know it is also 
within the purview of this committee’s obligations that when our 
President sees the need for a supplemental to the extent of $25 million 
and we see the need for $50 million additional, I know that that is 
also our responsibility, and that we ought to appropriate $100 
million this year instead of $75 million to meet that responsibility. I 
do not think that is something we should avoid, but we are avoiding 
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our appropriations. 
Mr. Br 


AFTERNOON SESSION 
Savartes AND ExpENnsEs 
Amounts available for obligation 


UsBEY. We will recess until 2 o’clock. 


it because we do not like to go before the House with an increase in 


1953 actual 


Transferred from ‘‘Salaries, expenses, and grants, National 
Public ¢ Health Service,”’ pursuant to Pub- 


$1, 200, 000 


12, 000 |- 


Reimbursements from other accoun 


1, 212, 000 
5, 


Total available for obligation... 
Unobligated balance, estimated savings. 


1, 217, 978 
—8, 074 


1, 209, 904 


Obligations by activities 


Description 


1953 actual 


1954 estimate 


1955 estimate 


1, Operations and technical services activities_..._....-..-.-- 


$1, 102, 152 
107, 752 


$772, 000 
103, 000 


$658, 235 
91, 765 


1, 209, 904 


875, 000 


750, 000 


Obligations by objects 


Object classification 


1953 actual 


1954 estimate 


Total number of permanent itions____. 171 125 108 
Full-time equivalent of all other positions. 1 1 1 
Average number of all employees_.-_-.....--....-..--.--.--..- 173 122 105 
Average salaries and grades: 
General schedule grades: 
$5, 921 $6, 032 $5, 997 
01 Personal services: 
$1, 093, 454 $784, 047 $674, 868 
6, 445 5, 894 3,119 
pay in excess of 52-week base___.............- 3, 338 2, 489 2,013 
1, 103, 237 792, 430 680, 000 
9, 677 2, 850 1, 385 
04 Communication services. 2, 396 2, 400 2, 000 
06 Printing and reproduction..-.....--......-..-.-.-.-...-.- 7, 366 6, 750 4,000 
07 Other contractual services... ..........................-... 10, 425 9, 000 6, 000 
san 2, 644 1, 200 300 
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1954 estimate | 1955 estimate 
| $875, 000 $750, 000 
| 
| 75, 000 750, 000 
| 1955 estimate 
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Analysis of erpenditures 


1953 actual | 1954estimate | 1955 estimate 


Unliquitated o»lications, start of $108, $67, 376 
Adiustment in obligations of prior years. 
Obligations incurred during the year. .____.....--- Kebsucranet 1, 209, 904 875, 000 750, 000 


942, 376 
Deduct: 
O lizate 1 balance carried to certified claims account. 
Unliqui lated o»ligations, end of 67, 376 48. 000 48, 000 
1, 246, 6°3 84, 376 750, 000 
Expenditures are distributed as follows: 
Out of current authorizations... ......-.....-..-.-------- 1, 136, 550 830 000 70, 000 
Out of priar 110, 073 64, 376 48, 000 


Mr. Busrry. The committee will come to order. 
SALARIES AND EXPENSES, HospirAL CONSTRUCTION SERVICES 


Statement of Dr. John W. Cronin, Chief, Division of Hospital Facilities, before 


the I abor-Health, Education, and Welfare Subcommittee of the Committee on 
Appropriations 


Mr. Chairman and members of the committee, this request is for $750,000 to 
administer the Hospital Survey and Construction Act in fiscal year 1955. A 
substantial reduction below the fiscal year 1953 level was made in this appro- 
priation last year. In line with the policy of reducing overall Government 
expenditures, it is proposed that a further reduction, from $875,000 to $750,000, 
be made for fiscal year 1955. This will have to be accomplished by reductions 
in staff and expenditures ior other items, together with the absorption of periodic 
and longevity increases. 

The $750,000 requested will be utilized to pay for a central office and field 
staffs who are, essentially, specialists in the programing, planning, design, con- 
struction, and equipment of hospitals, health centers, and related facilities. 
Orderly development of a hospital program is essential. With continuance of 
the construction phase of the program, mandatory functions must be carried 
on, Such as approval of annual State plan revisions, review and approval of 
eonstruction plans, specifications, contract documents, surveillance of bid and 
award procedures, project inspections, and approvals of requests for Federal 
payment. 

The salaries and expenses item for this appropriation is, in my opinion, at a 
very low level for the present fiscal year. I believe the $750,000 requested for 
fiscal year 1955 will provide for no more than the minimum services essential 
to carry out mandatory functions. Any reduction below the $750,000 would 
endanger the safeguards which we are required to exercise in protecting the 
Government's investment and insure compliance with the provisions of the law. 


BUDGET REQUEST 


Dr. Cronin, for salaries and expenses of your Division, the request 


that you are justifying, is $750,000, or a decrease of $125,000 from 
1954; is that correct? 


Dr. Cronin. That is correct, sir. 


Mr. Bussey. What did you request of the Bureau of the Budget? 
Dr. Crontn, $875,000. 


POSITIONS BEING ELIMINATED 


Mr. Bussey. How many positions, and what type of positions, are 
being eliminated in this reduction? 
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Dr. Cronin. In this reduction, Mr. Chairman, the type of positions 
which will be eliminated are practically all types of positions that 
we have on the staff now, so far as category positions are concerned. 

Specifically, we would drop an architect at the departmental level, 
one health program pester bry whose duties are to analyze and 
prepare for the approval of the Surgeon General the State plans 
that come in, and to assist in the general operations of the program; 
an architect at a grade 12 level, whose primary duties are to assist 
in the operational aspects of the Technical Services Branch as they 
pertain to specialized types of inquiries in relation to mental hospitals ; 
a public-health program specialist at the grade 12 level, who would 
do similar work to the other specialists which I described in analyzing 
the State plans and in preparing clarification questions and recom- 
mendations, and so on, concerning those State plans, and in the routine 
operations of the Division in the Program Operations Branch; 1 
clerical assistant, who is a grade 2 clerk; 1 nurse-officer at the full 
grade in the commissioned corps, who currently is working on the 
whole field of chronic diseases, would have to be dropped. 

Those 6 people would be dropped, or 6 positions, dropped out, at the 
departmental level. 

Mr. Bussey. That is in Washington ? 

Dr. Cronin. That is in Washington, sir. 

Mr. Bussey. All right. 

Dr. Crontn. Then, in the field we would have to close the Denver 
regional office, which serves the States of Colorado, Wyoming, Mon- 
tana, Idaho, and Utah, and we have one man in the category specialty 
of mechanical engineer. He also serves at the present time the re- 
gional cflice at San Francisco, which covers the States of Arizona, 
Nevada, California, Oregon, Washington, Alaska, and Hawaii. 
That is a particularly serious loss, because we know that the me- 
chanical engineering aspects of hospital construction is about roughly 
60 percent of the total building from a construction point of view, and 
these projects have to be reviewed. 

We would also drop the construction engineer in the Denver re- 

ional office. We would be required to drop a construction engineer 
in the Dallas region. We would drop a health-program specialist in 
the Denver region, who is a person with medico-economic and socio- 
economic training, and background. 

We also would have to drop the three clerks in that Denver regional 
office whose duties are to carry out the clerical duties related to that 
particular operation in that region. 

In addition to that, the one senior grade officer who is the physician 
program director in the Denver region, would also have to go. We 

ave 1 position of temporary employment at the $2,775 level in the 
Kansas City region that would have to be dropped also. 

That would represent nine people altogether in the field. 

Now, that would amount to the $100,573, which would be the spe- 
cific reduction in the operations and technical services. 

In addition to that, we would have reductions in other items, such as 
“Travel,” “Transportation of things,” “Communication services,” 
“Printing and reproduction,” “Other contractual services,” such as 
those related to the maintenance of the regional office, automobiles, 
and so on, and supplies, materials, equipment, taxes and assessments 
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which are required under the existing laws. So, we would have a 
total reduction down to meet the reduced total estimate, with the nec- 
essary adjustments in regard to regular pay in excess of a 52-week 
base, and the additional reduction at the departmental level of an- 
other public health program sap pm and 2 clerks, which would 
get us Sonik from our current $875,000 which we received, to go along 
with the program of $65 million, to $750,000 in salaries and expenses, 
which is predicated upon a program of $50 million, which is $15 mil- 
lion less than the program which we have at the present time. 

For that reason, we will be forced ve oe down to that $750,000, but 
bearing in mind that there is also a reduction in the total money for 

nts. 

or PENDING SUPPLEMENTAL REQUEST 


Mr. Bussey. Has there been any revision by the Bureau of the 
Budget to take into consideration the supplemental of $25 million 
for construction ? 

Mr. Ketiy. There is now pending before the Bureau of the Budget, 
Mr. Chairman, a request for consideration of an increase in salaries 
and expenses commensurate with the increase in the program. 

Mr. Bussey. You do not mean that because construction funds are 
being increased by 50 percent that there would be a 50 percent in- 
crease in the salaries and expenses ? 

Mr. Ketty. No. The workload which would stem from the in- 
crease in program is taken into consideration and we recognize the 
basic staff would be increased by only those related to the work on the 
proeram. 

Mr. Bussry. Dr. Cronin, if this decrease were to stand, how man 
positions would that make in Washington, and how many in the fiel 
which you would lose? 

Dr. Crontn. The reduction would be in Washington; and 8 full, 
and 1 temporary employee in the field; and, that temporary employee 
is on a part-time basis. 


PERSONNEL FOR RESEARCH AND DEVELOPMENT 


Mr. Bussey. How much of your request would be used for the pay- 
ment of salaries and expenses of units assigned to develop design 
standards, nurse utilization data, and other types of research projects ? 

Dr. Cronin. We do not have that separated that way, Mr. Chair- 
man, because the type of operations that you have described do not 
exist in the division as an entity. 

The people who are in the division are hired for the primary purpose 
of the carrying out of the mandates in the law, both in the field and at 
the headquarters level, and all of our work is in relationship to the 
operational aspects of the program. 

As far as any basic research in terms of pure research that is going 
on, we are not in a position to do pure research, because of the limita- 
tion of the funds available. 

So, our technical services and people who are in the categories of 
architects, construction engineers, and so forth at the field level have 
very specific program functions related in the field. 

Those in headquarters have program functions relating to jobs at 
the staff level, to back up the field. 
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For example, we also have in Re cca yh one electrical engineer 
for this whole program, and he is the only electrical engineer in the 
—— We have one structural engineer, and he is the only struc- 
tural engineer in the program. 

These are necessary at the headquarters level to answer questions 
which the construction engineers in the field find are beyond their 
basic competence. They send in and get information from our people 
at the departmental level, and all of our technical people have very 
specific operational activities. 

Also, the people in program operations, such as our nurse officer and 
our hospital accounting expert are people who not only have specific 
operational problems in relationship to the program in the field, but 
also have specific operational assignments at headquarters in a staff 
capacity, so that we can present a total program as I am sure the Con- 
gress intended, at the time of the passage of the Hill-Burton Act. 


PERSONNEL FOR PROJECT REVIEW AND RELATED ACTIVITIES 


Mr. Bussey. How much, in total, of the request, will be spent in re- 
view and approval of construction plans, specifications, contract docu- 
ments, surveillance of bids, award procedures and project inspections? 
Dr. Cronty. We do not break our program operations into that 
type of cost analysis. It never has been done in the program. 
t would be a very difficult thing to do. 
Rear Bussey. Could you give us some kind of a rough estimate of 
that 
Dr. Crontn. I would say that practically everybody on the staff, 
including myself, has a function in those areas. That, very definitely, 
is I think an accurate description of the program. 


NUMBER OF ENGINEERING INSPECTIONS 


Mr. Bussey. How many engineering inspections are usually made 
by Federal engineers from the time a project is begun until the final 
payment of Federal funds? 

r. Cronin. I suppose you have reference to onsite inspections of 
the construction work as it is in progress? 

Mr. Bussey. That is right. 

Dr. Cronin. We attempt to have our regional office engineer get. 
to every project at least once during the period of construction. We 
also have specific problems that come up for the electrical engineer, and 
the structural engineer, and when the call comes in from the field to 
the regional office for that specific type of competency, we do send 
our man out because of his competency to try to solve the problem. 

The thing that I would like to point out is that in our program op- 
erations, because of the limitations of funds, we do not have in each 
of the seven regional offices that we are operating a mechanical engi- 
neer on each staff. 

We have, I think, a situation which is administratively very undesir- 
able, and functionally, practically impossible. For instance, the 
regional office in New York City Bs a staff of 5 people consisting 
of 1 architect, 1 mechanical engineer, health-program representative 
1 construction engineer, and 1 program director, and several clerical 
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people. The clerical people do not travel, but these professional people 
are charged with what I think is a terrific responsibility and I, frankly, 
do not think they can do their job. They are covering the 15 States 
consistine of Maine, New Hampshire, Vermont, Massachusetts, Con- 
nectient. Rhode Island. New York, New Jersey, Pennsylvania. Dela- 
ware, Maryland. West Virgina, Virginia, North Carolina, and Puerto 
Rico, and the Virgin Islands. That represents approximately one- 
third of our total program in project numbers. 

T know it is impossible for these people to carry out the responsi- 
bilities to even a minium degree of performance which is required 
under the law. 

Tt is hecause of this cutback in funds that this has existed this year, 
and which has forced this type of administration, which I deplore. 

In addition to that, our regional office mechanical engineer in Dallas, 
Tex., who normally was hired to cover the projects in New Mexico, 
Texas, Oklahoma, Arkansas, and Louisiana, but who because of the 
shortage of our administrative funds has to cover projects in Kansas, 
Missouri, Iowa, Nebraska, South Dakota, North Dakota, and Minne- 
sota, and there, again, I think it is an impossible situation to get 
around to all the projects in that area. ’ 

Tt is practically an impossibility. 

Tn our regional office, in Denver, Colo., we have one mechanical 
eneineer who was hired to cover the projects in the States of Utah, 
Colorado. Wyoming, Idaho, and Montana, but again because of the 
shortage of funds he is also required to take on the additional work- 
load served hy the San Francisco regional office, which consists of 
California, Nevada, Oregon, Washington, Alaska, and Hawaii. 

There are just, frankly, Mr. Chairman, not enough hours in the 
day nor days in a year for these people to carry out the job that is 
functionally theirs to do. We are in a very bad position in regard to 
that. 


RECOVERY OF FUNDS AS RESULT OF INSPECTION 


Mr. Busnry. In the past, when completed projects have been found 
to be unsatisfactory upon inspection, what effect has this had on the 
final p»yment of Federal funds, and have you recovered any Federal 
funds because of unsatisfactory construction ? 

Dr. Crontn. The final inspection, Mr. Chairman. is done by the 
States basically. There is no requirement in the Federal law that 
the Federal officials must inspect that project at any time. This 
pregeram is primarily a program in which much of the administration 
of it has been delegated to the States, and the State agencies. There 
is » Federal audit at the time the project is 95 percent complete. 

Mr. Busrry. Well, the audit is a little different than the construc- 
tion insnection ? 

Dr. Crontn. Now, yes, sir. TI would like, though, to say that 
oceasionally the auditor in making his final checkup, in his adminis- 
trative comments, comments upon some item that is related to the 
engineering or construction field. and when we become aware of that 
we take them up with the project sponsor through the State and 
inquire as to what is the proper thing to do, and try to get it done. 

Now, the inspection bv the Federal official is done at no set time 
in the program. We do it when we can, and “when we can” is limited 
entirely by the time available to that man. 
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I would like to say that there is an inspection under this law, and 
that is the inspection that is done for Federal payment purposes. As 
you know, the project sponsor, in order to get payment, must request 
the State for an inspection for payment purposes, and that inspection 
is carried out by the State’s representative. In those States that have 
them, they are construction engineers. These men go to the projects, 
look the project over, and then the State certifies to the Federal 
officials in our regional offices that the project is in accordance with 
the contract, document entered into, and agreed upon by the repre- 
sentative of the sponsoring group, by the State official, and by the 
Federal official representing the Surgeon General; and then, upon 
the presentation of these certificates of inspection for payments pur- 
poses, the funds to the projects are freed from the Federal ‘Treasury 
and paid to the sponsor. That type of an inspection service is the 
State’s responsibility, as outlined in the law. Reason for administra- 
tion being in PHS rather than a construction agency. 

Mr. Bussey. I have a pretty good idea, and I am sure that the com- 
mittee has, as to what your answer might be to this next question, but so 
that we will have something in the record, why cannot the review and 
approval of construction plans and specifications be handled more 
efficiently by another unit of Government, such as the Publie Buildings 
Administration, that has had much more experience in the construc- 
tion field? 

Dr. Cronty. Well, Mr. Chairman, at the time of the passing of 
the hospital survey and construction program, in the hearings on this 
act, or bill, at that time that question was brought up as to whether or 
not this program more properly belonged in a construction agency of 
the Federal Government. 

There was testimony from representatives of those construction 
agencies that in their opinion the program properly belonged there. 

owever, the Congress in its wisdom and at its decision, decided that 
this program properly belonged in the Public Health Service because, 
in essence, this program is not primarily a hospital construction 
program. 

This program, by title, is not called a hospital construction pro- 
gram, but is called the hospital survey and construction program. 

The purposes of the act, as stated in the law, were not primarily 
to build buildings, but primarily to see that facilities were available 
for the hospital and health services necessary to provide appropriate 
and adequate services for all the people. Therefore, feeling that this 
program is in essence a health program, and that the building of build- 
ings, Which are vehicles of service, and vehicles of hositpal care, and 
the building of beds, are but symbols of hospital services, and hospital 
care, the Congress decided that this program properly should be under 
the administrative jurisdiction of the Surgeon General. 

My personal opinion is that that is correct. 


PROGRAM OPERATIONS BRANCH 


Mr. Bussey. What are the functions and accomplishments of the 
Program Operations Branch, and the Hospital Equipment Branch? 

Dr. Cronty. The function of the Program Operations Branch is to 
carry out that segment of the total programs operations and I would 
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like to say that although the Programs Operations Branch is by 
title designated as program operation, it does not do all the program 
operations necessary in the administration of this program. A great 
deal of the program operations in this program are carried out in the 
other three branches, the Technical Services Branch, the Equipment 
and Supplies Branch, and even the Evaluation Reports Branch, and 
in the Office of the Chief, which is in essence itself a program operation. 

The functions of the people who are indicated as belonging in 
the Program Operations Branch as it is set up administratively is to, 
first of all, review the plans as submitted from the States, which are 
the designated State plans of the 53 jurisdictional districts, which 
we have under the act. 

Their duty is to review those plans and make suggestions as to 
modifications, clarifications, and improvements which can be called 
to the attention of the States. Further, these plans are, by law, 
required to be revised periodically and by regulations, required to 
be revised annually. 

Each of these revisions must come in via the regional office to head- 

uarters, as is required, for approval and review. In addition to 
that, the routine housekeeping functions of a program of this size, 
$1.8 billion, are quite considerable. 

All of the information inquiries that come in from our regional 
offices have to be answered primarily in the Program Operations 
Branch. All the inquiries that we receive, and I can assure you that 
there are numerous ones from private citizens, from organizations, 
from associations, from official agencies, and so forth, concerned with 
the Hill-Burton program, and from Members of Congress, are pre- 
pared and answered in the Program Operations Branch. Also in 
that Branch we have the specialized facilities of our nurses who are 
people who have such competency in the field of nursing and care 
in hospitals; and also in that Branch we have the technical compe- 
tency in the field of hospital administration and hospital account- 
ing activities. 

That is very brief, and undoubtedly I have left out some of our 
funcitons, but that is the function of program operations. That Divi- 
sion has a small staff considering the size of the program, which 
includes 2,200 projects, and they do what they can, Mr. Chairman. 


HOSPITAL EQUIPMENT BRANCH 


What are the functions of the Hospital Equipment 
ranc 

Dr. Crontn. The Hospital Equipment and Supplies Branch is a 
very important branch, Mr. Chairman. 

t has three people in it, which consists of the Chief of the Branch, 
who is a pharmacist by training and by experience, and who has been 
a hospital administrator and a hospital pharmacist, and who has 
been in the Federal Government for over 30 years, and he is respon- 
sible for the preparation of or for the review, in the final analysis, 
of any problems on equipment that may come to headquarters as a 
result of questions in the field by field personnel, who are, as I 
described before, architects, mechanical engineers, construction engi- 
neers, and health program representatives. 
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We have no 4 page people in the field. It is very necessary and 
essential, then, that we have at headquarters an Equipment and Sup- 
ply Branch that can help and advise when we have meetings of our 
field staff, and outline to those people who are doing the best they can 
in an area of competence, that they are not entirely trained in, but who 
by experience have become fairly proficient in these technical 
problems. 

The second man in the branch is also a pharmacist who has had a 
great deal of experience in hospital equipment and supplies. 

The third person in the branch is their clerk. A lot. of the questions 
I have been asked at this hearing are predicated upon the investiga- 
tor’s report on equipment items, and that branch is a very essential 
branch to us, and I think it is at a minimum. 

We would like to increase that branch, particularly in the area 
which we had before so that it would include an individual who is a 
dietitian. She is currently out at the clinical center, and her name is 
Miss Jones, who is a very able person, and who was with us until the 
clinical center opened, and her services were needed there. We did 
not have enough money to keep her. We need someone who is more 
competent than we have in that very essential part of a hospital oper- 
ation, which is the food service aspect of the hospital, as it relates to 
the equipment of such items which are so costly as stoves, cooking 
ranges, garbage disposals, and soon. It is a very important function. 


FUNDS FOR POSITIONS OUTSIDE DIVISION 


Mr. Bussey. How many positions outside of this program will this 
request provide for? 

r. Cronty. There are no positions, Mr. Chairman, that are outside 
of the program. 

Mr. Bussey. What about these 12 positions in the Bureau of Medi- 
cal Services, and the 3 positions in the Bureau of State Services? 

Dr. Crontn. The character of this program is such, and the size 
of it is such, and the organizational setup in the Public Health Service 
is such that many of the administrative, and particularly the budget- 
ary fiscal functions necessary to the proper conduct of this program, 
are carried on at our Bureau level. 

In the organization of the Bureau of Medical Services, of which 
we are a component part, the individuals in that particular area of 
activity are located at the Bureau level under a Bureau budget officer, 
and they help prepare the budget after they receive instructions from 
myself as Chief of the Division, and carry on the technical details 
of the budget preparation. Also, at that level we have necessarily in 
the Office of the Chief of the Bureau an Associate Chief who has the 
responsibility, among other things, for the area of operations of this 
program. In the Bureau of State Services in their fiscal activities, 
and since they make and handle the allotments necessary to the States 
under this program, the three people there are those who are respon- 
sible for making the allotments to the regions handling the statistical 
figures that relate to the fiscal operations of the regions pertaining to 
this program and also in relationship to keeping those figures up to 
date, so that we will be able to know where we are as we go through 
the year, day by day, as far as money spent and unobligated balances, © 
and so on, are concerned. That staff of three people is essential in 
that operation. 
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We also have the liaison with the auditor at the department level 
through the Bureau of State Services, and these three people who are 
in that particular Bureau are not in our Bureau. 

Mr. Bussey. These 15 positions make up about 15 percent of the 
total number of positions, and that, at first blush, at least, seems to me 
just a little high. 

Dr. Cronin. Well, Mr. Chairman, it is our entire fiscal and budget 
staff, and the budgeting on this program and the fiscal activities 
of this program, as I said before, is considerable in handling not only 
the $607,500,000 in the total program, but keeping track of the $1,250,- 
000,000 of matching money from a figure point of view. 

In my opinion these people, in numbers, are not in excess of what 
is required, at all, 

Mr. Bussey. That isall I have on salaries and expenses. 

Mr. Fogarty ? 


RECENT BUDGET ACTIONS 


Mr. Focarry. What did you request of the Bureau of the Budget, 
Doctor? 

Dr. Cronin. $875,000 to go along with the $50 million program. 

Mr. Foearry. In 1953, when we appropriated $75 million, we al- 
lowed $1.2 million for salaries and expenses; is that correct ? 

Dr. Cronin. That is correct. 

Mr. Foearry. As I understand it, there is a request before the 
Bureau of the Budget now for an additional $250,000 for salaries and 
expenses because of this additional request of $25 million for con- 
struction ; is that correct ? 

Dr. Cronin. That is correct, sir. 

Mr. Fogarry. So, that will give you $1 million for salaries and 
expenses for a $75 million program ? 

Dr. Cronty, That is correct. 

Mr. Focartry. Which is $200,000 less than you had in fiseal year 
1953? 

Dr. Cronty, That is correct. 

Mr. Foearry. So, if the Bureau of the Budget allows you the 
$250,000, and this committee allows the full amount, that will amount 
to $1 million for salaries and expenses for this program, provided the 
program is $75 million, as the President has requested, and that would 
still be $200,000 less than you had to operate with the last time you had 
$75 million to disburse? 

Dr. Cronin. That is correct. 

Mr. Foaarry. Is $1 million enough ? 

Dr. Cronty. I think we can do the job that is required of us with 
$1 million for the total $75 million program. 

Like any administrator of a program, there are many things that 
we see that should be done, but one has to be realistic, and do the best. 
he can with what you have, and my position is to defend the total 
request. 

_ The decisions have been made, and I think we can-do a creditable 
job with the $1 million. I am a little fearful—I am definitely fear- 
ful—of anything less than that, sir. 

Mr. Fogarty. That is all, Mr. Chairman. 

Mr. Buspry. If there are no further questions, gentlemen, that will 
complete the hearing on this item. 
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We thank you very much, gentlemen. 
Dr. Cronin. Thank you very kindly, Mr. Busbey. 


Tuurspay, May 20, 1954. 


ASSISTANCE TO STATES, GENERAL 


WITNESSES 


DR. JACK C. HALDEMAN, ASSISTANT CHIEF, BUREAU OF STATE 
SERVICES 

DR. DAVID E. PRICE, ASSISTANT SURGEON GENERAL 

ROY L. HARLOW, CHIEF FINANCE OFFICER 

RUSSELL R. LARMON, ASSISTANT SECRETARY, DEPARTMENT OF 

HEALTH, EDUCATION, AND WELFARE 


Estimates, 1955 


Mr. Bussey. We have before us for consideration at this time a 
supplement of $2,626,500 to the budget request for “Assistance to 
States, general,” which was transmitted to the Congress under date 
of May 11, 1954, by the President of the United States and is set 
forth in House Document No, 386. The original budget request was 
$15,039,000. The supplemental, therefore, increases the request. to 
a total of $17,665,500. 

Dr. Haldeman, you are going to justify the request, I believe? 

Dr. Hatpeman. Yes. 

Mr. Bussey. Would you care to present your general statement at 
this time? 


GENERAL STATEMENT 


Dr. Hatpeman. Yes, Mr. Chairman; it is fairly short. 
Mr. Chairman and members of the committee, the supplementary 
request for the appropriation “Assistance to States, general” raises 
the requested 1955 level of general health grants to States to $14,386,- 
500—an increase of $2,626,500 over the original 1955 appropriation 
estimate. 

In combination with appropriation requests for grants to States for 
tuberculosis control, mental health services, cancer control, and heart 
disease control, the total requested level of Public Health Service 
grants to States for fiscal year 1955 is $22,086,500. This is the same 
amount that is available for Public Health Service grants to States in 
the current fiscal year. 

This request to maintain the total grants for 1955 at the current 1954 
level is the result of an analysis of the cumulative effects upon State 
and local public health programs of grant reductions in each fiscal 
year since 1951. Asa result of numerous reports from private citizens 
and official and voluntary agencies throughout the country, it has 
become increasingly apparent that public health protection for the 
people would be seriously curtailed if further reductions in Federal 
grants were made in the 1955 apppropriations. The necessity for a 
reversal of the last 4 years’ trend in public health grant appropriations 
has also been emphasized in connection with the new public health 
grant legislation recommended to the Congress by President Eisen- 
hower. Maximum effectiveness of this new legislation requires stabil- 
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ity in financial support which will ensure that continuing public 
health programs are maintained as a base from which essential services 
to the people can be improved and extended. 

The additional funds are requested in the general health grant 
rather than in the various categorical program grants in order to 
permit States’ flexibility in expenditure of the funds which is necessary 
to insure maintenance of the highest priority programs. Priority of 
programs varies widely among States because of the variation of 
public-health problems and of the adequacy of State, local, and volun- 
tary agency financing. If the States are given the opportunity to 
exercise their initiative and responsibility in determining the pro- 
grams in which these supplemental funds are to be used, the appro- 
priation will accomplish a greater degree of health protection than if 
the Federal Government determines the pattern of expenditure on a 
nationwide basis. 

Those States in which venereal disease and tuberculosis control are 
the highest priority problems can use these funds to maintain their 
casefinding and diagnostic services in these programs. Other States 
can use the funds to continue in operation their public-health labora- 
tory services, their sanitation inspectional activities, their local health 
units, their health education program, or their chronic diseases 
services. 

The job of protecting the public health of the people is a partner- 
shin of the Federal Government, the State governments, and the local 
units of government. Through the mechanism of grants to States 
the Federal Government discharges part of its responsibility while at 
the same time taking full advantage of the State and local units of 
government which are close and responsive to the particular needs of 
the people whom they serve. 

T will be glad to attempt to answer any questions the members of 
the committee may have. 


CHANGES IN SITUATION THAT PROMPT SUPPLEMENTAL REQUEST 


Mr. Bussey. Dr. Haldeman, do you recall the date that you were 
before this committee to justify the request of $11,760,000 for grants 
to States under this appropriation ? 

Dr. Hatpeman. It was about 6 weeks ago—March 31. 

Mr. Busrey. Doctor, when you were before the committee, a few 
weeks ago I thought you did a good job of justifying $11,670,000. 
There must have been some serious and important changes in the 
situation during the last few weeks to make it necessary to come back 
before the committee for an increase in the appropriation request of 
aproximately 20 percent? What is it that has happened since you 
were here on March 31 to justify a 20 percent increase? 

Mr. Larmon. Mr. Chairman, may I answer that, since it is a recom- 
mendation of the Department? 

Mr. Bussey. Yes. 

Mr. Larmon. The general purpose in connection with our coming 
before you has been discussed for some months. There were con- 
ferences and discussions that have been going on in our division in 
regard to this particular problem. 
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The Department, since coming up for the request under the regular 
departmental budget, did reach a decision, a departmental decision, 
and, as you know, the Bureau of the Budget presented the matter in 
its recommendation to the Congress. 

Mr. Bussey. This item certainly was discussed thoroughly before 
you prepared the original budget. 

Mr. Larmon. It was discussed at that time, Mr. Chairman, but it 
was discussed further; after that there were meetings with the 
Association of Public Health officers and the matter was discussed 
with them after this former decision was made, and discussed by 
Dr. Fry and Dr. Haldeman. 


ALLOCATION BY STATE 


Mr. Bussey. Do you have a table that shows how this money would 
be allocated to the States, if your request for the increase is granted ? 

Dr. Hatpeman. Yes, Mr. Chairman, I do not have such a table 
with me. Wecan supply it for the record. 
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Tentative allocation of general health funds for fiscal year 1955 based on revised 
budget request compared to original budget request for 1955 


1955 original Increase of 
1955 revised budget request | revise? over 
for general orict 
health 


general health 
allotment 


$11, 760, 000 $2, 626, 500 


Alabama... 346, 700 77, 500 
Arizona__- 90, 700 29, 300 
Arkansas 217, 700 48, 600 
37, 112, 500 25, 200 
elaware 19, 900 4, 400 
District of Columbia___- FERS, 51, 42, 000 9, 400 
58, 000 
77, 900 
Kentucky... on 365, 66, 600 
Maryland 3, 6 58, 35, 400 
353, 9, 64, 600 
Michigan 5, 6 5, 90, 500 
Minnesota J 272, 49, 800 
.«....+...-. ade 2, 7 34, 90! 7, 800 
New Hampshire. 55, 6 5, 10, 200 
New York = 
North Carolina. 
North Dakota - 
Ohio - 
Oklahoma... 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina_-_- 
South Dakota. 
Tennessee - 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia. 
Wisconsin 
Alaska 
Puerto Rico ; 
Virgin Islands. 


POLICY REGARDING GENERAL GRANTS 


Mr. Bussey. Doctor Haldeman, we went over this general policy 
with regard to State grants when you were before the committee on 
March 31, and I have thought about it quite a bit since then. The 
more I think about it the more it looks to me like this is a form of sub- 
sidy, especially where you want to do away with the categorical grants 
one turn funds over to the State health departments to do with as they 

ease. 

‘ I have been in favor of getting these States to assume a larger pro- 
portion of responsibility, and with the $7 billion tax reduction which 
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we hope will be the fact when the Congress adjourns, the States are go- 
ing to be in a much better financial position to handle their problems 
than they now are. 

I do not know how my colleague from Rhode Island feels about that, 
but that is the way I feel about it. 

Dr. Haupeman. Mr. Chairman, the proposal to increase the general 
health grants to compensate for the reduction in categorical grants 
does permit the States to exercise greater initiative and to assume more 
responsibility in the program. And it also makes the Federal assist- 
ance more responsive to the needs of the States, and there is stimula- 
tion by virtue of the Federal Government not dictating the specific 
categorical disease areas in which the dollars may be spent. Likewise, 
our decision for requesting this supplemental appropriation, I think, 
was also the result of study of the effects that have occurred after the 
reduction over the last 4 or 5 years, since 1950, and the conclusion that 
it was essential to meet the needs and to maintain stability in the health 
programs on which these grants funds cooperate. 

Mr. Bussey. Perhaps other Members of Congress look on this a little 
differently than I do, but if the Federal Government is going to appro- 
priate money for these programs, I would like to know what the money 
is being spent for. When we make general appropriations, we have no 
idea what it is being spent for; we know in a general way, but that is 
all. 

Dr. Havpeman. Mr. Chairman, we do know the types of activities 
in which these general health grants are expended. 

Mr. Bussry. You know the general types of activities. 

Dr. Hatpeman. For instance, in 1954, there were budgeted out of 
grants made available for general health services in the States, $3.5 
million or 34 percent of the appropriation was for local health service ; 
about 15 percent for environmental sanitary activities; 10 percent for 
laboratory services; 7 percent for occupational health activities; ap- 
proximately 5 percent for training; approximately 4 percent for ac- 
tivities relating to vital statistics. Public Health Nursing and Eduea- 
tion makes up the small portion of the remainder. So I think we do 
know the types of activities supported by these general health funds. 

Mr. Bussey. Under which one of the activities does venereal disease 
control and tuberculosis come ¢ 

Dr. Hatpeman. In the past, very little of the funds under this 
appropriation are being utilized in those programs. However, 34 
percent, as I said, goes to local health services; 6 percent for services 
for public health nursing and then, turning to the tuberculosis pro- 
gram, and laboratory services, you will recall that there is another 
rather large item and these activities, of course, again are essential 
to the venereal disease and tuberculosis control programs. 


REASONS FOR REQUEST BEING MADE AS A SUPPLEMENTAL 


Mr. Bussey. I also am frank to say that I am at a loss to see why 
this item should not have been in the regular budget request which 
was before the committee on March 31, if it is actually necessary. 

Mr. Larmon. I can assure you, Mr. Chairman, that there was no 
plan involved in that case. This is a matter that was taken up in 
the Department and discussed further and a decision was made 
after we appeared before the committee at that time. 
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Mr. Bussey. Of course, the reason I raise a lot of these questions 
is to show frankly what is going on in my mind, so we can get some- 
— in the record to change my mind if I am wrong. 

r. Larmon. Yes. 
Mr. Bussey. If I were not that fair to you, and kept that from 
ou, there would be no chance for you to convince me that I was wrong 
in my thinking. 

Mr. Larmon. I understand. 

Mr. Bussey. I am disappointed that all these supplemental requests 
that have been coming before the committee were not included, if 
they are necessary, in the original budget request, and considered 
under the overall ceiling that was given the Department by the 
Bureau of the Budget in the first instance. Frankly, as far as I am 
concerned, this is going to be considered as an original request of 
the Department. 


TOTAL PUBLIC HEALTH GRANTS TO STATES 


I think that, notwithstanding the fact that it will be somewhat 
of a duplication, we should have, at this point, a table showing by 
individual appropriations and in total, the public health grants to 
States for 1954, and as now budgeted for 1955. Will you supply that 
information for the record at this point? 

Dr. Hatpeman. Yes, sir. 

(The information requested follows :) 


Comparison of the 1955 revised budgets for formula grants with the 1954 appropriations 


1954 appro- | 1955 revised 


Appropriation priations estimates 


Difference 


Assistance to States, general, PHS_...........-...--.-.-.--.-- $10, 135, 000 
Control of venereal diseases, PHS 1 1, 976, 500 
Control of tuberculosis, PHS_..................--...--------- 4, 275, 000 
Salaries, expenses, and grants, National Cancer Institute, 

Mental health activities, PHS__.............................. 2, 325, 000 
Salaries, expenses, and grants, National Heart Institute, PHS_ 1, 125, 000 


1 Excludes $1,523,500 for grants of services and supplies shown in direct operations for comparability with 
1955 budget. 


REASON FOR RECOMMENDING CONTINUATION OF SMALL SEPARATE TB GRANT 


Mr. Bussry. Referring to the last paragraph on the first page of 
your statement, Dr. Haldeman, it seems to me that in order to be con- 
sistent in this line of reasoning, why are you not recommending these 
grants to tuberculosis be consolidated under this appropriation ? 

Dr. Hatpeman. The present proposal is consistent with the legisla- 
tive program which the President recommended to the Congress in 
terms of permitting greater flexibility. 

We feel that the categorical grants in venereal disease and tubercu- 
losis have been useful vehicles in initiating these programs. The 
States now recognize the importance of these programs, as evidenced 
by organized programs in all of the States and Territories. We feel 
that the role of the Federal Government to stimulate new program 
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development can best be carried out through mechanics which permit 
greater flexibility, and changes of emphasis as new health problems 
develop. It is different, of course, in different parts of the country. 
In the Southeastern States, for example, we have a very large prob- 
lem there in diarrheal diseases; and in New England, some of the 
problems are related to the aging processes and should be greatly 
emphasized. We still have areas with very intense venereal disease 
problems; and if the States are permitted greater flexibility, we feel 
it will more nearly accomplish the program objective. 

Mr. Bussey. Well, to me, it looks like you are saying in effect that 
it is good to consolidate a part of them but not the rest of them. 

In the committee print, on page 110, the tables for tuberculosis 
show grants of $4,275,000 for 1954 and only $2 million for 1955. 
Why do you not go all the way? 

Dr. Hatpeman. This permits, of course, for gradual transition. 
However, the proposal before you today is consistent with the objec- 
tive contained in the legislation currently before the Congress in 
regard to the grant programs. 

Mr. Bussey. It just seems to me that if it is good, it is good, and if 
it is not good, it is not good. T do not see how it can be considered 
50 percent good and 50 percent bad. 

Mr. Hartow. Maybe I can add a little enlightenment to that, Mr. 
Chairman. 

Mr. Bussey. I will admit, Mr. Harlow, that you generally add 
enlightenment to any subject that you speak to; and that is a sincere 
statement. 

Mr. Harrow. Thank you, Mr. Chairman; T appreciate that, and 
T do not believe I have ever heard you make what I would consider 
an insincere statement. 

Tt so happens that I participated in the conference with the Secre- 
tary and Under Secretary when these original budgets were prepared. 
And the original proposal shows that we did come up for tubereu- 
losis with the same amount in grants as were carried in the 1954 
appropriation. 

At. that time—and T do not remember just at what stage of the 
legislative program it was with respect to changing these grant. formu- 
las, and the law with respect to the grants—but it was developed at 
that conference that it was to be the policy that we were to move 
away from categorical grants as much as we could. 

So the ultimate result of that discussion was that a reduction was 
made in the tuberculosis grant item and an increase was put into the 
original amount that had been allocated for general grants to States, 
the idea being that since the new legislation would affect the 1956 
budget, we would move in 1955 toward that objective to the extent 
of about half of the tuberculosis control grants. 

In other words, although the Department believes in a general 
grant, along the line of the proposed legislation, the feeling was that. 
perhaps it should not be a matter of all at one time, and that 1955 
should be a somewhat of a transitional period. 

I hope that I have made myself clear. 

Mr. Bussey. I appreciate your explanation, but I still am not sold. 

Mr. Larmon. All of this, Mr. Chairman, is to give more elasticity - 


to the whole matter of matching funds. 


r 
I: 


798 


Mr. Bussey. It seems, Mr. Larmon, that the idea is to get away 
from the categorical grants in this respect. On the other hand, there 
is certainly no disposition on the part of the Department to get away 
from categorical grants to the National Institutes of Health. 

Mr. Larmon. There is no serious consideration today of that within 
the Department. 

Mr. Bussey. Mr. Fogarty. 

Mr. Foearry. I have listened to all of these explanations about 
this supplemental appropriation request, and I am not going to accuse 
anyone of holding back any information, but it does not seem to me 
that everything is in the record as yet. 

Dr. Haldeman, how long have you been with the Public Health 
Service ? 

Dr. Hatpeman. Since 1941, 

Mr. Focarry. Since 1941? 

Dr. Hatpeman. Yes, 


BACKGROUND OF DR. HALDEMAN 


Mr. Focarry. What have been your assignments since 1941? 

Dr. Haupeman. I have been a local health officer in Kentucky. I 
worked in the regional office setup, in two different regional offices— 
Puerto Rico and New Orleans. TI was the executive officer of the 
hospital survey-construction program during the first 2 years of its 
history. I was the first officer in charge of the Arctic Health Re- 
search Center; I was Chief, Division of State Grants here at head- 

uarters and later in charge of the Division of General Health 
rvices. 

Mr. Focarry. I remember your services in connection with the 
Alaska health program, and I want to say for the record that the pro- 
gram that we have in Alaska today is largely the result of the leader- 
ship you gave it, and the results that have been obtained are largely 
because of the work you put into it. 

Dr. Hatpeman. Thank you. 

Mr. Fooarry. I think we started the first appropriation of funds 
to support that special program in Alaska. 

Dr. Hatpeman. Yes. 


RESPONSE TO COMMITTEE MEMBERS’ QUESTIONS 


Mr. Foearry. I think you deserve all the credit, and I think you 
are doing a good job here. 

That calls to mind, since you were asked the question by the chair- 
man as to when you appeared here before this committee, and I do 
not know whether you readily remembered the date or not, but vou 
certainly remember the day, and I certainly remember the day. 

Dr. Hatpeman. Yes. 

Mr. Foearry. I thought it was very unfair of Mr. Rockefeller at 
that time to say what he had to say when you were testifying before 
this committee. Your testimony was the result of my questioning 
you. And T hope that the time never comes when anyone in the Office 
of the Secretary of Health, Education, and Welfare, will be able to 
control your thoughts or your answers before this committee when a 


mel 
ber 
thi 
tee 
ans 
the 
res 
th 
ha 
ar 
en 

| to 
R 
ti 
fe 
tl 
te 
il 

I 

0 

( 


799 


member of this committee asks questions of you or of any other mem- 
ber of the Public Health Service. 1 hope that statement means some- 
thing in the future, because, as long as I am a member of the commit- 
tee, I want to see to it that the witnesses are protected, and that the 
answers are given in response to questions and those who are giving 
the answers will not in any way have cause to be embarrassed by their 
responses. 

Mr. Larmon. May I say, Mr. Chairman, for the Department, that 
the witnesses who appear before you are assured, and you gentlemen 
have previously been assured, that they can answer any questions that 
are raised within the range of their expertness, and they will not be 
embarrassed by the answers. There is no question respecting that. 
today. 

Mr. Focarry. We expect that to happen. I was hoping that Mr. 
Rockefeller would be here today. I remember his interference at the 
time and his chastisement of this witness. I think it was uncalled 
for, and I think he was feeling a little more authority on his shoulders 
than was given to him under the law, because as long as the Public 
Health Service has some independent status, I am going to see 
to it, as much as I can, that that independence is maintained and that 
it is maintained by the Congress in every respect. 

I am not saying this in reference to anything you have said, Mr. 
Larmon. It is something that I have had in my mind since the 31st 
of March, and I wanted to get it off of my mind, and now it is off, and 
on the record. 

Mr. Larmon. I understand, of course. If you will permit me, Mr. 
Chairman, since Mr. Rockefeller is not here to testify, to assure you 
of my high respect for him, and I know personally that he would not 
consciously do anything unfair or ion not in any way interfere 
with the prerogatives of the committee or the witness. 

Mr. Foearry. He may have not have thought it unfair himself dur- 
ing the discussion with the doctor, but I do not want to see it happen 
again. 

POLICY GENERAL GRANTS 


Now, I share the opinion of the chairman of this committee concern- 
ing the wisdom of making these appropriations in lump-sum grants. 
T have always been of the opinion that we should maintain these cate- 
gories in the grant items, so that we would have, as members of this 
committee, information as to what fields the money is being spent in, 
instead of finding out the next year how the States did spend the 
money. 

This is not a new idea, as far as the Public Health Service is con- 
cerned, because the recommendations have been made in the past to 
this committee. Six to seven years ago, a huge increase was re- 
quested for “Assistance to States, general”—I think it was about $25 
million—and the purpose then was to eliminate many of these cate- 
gorical grants for tuberculosis, venereal disease, and so forth. 

The committee at that time refused the increase and I think said 
in its report we thought we should continue these categorical grants. 
The Bureau of the Budget had taken something away from the two 
programs for TB and VD, and, as a result, the venereal disease and 
tuberculosis programs began to go down. 

45836—54—pt. 2——51 
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Now, even though legislation has been introduced, I feel the same 
doubt, as the chairman has indicated, that we should not give lump- 
sum grants to States to spend any way they see fit. 

Dr. Hatpeman. Mr. Fogarty, may I just discuss that for a mo- 
ment 

Mr. Focarry. Certainly. 

Dr. Havpeman. I mentioned previously, I think, the desirability 
of flexibility in these grant funds. The present categorical grant 
structure does not permit, we feel, the flexibility that is desirable 
in terms of changing health problems. We consider the role of our 
grants to have several functions : One is to some extent a support func- 
tion which is to support, to assure, a certain basic public health staff, 
under which you can build your nucleus for more specialized types of 
service. 

We do feel likewise that another and equally important purpose of 
the Public Health Service grant is to stimulate new and needed 
programs. 

I feel that the categorical grant approach has been extremely val- 
uable in this regard. However, it does lack flexibility which will 
permit, as your problems decrease in importance and as the States have 
accepted the program as a part of their regular responsibility, the 
shifting of the emphasis to other activities for which many States will 
have a program of higher priority. 

Fundamentally, in view of what we feel is the role of the Federal 
Government in stimulating the new programs, we feel that this ap- 
proach will permit our doing that. 

I would like also to point out that the categorical approach, with 
the necessity for following the Federal dollars, has introduced audit 
and other administrative problems which, with the greater State de- 
ent and with the different approach, will tend to be mini- 
mized. 

Mr. Fooarry. It may be that there are facts yet to be presented, 
but I am still not convinced that it is a good thing, and as the chair- 
man mentioned a while ago, if this language is going to be allowed, 
then in a year or two it will be a matter of lumping all of the National 
Institutes of Health, into an overall fund for research. That has 
been the subject of discussion in the past, I know. I have always been 
opposed to it. I realize that having these line items in the budget 
might require a lot more in the way of justification and accounting 
and it may cost a little more money for administration, but we know 
how much money is being appropriated for cancer and for heart, and 
for mental health and for these other categories for which Congress 
has set up funds. 

Mr. Larmon. Mr. Fogarty, in regard to the recommendation pend- 
ing before you this morning, I think most of the cause for that recom- 
mendation for putting more funds into the “Assistance, States, gen- 
eral.” arises from the fact that the State health denartments were 
really in need, and those funds have been most effectively used, and the 
recommendation before you this morning is largely based on that. 

Mr. Foearty. I understand that, and I have been told that the 
request for the new legislation was because the State health officers 
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agreed that it was the type of legislation they wanted, and I think 
they are practically unanimous, but when we make an appropriation 
for teaching cancer in medical schools, we know the money that is 
being spent for teaching cancer; do we not ¢ 

Mr. Larmon. That is correct. 

Mr. Focarry. And the same for heart and mental health. 

Mr. Larmon. Yes. 

Mr. Fogarty. I think we should insist upon it. I do not think we 
should make $25,000 available to a school for teaching cancer, and 
then permit the dean of the medical schoo] to decide he needs it for 
mental health, or something else. 

The point I am trying to make is that I think we lose control, to 
a certain extent, over the expenditures of these funds when we give 
them in a lump-sum grant to the State health officers. 

Mr. Bussey. Will the gentleman yield? 

Mr. Foa,rry. Yes, sir. 


STATUS OF LEGISLATION 


Mr. Bussey. What is the number of this bill now pending in the 
House of Representatives which deals with this question ? 

Dr. Hatpeman. H. R. 7397. 

Mr. Bussey. Is that bill before the Senate now? 

Dr. Hatpeman. That is correct, sir. 

Mr. Bussey. Has the Senate held any hearings on the bill? 

Dr. Hatpeman. They have completed their open hearings. 

Mr. Bussey. For my enlightenment, just what does H. R. 7397 do 
which would change the allocation of Federal funds? 

Dr. Hatpeman. The new legislation has three objectives. One is 
to continue the basic program support to the States, according to 
their financial need; two, to encourage States to improve and expand 
services to the people, and three, to encourage demonstrations in the 
development of new techniques. 

It proposes to meet these objectives through a unified grant struc- 
ture which would be developed through taking the existing grants 
for venereal disease, tuberculosis, cancer, heart, and mental health, 
and combining them into a single grant system which would be of 
three parts. One part would be to carry out the first objective to 
which I referred, and that is, the basic support. 

aoe grant funds would be allotted under the Hill-Burton for- 
mula. 

The second objective would be carried out through funds made 
available for what we call extension and improvement, which would 
be on a different matching basis, and the third objective would be 
under the provision of special project grants for demonstrations, 
study, and the development of new techniques. So, you would have, 
instead of the current 5 separate controlled grant appropriations, a 
single appropriation with 3 different activities. 

Mr. Bussey. You would have a great deal of latitude in the dis- 
tribution of the funds under that law? 

Dr. Havpeman. Under the law, the State would prepare a State 
plan, as it does now, subject to negotiation with the Surgeon General. 
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For instance, the funds for extension and improvement would be 
for either extensions of health service into those many areas where 
they are not now covered with basic health services, or the develop- 
ment of new and needed programs. 

It would have a matching provision which would vary among indi- 
vidual projects within a State. A project would be eligible for 75 
percent Federal participation during the first 2 years of its existence ; 
50 percent for the next 2 years, and 25 percent for the following 2 

ears. 
% Mr. Bussey. What committee in the Senate is presently considering 
that legislation ? 

Dr. Hatpeman. The Senate Committee on Labor and Public 
Welfare. 

Mr. Larmon. In the recommendation before you, it is the convic- 
tion of the Department that, taking into account other factors and 
the requests of the State and Territorial health officers, this would 
make the program more effective, since the needs in any State do vary. 

That is the recommendation from the Department, but if that is 
not acceptable to Congress, nor acceptable to this committee, I would 
still recommend the funds be granted. 

Mr. Focarry. I feel as the chairman does in regard to this matter. 
The question is the end result, and what are the results going to be? 

I can see that in certain States the tuberculosis rate is higher than 
others, and they have a venereal disease problem in some areas, espe- 
cially in the South, which is much more acute than in other States 
in the North, so perhaps they should be allowed to spend more of 
their money on control of venereal disease in one State than an- 
other State. 

Perhaps there should be some flexibility, but we ought to have a 
maximum or a minimum in these grants so we would know just what 
the needs are ahead of time. 

The way you propose, we would be appropriating this year, and 
next year we will find out what it was spent for. Is that not true? 

Mr. Larmon. You will find out, I assume, specifically next year, 
how it was spent, and in the meantime—and Dr. Haldeman can cor- 
rect me—the States have to submit plans to him indicating use, and 
there is foreknowledge in regard to use. 

Dr. Havpeman. Under the new legislation we anticipate developing 
in advance, insofar as practicable, the methods by which the money 
would be utilized. T think you will appreciate that early in the opera- 
tion of the program we are not in so good a position as we will be 
when we have some operating experience, but the pending legislation, 
I sincerely feel, provides the flexibility necessary to permit shifting 
oF emphasis aiid the status of programs as the public-health problems 
change. 

We have had our venereal-disease grants now since 1937, as I recall. 
Public-health research has developed many new public-health tech- 
niques which we feel should receive the stimulation that is possible 
through the grant technique. ; 

Mr. Bussey. As I see it, Mr. Fogarty, if H. R. 7397 passes and 
becomes law, we do not have very much discretion as to how these 
funds are to be spent. In other words, it appears to me that they are 
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transferring the responsibility and the authority of the Appropria- 
tions Committee over to the Department. 

Mr. Foearry. Well, no; we still have control over how much will 
be appropriated, of course, but, as I look at it, it is a question as to 
whether it is the best thing to do. 

Mr. Buszey. I have reference to the method of allocation by cate- 
gory. The argument which they use for this certainly would hold 
true for the elimination of the categorical grants in the National 
Institutes of Health. 

Mr. Focrary. We go further than that. We not only give the 
authority to the Department, but for all practical purposes it goes to 
the health officer in every State because they would be the ones who 
make the original determination as to how much they need in each 
category. 

That is one of the arguments which I have always used against 
something like this. If you had a health officer who was extremely 
interested in cancer, the State funds would be spent in cancer. He 
would do his level best to see to it that they were spent in the field 
in which he was interested. That is human nature. 

Dr. HatpeMan. We have a number of mechanisms which we feel 
will minimize that problem. One is through the review of plans and 
the close working relationship in the development of the plans. We 
have an annual conference with the State health officers. I do not 
feel that we have really had that problem in terms of our general 
health grants to date. 

Mr. Larmon, Mr. Chairman, Mr. Fogarty, I would like to point out, 
if I may, that the plan has to be submitted, and it has to be acceptable 
in regard to the use of funds and in regard to the appropriation. 

If you appropriate money to a given State for one of these cate- 
gories, you cannot be sure in regard to the particular need—I mean 
the priority of need—within that particular State. 

It I may suggest this in regard to the authority of the Appro- 
priations Committee, there will be very important authority under 
any statute or bill that is passed in that the Appropriations Committee 
would determine the amount of funds going for support and the 
amount of funds going for extensions and improvements and the 
amount of funds going for special projects. That would be for the 
determination of the Appropriations Committee and not the legisla- 
tive committee. This depends fundamentally and obviously on giv- 
ing more discretion for recommendation on the part of the States 
in regard to its particular needs to be used for health purposes. 


RELATIONSHIP OF SUPPLEMENTAL TO TB AND VD APPROPRIATIONS 


Mr. Foearry. In your discussion of this supplemental, did the 
problem of the control of venereal disease and tuberculosis come into 
that discussion ¢ 

Mr. Larmon. Dr. Haldeman, I think, was present, and he can 
answer. 

Dr. Havpeman. Yes; I think it has come into it quite prominently 
because I am sure you are aware that there have been numerous letters 
from individuals and organizations. 

Mr. Focarry. The reason I asked was because I have received 
numerous letters from the States and from the tuberculosis people 
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and from the National Tuberculosis Association, expressing concern 
about the program. . 

Dr. Hatpeman. We gave very serious consideration to it for the 
very reason that you refer to. However, when all sides of the ques- 
tion were considered, we felt that it was best to make an arrangement 
so that the individual State would be in a better position to utilize 
these funds to augment its highest priority programs. 

Mr. Focarry. How would this $2 million affect those two pro- 
grams? That is, the programs for venereal disease and tuberculosis 

Dr. Hatneman. If in those States the venereal-disease program is 
of highest priority, like you have a problem in Arizona in terms of 
venereal disease along the border, it might well be that the best use 
of these funds would be to strengthen that venereal-disease program. 

Mr. Focgarry. Is this an answer to the protest which we have 
received from the States, and from the National Association in regard 
to these two programs ? 

Dr. Havpeman. I think the comments that the Department has 
received in relation to those programs had a very substantial influence 
in arriving at their decision. 

Mr. Focarry. Can I say to these groups that this is the answer to 
the problem? I was told that the National Tuberculosis Association 
was going to request an mat here before this committee. 

Have they done so as yet? 

The CierK. Yes, sir. 

Mr. Fogarry. When they come before the committee, can I say to 
the representative of the national association that this takes care of 
their problem ¢ 


Dr. Hatpeman. I think you can point out that the total amount of 


money being made available to the States for control grants in fiscal 
year 1955, or the total amount, rather, that has been under considera- 
tion, is the same as was appropriated in 1954. To the extent that the 
tuberculosis program has a priority in any State in relation to other 
programs, the problem can be met with the funds requested. 

r. Focarry. When I read that to them, I do not think that is going 
to be a very satisfactory answer, Doctor. I do not know, and perhaps 
I am prejudging it, but I would doubt if that would answer what 
they have in mind. 

I have not talked to them, but I did receive a letter from them, and 
T think I referred to that letter in the previous testimony when we 
had the tuberculosis people here, if I remember rightly. 

That is all, Mr. Chairman. 

Mr. Bussey. This meeting concludes the appropriation requests 
from the Department, and the justifications before this committee. 

Starting tomorrow, we will begin to hear outside witnesses, and will 
continue with outside witnesses all next week. However, before the 
adjournment of this meeting, I would like to mention one thing for 
the record: 

Mr. Russell Larmon, Assistant Secretary of the Department of 
Health, Education, and Welfare, has been present at the hearings, 
but not as the head of a division or bureau to justify any particular 
appropriation. However, I would like to state that he has been very 
faithful in his attendance, and has been as helpful as possible to the 
committee. He has been exceedingly helpful in connection with differ- 
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ent requests that I have made of him outside of the committee. I am 
personally satisfied that Mr. Larmon has brought to the Department 
an experience and qualification that is very rare in Government. I 
think that experience has been of considerable help to the Department 
of Health, Education, and Welfare. 

Mr. Larmon. Thank you very much, Mr. Chairman. 

May I say to you, sir, and to Mr. Fogarty, and to the other members 
of the committee that the Secretary and the Under Secretary have 
already expressed their appreciation to you, and to the other members 
of the committee. I can only say that I endorse those statements, and 
I would like to offer some of my own, as a representative of the 
Department : 

I appreciate the graciousness to me and to other representatives 
of the Department. I appreciate the fact that we have had full 
opportunity to justify the recommendations before you. I believe 
there has been an understanding of the complexities with which the 
Department deals, and I think that you gentlemen understand that 
we ay trying to develop an effective Department for serving human 
needs. 

May I say also, sir, that I appreciate the opportunity for associa- 
tion with you gentlemen, and with your chief of staff, Mr. Moyer. 

May I say to you, Mr. Fogarty, that I do appreciate your deep 
interest and sincere interest in these programs, and that I recognize 
— there has been a self-imposed restraint on the full use of your 
skills. 

Mr. Fogarty. I would not say that, Mr. Larmon, but I do want 
to second everything the chairman has said about you. I did not 
think, when these hearings started, that you people were doing a very 
good job, but now that we have started to get these supplementals, 
I think now you are doing a much better job. You are learning fast, 
and you have learned exceedingly fast during this calendar year. 

Mr. Bussey. You mean by that they have learned exceedingly 
fast to raise the budget request. 

Mr. Fogarry. Yes; and they have learned to go along with the 
program. This status quoism, you know, does not go with me. I 
like to see a little progress in these fields. I think they will do a 
good job, if they receive the money. 

Mr. Larmon, I have at times, made myself a little bit obnoxious, 
but since I have been on this committee we have always had a great 
deal of affection for and sincere interest in the Public Health Service, 
and the Office of Education. When Mr. Keefe was chairman of the 
committee in 1947 and 1948, I served under him, and he was very 
jealous of the independence of those two agencies within the Federal 
Security Administration at that time. I worked with him at that 
time, and during the period when I was chairman of the committee, 
we saw to it that they maintained their independence and we insisted 
that they have their day in court, and not be dictated to by anyone. 
I think those two agencies have the respect and the support of both 
— in the Congress, and I can give one good concrete example 
of that. 

During the last 3 or 4 years, excluding last year, we had the so-called 
Jensen amendment attached on all appropriation bills. It prevented 
10 percent of the vacancies from being filled, and Mr. Jensen on each 
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occasion exempted the Public Health Service. I think that is an 
example of how the Congress itself feels about these two agencies, and 
that was one of the reasons I raised the questions I did yesterday in 
regard to these new accounting procedures, and other centralized 
services. I feel that sometimes we are going a little too far in that 
field, in that we may be taking their independence in some of these 
moves by the Department. That is something which I am sure I 
would never stand for, and I am sure that the Congress would not 
want to see it done. I can see where that independence could get very 
weak if we had a weak Surgeon General and a dominating Secretary 
of Health, Education and Welfare. 

It does not make any difference what party is in control. What I 
am saying does not refer to anything that is going on at the present 
time, or to those who hold office, but in some future year I can see 
where it could happen, under the Democratic Party or the Republican 
Party, that the Secretary of Health, Education, and Welfare would 
want a lot of power, and by various moves within the Department 
could take away some of the independence of the Public Health Service 
and the Office of Education, and use it to his or her advantage, but to 
some disadvantage of the people of the country. That is the reason I 
spent as much time as I did upon that question. 

As long as the chairman has said something about Mr. Harlow down 
here on my left, I will say that I have heard Mr. Keefe, when he was 
chairman, say exactly what you did about Mr. Harlow, and I have 
said the same about him in past years. 

I think he has given wonderful service to the Public Health Service. 
He has had the respect of every chairman who has served on this 
committee, and all members of this committee. I am sure that he will 
continue for many more years as Budget Officer of the Public Health 
Service and continue to give service to this committee. 

Mr. Hartow. Mr. Chairman, I hesitate to make any comments with 
respect tothat. Ican only say that I deeply appreciate the kind words 
that have been said to me today, and also in the past, by other members 
of Congress. I really honor the memory of Mr. Keefe. I think he 
was one of the ablest legislators we have ever had, and had one of the 
keenest minds and the keenest insight into the importance of our 
programs of any man I have ever known. 

Mr. Bussey. Thank you, Mr. Harlow. We all respect the great 
work that Mr. Keefe did on this committee. 
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